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7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore! 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  how  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  beat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 
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NEW  REALITIES  OF  MEDICAL  PRACTICE 

The  AMA  has  developed  a course  in  practice  manage- 
ment to  cope  with  the  many  changes  in  practice  pat- 
terns such  as  new  reimbursement  methods,  new  gov- 
ernment regulations,  all  of  which  contribute  to  making 
the  delivery  of  medical  care  increasingly  complex. 

A series  of  videocassette  and  audiocassette  courses 
are  being  offered  for  purchase  or  rental  from  the  De- 
partment of  Registration  and  Fulfillment,  American 
Medical  Association,  535  N.  Dearborn  Street,  Chicago, 
IL  60610. 

For  additional  information  there  is  a toll-free 
number:  1-800-621-8335.  These  useful  tools  can  help 
you  adapt  to  the  changing  practice  environment. 

MARTIAL  ARTS  ANYONE? 

Physicians  Martial  Arts  Association  (PMAA),  a na- 
tional organization  founded  by  Millard  Seto,  M.D.,  in 
1973,  is  being  reactivated  and  is  open  to  all  physicians 
(M.D.,  D.O.,  D.D.S.,  D.M.D.)  of  any  rank  for  all  types  and 
styles  of  martial  arts.  The  purposes  are;  1 ) to  promote 
the  cause  of  martial  arts  medicine;  2)  to  make  qualified 
physicians  available  to  all  martial  arts  organizations 
as  medical  advisors;  3)  to  put  physicians  with  an 
interest  in  the  martial  arts  in  contact  with  each  other; 
4)  to  conduct  courses  for  instructors  in  the  martial 
arts  to  provide  basic  knowledge  in  how  to  recognize 
and  handle  martial  arts  injuries;  and  5)  to  utilize  skills 
as  physicians  to  promote  the  martial  arts  and  their 
basic  precepts  of  honor,  humility,  courtesy,  and  re- 
spect. Interested  physicians,  for  more  information, 
write;  PMAA,  P.  O.  Box  2175,  Honolulu,  HI  96805. 


NEWS  SUMMARY 

The  Congressional  Budget  Office  has  revised  its  pro- 
jections on  the  bankruptcy  of  the  Medicare  Trust 
Fund.  CBO  now  believes  the  fund  will  cross  over  to  an 
$13  billion  deficit  position  in  1994  and  continue  there- 
after. The  projections  assume  annual  program  outlays 
of  about  11.8  percent.  If  annual  hospital  reimburse- 
ments were  reduced  by  1 percent  during  the  ten-year 
projection  period,  the  fund  would  continue  to  have  a 
surplus  by  1995  according  to  CBO. 

A recent  survey  of  CEOs  indicates  that  in  restructur- 
ing employee  benefits,  among  other  things.  Congress 
should  be  concerned  with  escalating  health  care  costs 
and  employee  access  to  quality  health  care.  The  CEOs 
also  felt  that  a tax  cap  on  benefits  was  not  appropriate 
and  a tax  cap  would  probably  result  in  reduced  ben- 
efits. 

Prior  to  the  98th  Congress’  adjournment.  Senator 
David  Durenberger  introduced  legislation  which 
would  end  the  current  PPS  pass-through  payment  for 
direct  medical  education  costs  beginning  in  October 
1985.  Funding  under  the  proposal  would  come  from 
grants  to  the  states.  Expect  the  proposal  to  be  rein- 
troduced in  the  99th  Congress  and  to  serve  as  a dis- 
cussion paper  in  the  interim. 

HCFA  has  released  its  latest  PPS  implementation 
update.  Average  length  of  stay  continues  below  pre- 
PPS  levels  and  oudiers  are  2 percent  of  total  PPS  dis- 
charges. 

An  IRS  private  letter  ruling  has  been  received  which 
approves  a peiformance  award  program  for  a 501  (c)(3) 
health  system’s  department  managers.  [Washington 
Health  Care  Newsletter,  October  1984)  i 
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IMPLEMENTATION  OF  TEFRA 

As  you  know,  TEFRA  amendments  to  the  Medicare 
law  require  that  the  professional  components  of 
salaried  physicians’  seivices  must  be  billed  to  Part  B 
of  Medicare.  Either  the  hospital  or  the  doctor  may 
perform  this  billing.  All  physicians  who  are  paid  by  a 
hospital  for  any  patient  services  must  comply  with  this 
law. 

It  has  been  clearly  established  that  TEFRA  will  be 
implemented  in  New  Jersey  on  or  about  Januaiy  1, 
1985. 

Prudential,  the  Part  B carrier  for  Medicare  in  New 
Jersey,  has  mailed  a packet  of  information,  including 
worksheets  and  forms,  to  all  New  Jersey  hospitals. 

If  you  are  an  institutional-based  physician,  either 
full  or  part  time,  you  will  be  asked  to  sign  several 
documents  which  will  be  filed  with  the  carrier.  Please 
review  the  material  very  carefully,  and  make  certain  it 
is  accurate  and  fairly  represents  your  situation  with 
your  hospital.  Do  not  hesitate  to  consult  your  ac- 
countant, attorney,  specialty  society,  or  the  medical 
director  at  Medicare  (James  E.  D.  Gardam,  M.D.)  for 
assistance.  Our  review  indicates  that  some  of  the  for- 
mulas and  relative  values  assigned  may  not  be  consis- 
tent with  current  practice. 

It  should  be  noted  that  in  certain  instances  these 
complex  Medicare  reimbursement  policies  may 
produce  unrealistic  payment  levels  and  otherwise 
anomalous  results.  Section  405.502(c)  of  the  Medicare 
regulations  states  that  “carriers  are  to  exercise  judg- 
ment based  on  factual  data  on  the  charges  made  by 
physicians  to  patients  generally  ...  so  that  determina- 
tions of  reasonable  charge  are  realistic  and  equitable.” 
Section  405.502(a)(7)  indicates  that  payments  should 
be  “inherently  reasonable." 

The  chairman  of  the  House  Committee  on  Ways  and 
Means  and  the  chairman  of  the  Senate  Finance  Com- 
mittee have  written  to  the  Secretary  of  Health  and 
Human  Services,  and  directed  that  those  hospital- 
based  physicians  who  have  compensation-related 
charges  substantially  below  prevailing  charge  levels  of 
nonhospital-based  physicians  should  have  their 
profiles  adjusted  accordingly. 


Therefore,  you  should  not  assume  that  you  have 
been  frozen  into  an  inadequate  level  of  reimbursement. 

PASSIVE  SMOKING 

As  a nonsmoker,  if  you  have  ever  been  irritated  by 
being  subjected  to  the  intake  of  environmental  tobacco 
smoke,  you  will  be  interested  to  know  that  your  dis- 
comfort is  more  than  a psychological  quirk. 

The  New  England  Journal  of  Medicine  (September 
27,  1984)  reported  that  the  major  metabolite  of  nic- 
otine found  in  blood  and  in  the  urine  is  cotinine.  The 
urinaiy  cotinine  of  nonsmokers  who  lived  in  or  worked 
in  an  atmosphere  contaminated  with  tobaceo  smoke 
was  considerably  elevated  over  those  tested  who  were 
functioning  in  an  atmosphere  free  of  such  contamina- 
tion. 

Ample  evidence  has  been  presented  to  indicate  an 
association  of  passive  smoking  (undesired  by  recipi- 
ent) with  lung  cancer,  pulmonary  cfysfunction,  induc- 
tion of  angina  pectoris,  Raynaud’s  phenomenon,  re- 
tarded growth  in  children,  and  increased  platelet 
elumping  which  may  lead  to  the  development  of 
atherosclerosis. 

Incidentally,  you  are  setting  fire  to  approximately 
$459.25  a year  if  you  smoke  a pack  of  cigarettes  a day 
and  giving  up  10  to  15  years  of  life. 

PROPOSED  RULE:  INDEPENDENT  LABORATORIES 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices has  proposed  a rule  which  appeared  in  the  No- 
vember 19,  1984,  issue  of  the  New  Jersey  Register  as 
16  N.J.R  3162(a). 

The  proposal  will  allow  state,  county,  and  municipal 
laboratories  to  participate  in  the  New  Jersey  Medicaid 
Program  provided  they  meet  the  same  criteria  as  other 
participating  independent  laboratories,  including 
Medicare  (Title  XVIII)  certification. 

FINI 

“Drunk  drivers  never  get  gold  medals.  They  usually 
get  decent  burials.” 


VOL.  82— NUMBER  1— JAIWARY  1985 


7 


On  Call 
24  Hours  a 


— "o  you  know  someone 
who  is  homebound  and  wants  security  with  dignity? 


Are  you  medically  at  risk  but  wish  to  remain 
independent? 


Now  there’s  an  alternative  to  continuous  care... 


Whether  homebound  by  short-term  or  long-term  health 
problems  our  new  communications  link  keeps  this 
support  network  at  your  fingertips  24  hours  a day. 


Day 


Available  through  your  local  hospital,  the  Homebound 
Communications  Program  lets  you  signal  for  help  from 
your  home,  even  when  you  can’t  reach  a phone. 


For  Information  Call  1-609-452-9280 


communications  program 

Sponsored  by  The  New  Jersey  Hospital  Association 


Funding  support  provided  by 
The  Robert  Wood  Johnson  Foundation 
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PROFESSIONAL  LIABILITY 

Commentary* 


Many  cases  occur  in  which  a 
physician  is  criticized  for  failure 
to  obtain  a second  opinion,  or 
failure  to  recognize  his  own  limitations  and  refer  a 
patient  to  a specialist.  Inherent  in  the  consultation 
process  are  risks  both  to  the  attending  and  consulting 
physicians.  Problem  areas  include  the  following: 

1.  Timeliness  of  the  consult/referral:  If  a physician 
delays  in  the  performance  of  a consultation  and  injuiy 
results,  then  the  consultant  may  be  liable.  In  one  case, 
an  emergency  room  physician  referred  the  patient  to 
an  orthopedic  specialist  without  any  communication 
as  to  the  seriousness  of  the  case.  The  orthopedist’s 
delay  in  seeing  the  patient  resulted  in  the  loss  of  the 
patient’s  leg.  It  is  essential  that  the  referring  physician 
communicate  the  urgency  of  a situation  and  that  the 
consultant  indicate  the  appropriate  time  he  will  see 
the  patient.  If  the  situation  requires  immediate  atten- 
tion and  the  consultant  is  unable  to  respond  promptly, 
the  consultant  should  suggest  another  referral. 

2.  Scope  oj  the  consultation:  There  are  differing 
opinions  as  to  whether  or  not  a consultant  has  an 
obligation  to  do  a complete  workup,  or  to  limit  the 
examination  to  only  those  areas  about  which  he 
specifically  has  been  asked  to  consult.  Several  claims 
involve  allegations  that  a consultant  failed  to  look  at 
the  “whole”  patient  but  only  treated  a specific  problem. 
Examples  of  this  type  of  claim  involved  internists  treat- 
ing for  possible  postoperative  pulmonaiy  embolus  and 
failing  to  diagnose  gastric  perforation  after  a gastric 
stapling  procedure,  and  failure  to  note  postsurgical  gas 
gangrene  while  treating  for  fever.  This  issue  is  com- 
plicated further,  some  consultants  say,  by  the  fact  that 


they  are  asked  to  consult  only  on  a specific  problem 
as  many  attending  physicians  are  hesitant  to  lose  con- 
trol of  the  patient.  One  case  involved  an  internist  who 
performed  a consultation  for  the  doctor  who  was  cover- 
ing for  the  family  doctor.  The  internist  was  asked  to 
manage  the  patient’s  diabetes,  and  continued  to  do  so 
after  the  family  physician  resumed  care.  However,  the 
patient  died  from  infections  which  allegedly  were 
treated  with  ineffective  antibiotics  by  the  family  phy- 
sician. The  internist  was  sued  and  criticized  for  failure 
to  supervise  the  family  physician’s  antibiotic  therapy. 
This  resulted  in  a dilemma  because  the  internist  main- 
tained the  family  physician  did  not  want  help  with  any 
aspect  of  care  except  diabetes  management. 

3.  Responsibility  for  care  after  consultation:  Prob- 
lems frequently  arise  after  consultation  for  both  the 
attending  and  consulting  physicians  because  the  re- 
sponsibility for  future  care  has  not  been  delineated 
clearly.  Frequently,  the  attending  physician  assumes 
that  the  consultant  is  following  the  patient  while  the 
consultant  assumes  that  all  responsibility  was  fulfilled 
when  the  recommendations  were  made  in  the  written 
consultation  report.  The  result  is  that  no  one  is  taking 
care  of  the  patient  and,  when  damage  to  the  patient 
results,  both  physicians  are  sued. 

4.  Failure  to  document  A physician  often  is  asked 
informally  for  his  opinion.  This  frequently  happens  in 
the  hospital  hallway,  and  the  patient  is  seen  only  brief- 
ly and  on  the  one  occasion.  The  physician  may  not  even 
consider  this  a consultation.  Frequently,  he  does  not 
write  a report  or  bill  the  patient.  Some  doctors  feel  that 
not  charging  the  patient  will  release  them  from  any 
risk  of  liability.  However,  if  an  adverse  result  occurs, 
this  “consultant”  will  be  named  in  any  malpractice 
suit— particularly  if  the  attending  says  in  the  progress 
note  that  he  “consulted  with  Dr.  A who  said.  . . .” 

An  obstetrician  was  asked  to  check  the  labor  pro- 
gress of  a breech  presentation.  He  verbally  okayed  a 
trial  of  labor,  but  did  not  specify  the  length  of  time  he 
thought  was  acceptable.  Immediately  after  seeing  the 
patient  he  left  town  on  vacation.  He  did  not  write  a 
consultation  note  in  the  medical  record  and,  in  fact 
did  not  consider  that  he  had  done  a consultation.  A 
prolonged  trial  of  labor  ultimately  resulted  in  a 
cesarean  section  and  a brain-damaged  baby.  The  ob- 
stetrician was  included  in  the  suit 

5.  Communication:  Communication  problems  can 
include  failure  to  communicate  the  urgency  of  the  con- 
sultation to  either  the  patient  or  the  consultant  failure 
to  continue  communication  while  care  is  undertaken, 
or  inappropriate  communication  in  front  of  the  pa- 
tient or  family  when  the  attending  physician  and  con- 
sultant do  not  agree. 

In  one  case  involving  a geographical  distance,  the 
attending  physician  had  never  met  the  specialist  to 
whom  the  patient  was  referred.  The  two  physicians 
never  spoke  to  each  other  and  communicated  only 
through  chart  entries  which,  unfortunately,  were  not 
complete.  Conflicting  drugs  were  ordered  and 
given— with  permanent  damage  to  the  patient. 


*This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are  respectively,  Director  of  the  Depart- 
ment and  Director  of  Specif  Projects. 
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In  another  case,  an  internist  was  asked  to  consult 
for  a surgeon.  They  disagreed  strongly  on  the  diagnosis 
and  care  of  the  patient.  They  argued  in  front  of  the 
patient’s  family.  When  it  was  necessaiy  to  transfer  the 
patient  to  a facility  which  could  provide  hemodiatysis, 
each  physician  wrote  his  own  discharge  summaiy.  To 
compound  the  liability  problems,  each  physician  then 
posted  his  discharge  summary  on  the  bulletin  board 
at  the  hospital.  Needless  to  say,  this  public  fighting 
made  a possibly  defensible  case  indefensible. 

If  both  the  attending  physician  and  the  consulting 
physician  assume  equal  responsibility  to  com- 
municate about  and  to  followup  the  patient’s  con- 
dition and  treatment,  this  will  accomplish  much  in 
eliminating  suits  which  result  from  lack  of  com- 
munication. 

6.  Lack  of  competence:  A recentfy  reported  case  dem- 
onstrated the  liability  risk  of  the  attending  physician 
for  a patient  referred  to  a surgeon.  The  surgeon  mis- 
handled the  surgery  and  the  referring  physician  was 
sued  because  of  his  referral.  Obviously,  there  can  be 
some  risk  if  the  consultant  you  recommend  does  not 
perform  in  a competent  manner. 

Following  these  simple  guidelines  can  help  minimize 
your  involvement  in  a claim  either  as  an  attending  or 
consulting  physician.  {NORCAL  Claims  R^,  Vol.  5,  No. 
3,  July/ August,  1984) 

MIIENJ  DIAUGURATES  NEWSLETTER 

The  Risk  Prevention  Department  of  the  Medical 
Inter-Insurance  Exchange  of  New  Jersey  recently  has 
published  its  first  newsletter.  The  Specialty  Reporter, 
aimed  specifically  at  a medical  specialty.  The  objective 
is  to  keep  physicians  informed  as  to  the  causes  of 
malpractice  within  their  medical  specialty.  It  is  hoped 
that  this  will  serve  to  prevent  physicians  from  becom- 
ing involved  in  the  same  pitfalls  which  have  led  col- 
leagues into  a claim  or  suit. 

The  Reporter  is  to  be  published  regularly,  but  will 
concentrate  on  different  specialties  each  month.  The 
first  issue  was  entitled.  The  Specialty  Reporter  for 
AnesthesicL  For  more  information  regarding  the  news- 
letter, contact  the  Risk  Prevention  Department  Medi- 
cal Inter-Insurance  Exchange  of  New  Jersey,  P.O.  Box 
6470,  Lawrenceville,  NJ  08648. 

PHYSICIAN/NURSE  RESPONSIBILITIES 

Shelly  L.  Ludwig,  M.D.,  acting  chief  of  the  division 
of  gastroenterology  at  UMDNJ,  recommends  a closer 
professional  relationship  between  physician  and  nurs- 
es as  a method  toward  the  reduction  of  medical 
malpractice.  Addressing  members  of  the  Society  for 
Health  Care  Risk  Management  of  New  Jersey,  Dr. 
Ludwig  noted  that  a recent  survey  of  nurses  indicated 
that  only  20  percent  rated  their  working  relationship 
with  physicians  to  be  excellent.  This  feeling  is  partialfy 
attributed  to  the  traditional  role  that  each  performs  in 


TABLE 


OR-Related  Malpractice  Claims 


Claim 

Number 

Percentage 

Average 

Cost 

Surgery— postoperative 
complication 

836 

27.6 

$32,285 

Surgery— inadvertent  act 

346 

11.4 

38,294 

Surgery— inappropriate 
procedure 

236 

7.8 

37,424 

Su  rgery— unnecessary 

117 

3.9 

36,012 

Surgery— complications 
from  delay 

110 

3.6 

21,548 

Surgery— postoperative 
death 

106 

3.5 

67,993 

Improper  treatment- 
fracture  or  dislocation 

83 

2.7 

40,286 

Anesthesia— cardiac 
arrest 

79 

2.6 

103,949 

Anesthesia— teeth  damage 

78 

2.6 

3,637 

Anesthesia— adverse 
reaction 

73 

2.4 

19,661 

Surgery— sponge  left 

72 

2.4 

14,296 

Surgery— wrong  area 

65 

2.1 

31,250 

Miscellaneous— lack  of 
informed  consent 

64 

2.1 

31,543 

Anesthesia— undescrlbed 
catastrophe 

63 

2.1 

61,878 

Surgery— instrument  left 

53 

1.8 

19,674 

All  other  allegations 

643 

21.3 

Total 

3,024 

100.0 

$37,781 

the  care  of  patients.  The  physician  views  the  patient 
in  a holistic  manner  while  the  nurse  is  more  task 
oriented  in  the  approach  to  patient  care. 

Dr.  Ludwig  recommends  a greater  integration  of 
physician/nurse  responsibilities  through  a primary 
nursing  care  format.  This  would  permit  the  nurse  to 
become  problem  oriented  as  he/she  follows  the  care  of 
the  patient  through  to  recovery. 

According  to  Dr.  Ludwig,  such  an  integration  can 
result  in  better  patient  care,  better  utilization  of  staff, 
better  working  atmosphere,  and  a better  opportunity 
to  reduce  the  risk  of  malpractice. 

SURGERY  TAKES  BIGGEST  SLICE  OF  CLAIMS 

As  you  might  expect  the  largest  group  of  malpractice 
claims  originates  in  the  hospital  operating  room.  In 
the  20  months  from  May  1982  through  December 
1983,  the  St.  Paul  Fire  and  Marine  Insurance  Co.  re- 
ceived 3,024  operating  room-related  claims,  with  set- 
tlements averaging  $37,781.  The  most  common  allega- 
tion (27.6  percent)  concerned  postoperative  complica- 
tions. Both  the  costliest  and  least  expensive  claims 
related  to  anesthesia,  cardiac  arrest  ($103,949),  and 
damage  to  teeth  ($3,637).  The  Table  relates  the  com- 
pany’s complete  breakdown.  (Medical  World 
News/August  27,  1984) 
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A word  about  P.A.C.E., 
our  best  program  ever. 

P.A.C.E.  utilizes  an 
innovative  reimbursement 
mechanism  that  takes 
into  account  the  kind 
of  medicine  you  practice, 
and  where  you  practice. 
The  result  is  more  equita- 
ble and  consistent  fees. 

Currently  over 
seventy  percent  of  your 
New  Jersey  colleagues 
participate  in  the 
P.A.C.E.  program...we’d 
like  you  to  join  them! 


CARRY  THE  CARING  CARD 


Blue  Shield 

of  New  Jersey 


Hospital  Governing 
Boards* 


Medicare  Impact  on 
Ph3^ician  Hospital 
Contracts 


Vincent  A.  Maressa,  j.d. 


New  Jersey  has  not  yet  experienced  the 
effect  ojTEFRA,  hut  it  is  evident  that 
TEFRA  nmst  be  complied  with  by 
Jcuiuary  1 985.  An  objective  settlement  of 
the  TEFRA  billing  requirements  is 
necessary. 


T he  Tax  Equity  and  Fiscal  Re- 
sponsibility Act  of  1982 
(TEFRA)  has  had  a significant 
impact  on  physician-hospital  contracts.  New  Jersey 
has  not  yet  experienced  the  effect  of  TEFRA  because 
its  implementation  here  has  been  postponed.  At  this 
writing,  however,  it  is  evident  that  TEFRA  must  be 
complied  with  by  Januaiy  1985. 

The  Medicare  Program  classifies  direct  physicians’ 
services  (i.e.  diagnostic,  therapeutic)  to  patients  as 
Part  B costs.  Hospital  costs  such  as  teaching,  research, 
administration,  supervision,  and  services  of  general 
benefit  to  the  hospital,  and  its  patients  are  allocated 
to  Part  A Pursuant  to  the  requirements  of  TEFRA 
records,  schedules,  protocols,  and  other  documents 
such  as  time  allocations,  must  be  maintained  to 
substantiate  the  basis  of  physicians’  services  between 
Part  A and  Part  B.  Thus,  in  any  instance  where  a 
physician  receives  any  salary  or  reimbursement  from 
a hospital,  the  Part  A-Part  B billing  requirements  must 
be  met. 

The  billing  arrangements  can  be  complex.  The  agree- 
ment between  the  physician  and  hospital  should  detail 
the  procedure  and  also  provide  latitude  for  modi- 
fications, which  may  become  necessary  when  federal 
regulations  change. 

Either  the  physician  or  the  hospital  can  perform  the 
billing  function.  Payment  methods  include  periodic 
advances  against  collections  with  regular  adjustments 
with  allowances  for  bad  debt.  Payment  may  be  on  an 
accrual  basis,  or  direct,  or  an  assignment. 


A number  of  generalized  billing  sequences  are  pos- 
sible: 

1)  Combined— where  costs  for  Part  A and  charges 
for  Part  B services  are  included  and  identified  indi- 
vidually; 

2)  Separate— where  the  hospital  cind  physician  bill 
Medicare  separately;  and 

3)  Split- where  a combined  billing  system  sepa- 
rated into  two  components  when  reporting  costs  to 
Medicare,  where  the  hospitcil  bills  separately  for  the 
physician. 

Physicians  often  prefer  separate  billings.  Combined 
billing  is  of  limited  use  because  of  the  complexity  of 
federal  regulations.  Hospitals  may  favor  split  billing. 

Clecirly,  TEFRA  provides  an  instance  where  even  ex- 
isting contracts  must  be  reviewed.  That  review  must 
be  carefully  conducted.  A true  “A-B”  separation  is  not 
achieved  easily  with  equity  to  both  parties.  Historlcalfy, 
Medicare  reimbursement  for  hospital-based  phy- 
sicians may  not  have  established  an  accurate  data 
base  for  the  required  separation.  The  allocations  for 
the  services  of  the  pathologist  in  particular  presents 
a quandaiy,  since  fee-for-servlce  billing  in  that  special- 
ty has  not  been  prevalent  in  New  Jersey. 

Hospital  administration  and  hospital-based  salaried 
physicians  should  engage  in  a fair,  open,  and  objective 
settlement  of  the  TEFRA  billing  requirements. 

*The  material  for  this  column  is  coedited  by  Arthur  Krosnlck, 
M.D.,  Editor,  The  Journal  MSNJ;  Vincent  A.  Maressa,  J.D., 
Executive  Director,  MSNJ;  and  Jamies  E.  George,  M.D.,  J.D., 
Director  of  Professional  Liability,  MSNJ. 
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BALANCED 
GALCIXJMC 
BLOGKAD 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  tlian  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  chnical  trial.  Am  J Cardiol 
49:560-566,  1982.  ^ 

2.  Pool  PI,  Seagren  SC,  Bonanno  JA,  et  ai:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Deduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

GARDOtZEM* 

CdiUdazem  HCl) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cordizem, 

(dilhazem  HCI) 

30  and  60  tablets 


DESCRIPTION 

CARDIZEM®  (diltiazem  hydrochloride)  Is  a calcium  ion  Influx 
Inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  Is  l,5-Benzothlazepin-d(5H)one,3-(acetyloxy) 
■5-[2-(dlmethylamlno)ethyl]-2,3-dlhydro-2-(4-methoxyphenyl)-, 
monohydrochlorlde.(+)  -cis-.The  chemical  structure  Is; 


Diltiazem  hydrochloride  Is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  Is  soluble  In  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  Its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  Increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  In  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependenf  decreases  in  sys- 
femic  blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
Interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and.  In  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  In  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
oycle  length  (up  to  50%  In  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  Instance  of  fhlrd- 
degree  AV  block  in  a group  of  959  chronioally  treated  patients. 

Pharmacokinetics  and  Metaboiism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bloavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorofhiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  (TARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
Impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  ooronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  In 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a funcfioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  In  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
dilfiazem  wifh  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  In  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  Instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  Intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM,  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C,  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1,9%),  dizziness  (1.5%),  ra 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  follow:  e« 
were  reported  infrequently  (less  than  1%)  with  the  order  o ej 
tion  corresponding  to  the  relative  frequency  of  occurrenc  ' 


Cardiovascular: 


Nervous  System: 


Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,ar> 
dia,  palpitations,  congestive  heclaf 
syncope. 

Paresthesia,  nervousness,  sor+ic 
tremor,  insomnia,  hallucinations,  am 
Constipation,  dyspepsia,  diarrhea,  Tri 
mild  elevations  of  alkaline  phosphatt 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photo;  sn 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted; 

A patient  with  Prinzmetal's  angina  experiencing  ep 
vasospastic  angina  developed  periods  of  transient  asyt 
asystole  approximately  five  hours  after  receiving  a sint 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  repot, 
quently  in  patients  receiving  CARDIZEM;  erythema  multih 
kopenia;  and  extreme  elevations  of  alkaline  phosphata: 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effec 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establi: 


OVERDOSAGE  OR  EXAGGERATED  RESPONS 

Overdosage  experience  with  oral  diltiazem  has  been 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well 
by  healthy  volunteers.  In  the  event  of  overdosage  or  ex;  j 
resjtonse,  appropriate  supportive  measures  should  be  err  ^ 
addition  to  gastric  lavage.  The  following  measures  may  be  cc  1 


Bradycardia 


High-Degree  AV 
Block 


Administer  atropine  (0.60  to  1.0  mg  ^ 
is  no  response  to  vagal  blockade,  a'i| 
isoproterenol  cautiously. 


Treat  as  for  bradycardia  above.  Fii;  | 


Cardiac  Failure 


Hypotension 


degree  AV  block  should  be  treated 
diac  pacing.  i 

Administer  inotropic  agents  (isopn' 
dopamine,  or  dobutamine)  and  diuret' 
Vasopressors  (eg,  dopamine  or  lev; 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  seveii* 
clinical  situation  and  the  judgment  and  experience  of  theij 
physician.  il 

The  oral/LDjo's  in  mice  and  rats  range  from  415  to  7415 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  ; 
these  species  were  60  and  38  mg/kg,  respectively.  The  or;l 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethi 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  nc'it 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  as: 
with  toxicity.  ; 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotll: 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  I. 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  | 
needs.  Starting  with  30  mg  four  times  daily,  before  meal!| 
bedtime,  dosage  should  be  increased  gradually  (given  in: 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervi 
optimum  response  is  obtained.  Although  individual  patie' 
respond  to  any  dosage  level,  the  average  optimum  dosacj 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data ' 
ing  dosage  requirements  in  patients  with  impaired  renal  or 
function.  If  the  drug  must  be  used  In  such  patients,  titration  si| 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents:  | 
1 . Sublingual  NTG  may  be  taken  as  required  to  abo:< 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  b 
coadministered  with  short-  and  long-acting  nitrates,  b; 
have  been  no  controlled  studies  to  evaluate  the  ant' 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) ; 


HDW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  10'  II 
0088-1771-47)  and  In  Unif  Dose  Identification  Paks  of  10.11 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  i ii 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  anii'J 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Eact:! 
fablet  is  engraved  with  MARION  on  one  side  and  1772  on  thji 
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Editorial 


The  New  Jersey 
Ethical  Pharmaceutical 
Industry 


New  Jersey  hew  one  of  the  strongest  health- 
related  industries  in  the  United  States.  It  is 
dedicated  to  the  research,  development, 
manufacture,  and  sale  of  pharmaceutical 
products,  biologicals,  and  biomediced 
devices. 


New  Jersey  has  one  of  the  strong- 
est health-related  industries  in 
the  United  States.  It  is  dedicated 
to  the  research,  development,  manufacture,  and  sale  of 
pharmaceutical  products,  biologicals,  and  biomedical 
devices. 

Obviously,  these  corporations  serve  our  patients  and 
our  citizens— just  as  similar  firms  outside  our  state  do. 
In  saluting  the  New  Jers^  industry  (page  19),  we  also 
are  expressing  good  will  to  the  entire  body  of  ethical 
pharmaceutical  corporations. 

The  ethical  pharmaceutical  industry  is  a hand-in- 
hand  partner  with  the  medical  profession.  We  could 
not  exist  without  them.  All  physicians  can  recite  a 
laundry  list  of  their  contributions,  but  it  is  useful  to 
cite  some  of  them: 

1.  Research  and  development  of  new  pharma- 
ceutical products  and  biomedical  devices. 

2.  Gigantic  expenditures  of  money  and  scientific 
and  support  staff  resources,  effort,  and  time  to  satisfy 
the  Food  and  Drug  Administration  (FDA)  require- 
ments for  approval  of  new  products  and  devices. 

3.  Willingness  to  pursue  ethical  advertising  of  their 
products  in  an  interesting  way  to  physicians  and  other 
health  professionals,  utilizing  unique  and  expensive 
graphic,  audio-visual,  and  print  media,  as  well  as  per- 
sonal one-to-one  contact. 

4.  Major  educational  programs  for  health  pro- 
fessionals exist  because  the  corporations  sponsor  lec- 
tures, courses,  and  symposia;  they  publish  and  dis- 


tribute without  charge  books,  educational  pam- 
phlets, and  brochures  for  professional  instruction. 

5.  The  ethical  houses  are  engaged  in  public  health 
education,  through  nationwide  telecommunications 
programs  and  newspaper  and  radio  messages. 

6.  Companies  make  a substantial  effort  to  improve 
medical  journalism  in  the  United  States  by  sponsoring 
numerous  medical  writing  and  publishing  workshops 
and  newsletters  with  information. 

7.  Many  of  the  pharmaceutical/medical  device 
manufacturers  have  active  patient  education  pro- 
grams using  the  print  and  audio-visual  media  and 
other  techniques  which  are  developed  for  use  by  phy- 
sicians, nurses,  nutritionists,  health  educators,  and 
others. 

8.  Pharmaceutical  corporations  have  assisted  New 
Jersey’s  unique  diabetes  tapes-by-phone  program  for 
patients  and  their  families,  developed  by  the  American 
Diabetes  Association,  New  Jersey  Affiliate. 

9.  They  have  made  special  grants  for  the  develop- 
ment of  unique  ventures  in  education  and  infor- 
mation, such  as  our  William  Carlos  Williams  Com- 
memorative Issue  in  September  1983. 

In  this  issue,  we  have  organized  summary  state- 
ments which,  of  necessity,  are  brief,  for  a sampling  of 
New  Jersey  corporations.  These  organizations  help  our 
state,  our  patients,  and  us.  We  are  grateful  to  the  New 
Jersey  health-related  ethical  pharmaceutical  and  de- 
vice manufacturers  and  wish  them  continued  success. 

AK 
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Editorial 


The  federal  government  has 
changed  the  professional  stand- 
ards review  organization 
(PSRO)  to  a new  organization,  the  peer  review  or- 
ganization (PRO)?  Under  the  Peer  Review  Improve- 
ment Act  the  Health  Care  Financing  Adminstration 
(HCFA)  has  funded  the  PRO  of  New  Jersey  to  the  tune 
of  $8  million.  Although  the  Board  of  the  PRO  is  made 
up  of  physicians,  there  is  no  member  of  the  MSNJ 
Board  or  cadre  of  officers  on  the  Board.  HCFA  has  a 
two-yeair  contract  with  the  PRO,  which  will  receive  pay- 
ments as  long  as  it  achieves  results  and  generates 
required  reports.  The  review  of  Medicare  patients  will 
be  conducted  by  representatives  of  NJPRO  “on  a 
nondelegated  basis,  retrospective  to  the  patient’s  dis- 
charge, and  in  accordance  with  precontracted  denial 


targets  or  objectives.”  Physicians  who  question  denials  p 
by  PRO  will  only  be  able  to  appeal  decisions  “through, 
a request  for  a reconsideration  of  reasonableness,!) 
medical  necessity,  or  appropriateness.”  P 

The  New  Jersey  State  Department  of  Health  has  re-^ 
quested  a new  waiver  for  the  state’s  Medicare  (DRG) 
waiver  which  expired  on  December  31,  1984?  Should 
the  request  be  denied.  New  Jersey  will  go  on  the  same  ; 
Medicare  DRG  program  as  the  rest  of  the  country.  Both 
the  NJSDH  and  the  New  Jersey  Hospital  Association  i 
believe  New  Jersey  hospitals  will  be  worse  off  under  the: 
national  program  than  under  the  existing  one. 

According  to  the  New  Jersey  Chapter  of  the  Ameri- 
can Academy  of  Pediatrics,  Medicaid  reimbursement 
for  an  injection  of  polio  vaccine  or  DPT  vaccine  is; 
$4.00?  The  wholesale  cost  of  the  vaccines  alone  to  the] 
physician  are  $4.50  for  polio  vaccine  and  more  than  i 
$4.00  for  DPT  vaccine.  The  Board  of  MSNJ  passed  ai 
resolution  and  plans  to  urge  “Governor  Kean  to  find 
a solution  to  the  problem  of  insufficient  Medicaid  re- 
imbursement for  pertussis  and  polio  immunizations, 
inasmuch  as  the  present  situation  will  result  in  chil- 
dren not  receiving  the  benefit  of  immunization.” 
“Colocation”  is  the  buzz  word  for  hospital  re- 
organization in  Newark?  An  $88  million,  five-year  plan 
will  relocate  the  United  Hospitals  Medical  Center  to 
UMDNJ’s  Newark  campus  adjacent  to  University  Hos-  i 
pital.  The  new  facility  will  have  approximately  765  i 
beds.  : 

Whether  or  not  New  Jersey  receives  a new  Medicare  ! 
DRG  waiver  for  1985,  hospital-based  physicians  must 
comply  with  TEFRA  regulations  for  Medicare  begin- 
ning January  1,  1985?  These  regulations  consider  all 
hands-on  services  by  hospital  physicians  as  “fee-for- 
seivice”  patient  care.  This  means  all  hospital-based  : 
physicians  must  bill  separately  for  their  professional 
services,  which  no  longer  will  be  included  in  the  Medi-  i 
care  DRG  rate.  ' 

The  219th  Annual  Meeting  of  the  Medical  Society  of 
New  Jersey  will  be  held  May  2 to  5,  1985,  at  the  Ameri-  jj 
cana  Host  Farm  Resort,  Lancaster,  Pennsylvania? 

The  Board  of  Medical  Examiners  indicated  that  a L 
chiropractor  may  order  but  may  not  perform  bioana-  i 
lytical  tests  that  are  consistent  with  chiropractic  prac-  | 
tice?  In  the  event  such  tests  are  beyond  the  laboratory  j 
reference  range  (i.e.  they  are  abnormal)  and  the  con-  \ 
dition  is  not  amenable  to  chiropractic  care,  the  patient  j 
must  be  referred  to  a qualified  licensed  phy- 
sician, preferabty  of  the  patient’s  choice. 

Census  figures  show  that  seven  states  now  have 
more  than  1 million  residents  over  the  age  of  65?  The 
elderly  population  is  growing  at  an  annual  rate  of  7.2 
percent  compared  with  3.3  percent  for  the  U.S.  popu-  i 
lation  as  a whole.  The  population  over  age  85  now  is  1 
about  2 million  and  is  expected  to  grow  to  5.4  million 
by  the  year  2000.  For  the  85  and  older  age  group,  | 
women  outnumber  men  by  a ratio  of  10:4.  The  85  and  „ 
older  age  group  significantly  has  more  health  problems 
than  the  rest  of  the  population.  Although  they  rep-  | 
resent  less  than  1 percent  of  the  total  population,  they  j 
occupy  more  than  20  percent  of  the  nation’s  nursing  ! 
home  beds.  ' 

If  you  didn’t  know  the  above,  you  do  now.  Keep  read-  : 
ing!  A.K 
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Angina  comes  in 
many  forms... 


So  does 

SORBITRATE 

(BOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2,5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg 

Chewable  Tablets  Oral  “Swallow”  Tablets 


40  mg 

Sustained  Action 
"Swallow"  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSORBIDEONITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dlnitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to, 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS;  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension, 

PRECAUTIONS:  General;  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE,  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg),  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antlanginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
Isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  In  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates, 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-control  led  diet. 

Pregnancy  Category  C;  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (Increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women,  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported, 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8to12  hours  isgenerally  recommended-  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg);  Chewable  Tablets  (5,  10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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STUART  PHARMACEUTICALS 

Division  ot  ICI  Americas  Inc. 

Wilmington,  DE  19897 


STR-2282 


My  Patients  Were  Fine . . 
My  Practice  Was  Ailing! 


My  Remedy: 

EXECU-FLOW  SYSTEMS... 
“A  Good  Shot  In  The  Arm!” 


Computers  are  revolutionizing  the  practice  of 
medicine.  Execu-Flow  Systems  is  at  the  forefront 
of  this  revolution,  providing  you  with  the  latest  in 
software/hardware  technology. 

You  can  start  with  Patient  Billing  and  Insurance 
Processing,  and  add  other  systems  such  as 
Appointment  Scheduling,  Medical  Records, 
Electronic  Claims,  Word  Processing,  etc. 

Our  many  years  of  experience  with  practices 
such  as  yours,  GUARANTEES  our  mutual  suc- 
cess. Our  system  provides  you  with  the  peace-of- 
mind  in  knowing  that  your  practice  is  operating  at 
peak  efficiency. 

Could  your  practice  use  a "Shot  in  the  Arm?” 

• Multi-tasking  IBM  XT/IBM  9000/ 

CONTEL  CADO  Systems 

• Software  for  YOUR  SPECIALTY 

• Automatic  Prescription  System 

• Complete  “Paperless”  Office  Available 

• Comprehensive  Patient  Recall  System 


2013  Morris  Avenue,  Union,  N.J.  07083 
or  ca//(201)  851-0750 
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NEW 

JERSEY'S 

PHARMACEUTICAL 

INDUSTRY 


By  GERALDINE  HUTNER* 


The  pharmaceutical  industry  in 
New  Jersey  is  very  healthy.  This 
good  health  allows  the  Garden 
State  to  be  a worldwide  leader  in  the  industry.  These 
important  ethical  corporations  (Table)  are  major  em- 
ployers, major  taxpayers,  and  primary  innovators  and 
implementors  of  good  health-promoting  agents,  medi- 
cal equipment,  and  technology.  The  concentration  of 
earnings  by  this  major  industry  in  our  state  is  massive 
and  very  important  to  our  state  and  its  citizens. 
Although  they  are  located  in  New  Jersey,  these  corpo- 
rations serve  a worldwide  contingency. 

We  salute  the  very  important  ethical  pharmaceutical 
industry  in  the  Garden  State.  To  acquaint  you  with 
these  growing  health-care  promoters,  we  offer  a sam- 
pling of  the  ethical  pharmaceutical  houses  in  our  state. 
Although  we  cannot  describe  all  the  companies,  we 
believe  our  representation  will  give  you  an  overview  of 
this  fine  industry. 

CIBA-GEICY  CORPORATION 

CIBA-GEIGY  Corporation  of  Summit  is  a leader  in 
the  field  of  cardiovascular  and  antihypertensive 
therapies  as  well  as  an  emerging  leader  in  advanced 
drug  delivery  systems.  CIBA-GEIGY  employs  approx- 
imately 2,000  persons  statewide.  Their  major  pharma- 
ceutical product  groups  include  drugs  for  arthritis, 
allergy,  hypertension,  cardiovascular  diseases,  tu- 


berculosis and  viral  diseases,  and  psychotherapeutic 
drugs. 

CIBA-GEIGY  has  made  major  contributions  toward 
treatment  of  chronic  diseases  and  infectious  diseases. 
For  example,  to  combat  hypertension,  the  Pharma- 
ceuticals Division  offers  the  widest  range  of  anti- 
hypertensive medications  available  in  this  country. 
The  emphasis  is  significant,  since  morbidity  caused  by 
hypertension  underlies  more  than  half  of  the  adult 
deaths  in  the  United  States.  Many  physicians  consider 
hypertension  to  be  the  nation’s  major  health  problem 
because  of  its  role  in  strokes,  heart  attacks,  and  kidney 
disease.  CIBA-GEIGY  also  is  noted  for  its  emphasis  on 
pharmacodynamics,  i.e.  the  study  of  the  action  of 
drugs  and  their  metabolic  products  on  cellular  func- 
tion. 

Research  by  CIBA-GEIGY  into  new  dosage  forms  has 
resulted  in  the  development  of  systems  that  deliver 
pharmacologically  active  substances  on  a controlled- 
release  basis.  With  Alza  Corporation  of  Palo  Alto,  Cali- 
fornia, CIBA-GEIGY  pioneered  the  concept  of  rate-con- 
trolled drug  delivery  through  the  skin.  One  such  prod- 
uct is  the  motion  sickness  prevention  disc  Transderm® 
Scop  (scopolamine).  Transderm®  Scop  (Figure  1)  helps 


*Ms.  Hutner  is  Managing  Editor,  The  Journal.  MSNJ.  Cor- 
respondence may  be  addressed  to  Two  Princess  Road.  Law- 
renceville,  NJ  08648. 
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NEW  JERSEY'S 
PHARMACEUTICAL  HOUSES 

American  Dermal  Corporation 
Beecham  Laboratories 
Berlex  Laboratories  Inc. 

Biocraft  Laboratories,  Inc. 

The  Carlton  Corporation 
Carnrick  Laboratories 
Cetylite  Industries,  Inc. 

CIBA-GEIGY  Corporation 
Dorsey  Pharmaceuticals 
Elkins-Sinn,  Inc. 

Everett  Laboratories,  Inc. 

Gilbert  Laboratories 
Glenwood,  Inc. 

Hoechst-Roussel  Pharmaceuticals  Incorporated 
Hoffmann>La  Roche,  Inc. 

Holland-Rantos  Company,  Inc. 

Jacobus  Pharmaceutical  Company,  Inc. 

Janssen  Pharmaceutica,  Inc. 

Johnson  & Johnson 

Knoll  Pharmaceutical  Company 

Lactaid,  Inc. 

Lederle  Laboratories 
Leeming  Laboratories 
Leeming  Division,  Pfizer,  Inc. 

Merck  & Company,  Inc. 

Organon  Pharmaceuticals 
Ortho  Diagnostic  Systems,  Inc. 

Parke-Davis/Warner-Lambert 
Pharmacia  Laboratories 
Reed  & Carnrick 
Roche  Laboratories 
Rystan  Company,  Inc. 

Sandoz,  Inc. 

Schering-Plough 
Sclavo,  Inc. 

Squibb  Corporation 
Squibb/Connaught,  Inc. 

Squibb-Novo,  Inc. 

Wallace  Laboratories 
Youngs  Drug  Products  Corp. 


provide  protection  against  motion  sickness  by  deliver- 
ing the  drug,  scopolamine,  through  the  skin  at  a con- 
sistent, controlled  rate. 


ELKINS-SINN,  INC. 

LxDcated  on  an  eight-acre  site  in  Cherry  Hill,  Elkins- 
Sinn,  Inc.  is  a subsidiary  of  A.H.  Robins  Company. 
Formed  in  1968,  Elkins-Sinn,  Inc.  specializes  in  the 
manufacture  and  marketing  of  sterile  drug  products 
in  packaging  configurations  convenient  to  hospital 
pharmacists.  The  company’s  first  goal  was  achieved  in 
1970  when  they  purchased  the  rights  to  the  Dosette" 
(unit-of-use)  vial  line. 

Since  1976.  Elkins-Sinn,  Inc.,  together  with  A.H. 
Robins  Company  has  one  objective:  to  produce  injec- 
table products  with  the  highest  quality  that  is  techno- 
logically possible  while  considering  cost  constraints. 

Elkins-Sinn,  Inc.  is  especially  proud  of  their  labeling 
program — controlled  by  a committee  of  six  pharma- 
cists and  an  inhouse  printing  department.  The  com- 
pany knows  that  the  product  name  and  potency  must 
stand  out  and  that  labels  must  be  resistant  to  solvents 
as  well  as  easy  to  read,  clear,  concise,  and  distinctive. 


Figure  1 — For  motion  sickness  medication  that  one  can  wear, 
rather  than  swallow,  is  an  effeetive  and  elinically  tested  revo-  I 
lutionary  adhesive  disc  called  Transderm"  Seop. 


With  a long  list  of  available  products,  mention  of  a 
few  would  be  appropriate:  Dextrose  Injection,  Digoxin 
Injection,  Heparin  Sodium  Injection,  Lidocaine  HCI  In-  i 
jection,  and  Phenobarbital  Sodium  Injection.  | 

HOECHST-ROUSSEL  PHARMACEUTICALS  ^ 
IHCORPORATED 

Hoechst-Roussel  Pharmaceuticals  Incorporated  is  a ^ 
subsidiary  of  the  American  Hoechst  Corporation  and  ' 
Roussel  Uclaf  SA,  Paris.  A1  of  the  company’s  research,  ; 
production,  and  distribution  facilities  are  in  Somer-  | 
ville,  and  1,300  persons  are  employed.  • 

Approximately  250  people  in  the  New  Jersey-based  ! 
company  are  involved  in  pharmaceutical  and  clinical  ; 
research.  Their  research  efforts  are  concentrated  on  i 
the  development  of  anti-inflammatoiy/analgesic,  anti- 
hypertensive, central  nervous  system,  and  anti- 
glaucoma agents.  : 

The  current  major  products  of  Hoechst-Roussel 
Pharmaceuticals  Incorporated  include:  LasixC  a wide-  ; 
ly-prescribed  diuretic  for  mobilization  of  edema  of  : 
varied  origin;  Claforan",  a third-generation  cephalo- 
sporin antibiotic  with  a broad  spectrum  of  activity  and  ■ 
distinguished  safety  profile  making  it  particularly  use-  i 
ful  for  treating  serious  hospital-acquired  infections: 
Topicort^  a topical  corticosteroid  with  a highly-re- 
garded emollient  cream  base  for  dermatolog- 
ical use;  LxDprox",  a tropical  antifungal  agent  with  , 
broad  spectrum  activity  and  rapid  onset  of  action;  Dox- 
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idaii'',  a laxative/stool  softener:  Streptase®,  a 
fribrinolytic  agent  used  to  dissolve  blood  clots  in  lungs, 
deep  veins,  and  arteries,  including  thrombi  associated 
with  myocardial  infarction:  and  Relefact"'  TRH,  an  in 
vivo  diagnostic  aid  for  assessing  thyroid  function. 

In  addition  to  its  present  production  line,  Hoechst- 
Roussel  Pharmaceuticals  Incorporated  is  awaiting 
FDA  approval  for  seven  products  and  has  20  investiga- 
tional new  drug  applications  on  file. 

HOFFMANN-LA  ROCHE,  INC. 

Hoffmann-La  Roche  Inc.,  one  of  the  largest  com- 
panies devoted  to  improving  the  quality  of  health  care, 
is  dedicated  to  research,  production,  and  marketing  of 
pharmaceuticals  and  other  medical  products  and  ser- 
vices. Roche  has  made  major  contributions  to  the 
medical  community  and  the  public  in  the  treatment 
of  cancer,  mental  illness,  infectious  diseases,  tubercu- 
losis. skin  disorders,  Parkinson’s  disease,  and 
cardiovascular  diseases. 

Starting  in  the  United  States  with  only  15  employees 
in  1905,  with  headquarters  in  Nutley,  Roche  has  grown 
to  be  one  of  New  Jersey’s  largest  employers. 

Roche’s  vitamin  research  led  to  the  introduction  in 
1978  of  Rocaltrol®  (calcitriol),  a vitamin  D metabolite 
used  to  treat  hypocalcemia:  the  product  now  is  being 
investigated  for  additional  uses.  Roche’s  interest  in 
vitamin  C includes  recent  and  continuing  studies  on 
the  role  it  plays  in  the  body’s  immune  system.  In 
another  area  of  vitamin  C research,  Roche  scientists 
recently  demonstrated  that  it  prevents  the  formation 
of  carcinogenic  nitrosamines  from  the  reaction  of 
nitrites  and  amines,  an  effect  later  verified  in  human 
experiments  by  other  researchers. 

In  1949,  Roche  introduced  Gantrisin®  (sulffsox- 
azole),  the  first  highly  soluble  sulfonamide  which  pre- 
vented macrocrystalization  in  the  kidneys.  This  first 
Roche  antibacterial  agent  was  followed  by  Gantanol®, 
Trimpex*,  and  Bactrim™.  Since  its  introduction  in 
1973  for  the  treatment  of  urinary  tract  infections  due 
to  susceptible  strains  of  certain  organisms,  Bactrim™ 
has  been  shown  effective  for  additional  indications, 
including  Pneumocystis  carinii,  pneumonitis,  otitis 
media,  and  shigellosis. 

The  first  of  Roche’s  search  for  benzodiazepines  was 
Librium®.  Immediately,  scientists  at  Roche  began  the 
painstaking  task  of  screening  over  5,000  analogs  of 
Librium,  which  soon  led  to  the  discovery  of  Valium®. 
Studies  with  this  class  of  compounds  continued  and 
Dalmane^  and  Clonopin®  soon  were  discovered  and 
marketed. 

Compared  with  the  barbiturates  and  meprobamate 
which  preceded  them,  the  antianxiety,  anticonvulsant, 
and  sedative-hypnotic  properties  of  the  benzo- 
diazepines afforded  a major  therapeutic  advantage  in 
treating  psychological  and  somatic  conditions.  These 
medications  provided  a marked  increase  in  efficacy 
and  safety  over  any  other  medications  available  to  treat 
these  illnesses.  Benzodiazepines,  today,  are  the  most 
commonly  prescribed  tranquilizers. 

Projects  at  Roche  include  the  search  for  new  prod- 
ucts to  treat  cardiovascular  diseases,  arthritis,  and 
gastrointestinal  disorders. 


JOHNSON  & JOHNSON 

Today,  Johnson  & Johnson  is  a worldwide  family  of 
150  companies,  based  in  50  countries,  with  products 
sold  in  149  nations.  Its  national  headquarters  is  in 
New  Brunswick. 

The  company’s  more  than  77,000  employees  are  en- 
gaged in  producing  products  that  serve  a broad  seg- 
ment of  medical  needs — ranging  from  baby  care,  first- 
aid,  and  hospital  products,  to  ethical  pharmaceuticals, 
diagnostics,  and  products  relating  to  family  planning, 
dental  care,  dermatology,  and  feminine  hygiene. 

Johnson  & Johnson’s  tradition  of  decentralization 
has  led  to  a group  of  affiliate  companies  which  have 
made  their  mark  in  the  medical  marketplace.  These 
companies  include:  Cilag  (primarily  producing 

dermatologicals,  particularly  in  the  field  of  mycology 
and  acne,  followed  by  analgesics  and  drugs  for  use  in 
rheumatology  and  gynecology):  Janssen  Pharma- 
ceutica  (creating  important  drugs  for  major  thera- 
peutic fields  including  anesthesiology,  parasitology, 
veterinary  medicine,  psychiatry,  dermatology,  and 
internal  medicine):  IVIcNeil  Pharmaceutical  (providing 
prescription  drugs  including  analgesics,  major  tran- 
quilizers, anti-inflammatoiy  agents,  and  muscle  relax- 
ants):  Ortho  Pharmaceutical  Corporation  (offering  a 
full  range  of  contraceptive  pills,  diaphragms,  in- 
trauterine devices,  spermicides,  and  vaginal  antifungal 
agents,  and  dermatological  products). 

In  addition,  the  consumer  products  companies,  the 
professional  products  companies,  and  the  industrial 
companies  are  consistent  with  the  professionalism  of 
this  leading  pharmaceutical  house. 

KNOU  PHARUflACEUTICAL  COMPANY 

In  breaking  new  ground  for  its  building  in  Hanover 
Township  in  1971,  Knoll  Pharmaceutical  Company 
took  an  important  step  in  a steady  growth  since  the 
firm  was  founded  in  1904.  The  new  building  provides 
the  most  efficient,  up-to-date  laboratory,  manufac- 
turing, and  office  facilities  for  Knoll’s  work  force  which 
numbers  in  excess  of  200  persons. 

Knoll  has  marketed  Vicodin®  Tablets,  a schedule  III 
analgesic  combination  of  hydrocodone  and  acetamino- 
phen and  Dilaudid®,  a schedule  II  analgesic. 

In  August  1981,  Knoll  introduced  into  the  United 
States  market  Isoptin  I.V.  Isoptin  was  the  first  calcium 
channel-blocking  agent  made  available  for  clinical  use. 
It  is  indicated  for  the  treatment  of  supraventricular 
tachyarrhythmias,  including  rapid  conversion  of 
paroxysmal  supraventricular  tachycardia  to  sinus 
rhythm  and  the  temporary  control  of  rapid  ventricular 
rate  in  atrial  flutter  or  atrial  fibrillation.  In  March 
1982,  Isoptin  Tablets  were  introduced  for  the  treat- 
ment of  all  forms  of  angina  pectoris.  In  angina  of  effort, 
Isoptin  decreases  myocardial  oxygen  demand  and  im- 
proves exercise  tolerance.  In  angina  at  rest,  Isoptin 
dilates  the  coronary  arteries  and  prevents  coronary 
vasospasm. 

Current  research  at  Knoll  involves  a number  of  new 
drugs  in  the  cardiovascular  and  surgical  areas. 

lEPERLE  LABORATORIES 

Lederle  Laboratories,  a division  of  American 
Cyanamid  Company,  is  located  in  Wayne.  In  1906,  Dr. 
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Figure  2 — At  Lederle  Laboratories,  an  electron  microscopist 

Ernst  J.  Lederle  founded  Lederle  Antitoxin  Labora- 
tories to  produce  urgently  needed  diphtheria  anti- 
toxin— and  this  was  the  beginning  of  a medical  prod- 
ucts company.  In  1922.  Lederle  began  a program  of 
pharmaceutical  development,  the  first  results  of  which 
were  epinephrine,  pituitary  extract,  and  desiccated 
thyroid  tablets. 

Lederle  became  the  leading  producer  of  type-specific 
sera  for  pneumonia  sera  production  ended  when 
sulfonamides  were  developed.  In  1930,  Lederle  Anti- 
toxin Laboratories  was  purchased  by  American 
Cyanamid  Company. 

In  1982,  Lederle  introduced  a new  broad-spectrum 
semi-synthetic  penicillin,  Pipracil®,  which  is  effective 
against  an  array  of  susceptible  life-threatening 
bacterial  infections.  This  antibiotic  is  indicated  for 
treatment  of  infections  of  the  urinary  tract,  pelvic  and 
female  genital  organs,  intra-abdominal  contents,  lower 
respiratory  tract,  skin  and  soft  tissues,  and  bone  and 
joints,  which  are  caused  by  susceptible  organisms. 

Lederle’s  discovery  programs  (Figure  2)  are  aimed  at 
the  diseases  that  fill  hospital  beds:  chronic  diseases 
and  mental  illness.  Current  research  priorities  include: 
anticancer  agents;  new  nondepressive  anxiolytics;  sim- 
plified medication  for  cardiovascular-renal  disease  to 
replace  current  complex  and  expensive  treatment:  con- 
trol of  atherosclerosis;  fundamental  solutions  to  major 
metabolic  and  inflammatory  diseases;  single-dose  vac- 
cines for  encephalitis  and  sexually  transmitted  dis- 
eases; determining  causes  of  rheumatoid  arthritis; 
new  antidiabetic  and  nonsteroidal  antiasthmatic 
drugs;  and  treatment  and  prevention  of  senility. 

MERCK  & COMPANY,  INC. 

Merck  & Company,  Inc.,  in  Rahway,  a science-based 


prepares  to  photograph  a tissue  sample. 

enterprise  with  more  than  30,000  employees,  manu- 
factures products  in  28  countries  and  markets  them 
in  nearly  200  countries.  The  Merck  Sharp  & Dohme 
Research  Laboratories  Division  is  one  of  the  world’s 
leading  biomedical  research  organizations  and  1983 
marked  the  50th  anniversary  of  the  company  which 
seeks  to  be  at  the  forefront  of  science  and  innovation 
while  maintaining  its  long  tradition  of  product  excel- 
lence and  sense  of  public  responsibility. 

Merck  products  have  proved  effective  in  treating  hy- 
pertension, congestive  heart  failure,  arthritis,  bacterial 
infections,  pernicious  anemia  mental  depression,  and 
symptoms  of  Parkinson's  disease.  Merck  & Company 
also  manufactures  pharmaceutical  agents  which  re- 
duce the  recurrence  of  heart  attacks  and  the  risk  of  | 
death  following  heart  attacks;  prevent  the  blindness  | 
that  can  result  from  glaucoma  and  protect  people  by  | 
vaccination  against  such  diseases  as  measles,  mumps,  | 
rubella  pneumococcal  pneumonia  and  hepatitis  B.  i 
Presently,  Merck  scientists  are  involved  in  a study  of  i 
herpes  simplex,  virus  types  1 and  2,  varicella  1 
cytomegalovirus,  hepatitis  A,  and  a number  of  forms  1 
of  cancer. 

In  the  1950s,  Merck  research  revolutionized  the  con-  | 
trol  of  hypertension  with  Diuril®,  the  first  diuretic  suit-  j 
able  for  long-term  use.  A procession  of  valuable  | 
therapies  has  followed;  Aldomet®,  introduced  in  1962  i 
and  widely  accepted  since,  was  used  in  more  than  two  | 
billion  patient-days  of  treatment  in  1982  alone;  Mod- 
uretic®,  which  keeps  the  body  from  losing  needed 
potassium  during  diuretic  therapy;  and  Blocadren®,  a 
beta-blocker  drug  which  originally  was  introduced  for 
control  of  hypertension,  but  which  later  became  the 
first  drug  to  demonstrate  in  a major  study  the  ability 
to  reduce,  by  40  percent,  the  risk  of  death  among  | 
people  recovering  from  heart  attacks.  < 
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ORGANON  PHARHHACEUTICALS 

Organon  Pharmaceuticals,  in  West  Orange,  is  a 
division  of  Organon,  Inc.  Organon  primarily  manufac- 
tures injectable  pharmaceuticals  that  are  utilized  in 
the  hospital  setting.  Their  primary  product  is  Pavulon^ 
(pancuronium  bromide  injection)  which  is  the  leading 
surgical  muscle  relaxant  used  by  anesthesiologists 
throughout  the  United  States.  Pavulon”  is  a 
nondepolarizing  neuromuscular  blocking  agent  pos- 
sessing all  of  the  charaeteristic  pharmacological  ac- 
tions of  this  class  of  drugs  (curariform)  on  the 
myoneural  junction. 

A second  product  that  is  used  widely  is  Hexadrol® 
(dexamethasone,  USP).  This  drug  is  available  in  injec- 
table and  oral  presentations.  Hexadrol®  is  the  leading 
brand  of  dexamethasone  injectable  products  and  is 
used  in  hospitals  throughout  the  United  States  for  a 
variety  of  indications,  including:  endocrine,  rheumatic, 
hematologic,  and  neoplastic  disorders;  collagen,  oph- 
thalmic, gastrointestinal,  respiratory,  and  dermato- 
logic diseases;  and  allergic  states. 

Other  important  injectable  products  made  by  Or- 
ganon Pharmaceutieals  include:  Deca-Durabolin®,  Li- 
quaemin®.  Sodium®,  Regonol®,  Cortrophin®  Gel,  and 
methylprednisolone  sodium  succinate.  Among  oral 
products,  the  Cotazym®  family  of  products  is  widely 
used  in  the  care  of  cystic  fibrosis  patients.  Another 
leading  Organon  product  is  Wigraine®  used  for  the 
treatment  of  migraine  headaches. 

PHARMACIA,  INC.,  U.S.A. 

Pharmacia,  Inc.,  U.SA,  whose  United  States  oper- 
ation is  based  in  Piscataway,  employs  350  persons  and 
produces  pharmaceuticals,  diagnostics,  and  chemical 
separation  products. 

In  the  Pharmaceutical  Division,  there  are  three 
outstanding  products:  Azulfidine®,  Healon®,  and 
Debrisan®.  Presently,  the  pharmaceutical  area  is  work- 
ing on  clinical  tests  for  Spherexi*  as  an  aid  in  the 
treatment  of  certain  forms  of  cancer. 

In  the  Diagnostic  Division,  Pharmacia,  Inc.  is  the 
only  company  which  markets  an  alternative  to  the  tra- 
ditional allergy  tests.  During  1982,  Pharmacia  in- 
troduced 1 5 allergy  vaccines  and  a complete  diagnosis, 
treatment,  and  monitoring  package  for  allergy  suf- 
ferers. This  was  expanded  by  the  marketing  of  the 
Phadezym  Analyzer  and  the  Allergy  Management  Sys- 
tem, an  allergy-dedicated,  computer-controlled  instru- 
ment designed  to  simplify  and  improve  the  diagnostic 
reliability  of  nonradioimmunoassay  (RLA)  tests. 

In  the  Separation  Products  Division,  sales  of  prod- 
ucts and  systems  for  separation,  purification,  and  cell 
cultivation  have  increased  over  the  years.  The  most 
significant  new  product  was  chromato-focusing,  an 
entirely  new  technique  for  more  efficient  separation  of 
large  quantities  of  substances. 

KED  & CARNRICK 

Located  in  Piscataway,  Reed  & Camrick  is  devoted 
to  research  and  marketing  in  a number  of  fields: 
internal  medicine,  proctology,  dermatology,  and 
gynecology. 

In  1982,  the  company  expanded  its  Piscataway  head- 
quarters and  announced  an  orientation  toward  new 


product  development. 

Major  products  of  Reed  & Camrick  include:  Kwell", 
for  the  eradication  of  lice  and  scabies;  Proctofoam-HC", 
(hydrocortisone  acetate),  an  anti-inflammatory  aerosol 
foam  product  for  anorectal  conditions;  Phazyme®,  a 
combination  of  simethicone  and  digestive  enzymes  for 
gastrointestinal  distress;  Cortifoam®,  for  the  treatment 
of  ulcerative  proctitis;  and  Dilatrate“-SR  (isosorbide 
dinitrate),  a special  delivery  system  for  sustaining  the 
release  of  an  antianginal  dmg. 

SANPOZ,  INC. 

Founded  in  1886,  Sandoz,  Ltd.  is  the  parent  com- 
pany of  the  East  Hanover-based  Sandoz,  Inc.  More 
than  1,400  employees  are  at  the  New  Jersey  corporate 
headquarters. 

Sandimmune"  (cyclosporine),  a soil  fungus  deriva- 
tive, is  a potent  suppressor  of  the  immune  system 
developed  by  Sandoz  (Figure  3).  Researchers  believe 
the  dmg  works  by  suppressing  production  of  certain 
human  lymphocytes.  Investigators  have  suggested  that 
Sandimmune"  may  be  a valuable  treatment  against 
autoimmune  disease,  such  as  arthritis,  myasthenia 
gravis,  multiple  sclerosis,  and  possibly  some  types  of 
diabetes.  Sandimmune"  was  approved  by  the  Food  and 
Dmg  Administration  in  November  1983  for  kidney, 
liver,  and  heart  transplants. 

Current  research  efforts  at  Sandoz  are  centered  on 
the  development  of  compounds  for  the  prevention  and 
treatment  of  atherosclerosis,  hypertension,  diabetes, 
asthma  rheumatic  conditions,  postoperative  venous 
thrombosis,  and  the  complications  of  organ  trans- 
plants. 

Sandoz’s  Prescription  Business  Group  has  made 
significant  contributions  in  many  -areas  of  medicine: 
headache  relief,  mental  illness,  obstetrics,  geriatrics, 
and  endocrine  disorders. 

SCHERING-PLOUGH 

Schering-Plough,  located  in  Kenilworth,  a worldwide, 
research-based  pharmaceutical  enterprise,  was  formed 
in  1971  when  two  companies  were  brought  together: 
Schering  Corporation,  U.SA,  an  international,  re- 
search-oriented  manufacturer  founded  in  1929,  and 
Plough,  Inc.,  a major  mass  merchandiser  of  widely 


Figure  3 — Sandimmune"  is  an  immunosuppressant  drug 
that  has  proved  its  ability  to  curb  the  body’s  natural  reaction 
to  reject  a transplanted  organ,  without  compromising  its  in- 
fection-fighting defenses. 
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known  consumer  products  beginning  in  1908.  In  all, 
more  than  25,000  employees  in  approximately  125 
Schering-Plough  companies  around  the  globe  serve  in 
research,  manufacturing,  quality  control,  marketing, 
and  administrative  operations. 

The  Company’s  ethical  pharmaceuticals,  promoted 
only  to  the  medical  profession,  include  antibiotics, 
dermatologicals,  and  allergy,  asthma  cough  and  cold 
products.  Major  antibiotic  products  include  gen- 
tamicin (Garamycin",  Garamicina'^),  and  netilmicin 
(Netromycin”,  Metromycine”,  Certomycin*).  Dermato- 
logicals include  betamethasone  dipropionate 
(Diprosone"  and  Diproderm”),  betamethasone  valerate 
(Valisone”  and  Celestoderm-V^),  and  tolnaftate  (Tinac- 
tin”  and  Tinaderm").  The  allergy  and  cough/cold  line 
features  Afrin®,  Chlor-Trimeton^  and  Drixoral®,  Cor- 
icidin  D",  and  Trinalin’^,  Asthma  products  include 
Proventil”  and  VanceriR 

Schering-Plough  plays  a role  in  the  research  and 
development  of  antibiotics,  steroids,  and  anti- 
histamines, as  well  as  the  expanding  fields  of  im- 
munology and  recombinant  DNA  The  company  has 
targeted  four  therapeutic  areas  for  its  research  and 
development  efforts:  inflammatory  and  allergic  dis- 
orders, and  infectious  and  cardiovascular  diseases. 
The  several  objectives  of  Schering-Plough  are:  to  iden- 
tify and  produce  those  substances  that  are  specific 
suppressors  or  inducers  of  the  body’s  immune 
response  system:  to  identify  and  produce  those 
substances  that  will  prevent  the  initiation  of  the  al- 
lergic response  in  the  body;  and  to  identify  and 
produce  those  substances  that  stimulate  the  pro- 
duction of  antibodies  serving  as  the  body’s  main  de- 
fense against  infectious  diseases. 

SQUIBB  CORPORATION 

Squibb  Corporation  is  a leading  manufacturer  of 
health  care  and  personal  care  products  and  an  in- 
novator in  cardiovascular  and  antibiotic  research. 
From  its  international  headquarters  in  Princeton, 
Squibb  directs  the  research,  production,  and  market- 
ing activities  of  a range  of  pharmaceutieal  products: 
cardiovasculars,  antibiotics,  corticosteroids,  hor- 
mones, radiopharmaceuticals,  veterinary  medicines, 
and  items  for  personal  health  care.  In  all,  Squibb  offers 
nearly  1,000  products  serving  almost  every  speeialty  of 
medical  care. 

In  1981,  Squibb  diseovered  a new  class  of  antibiotics 
with  special  properties,  the  monobactams.  Now  in  FDA 
registration,  aztreonam,  the  first  synthetic  compound, 
has  shown  remarkable  activity  against  aerobic  gram- 
negative organisms,  which  thrive  in  a hospital  en- 
vironment. First-  and  second-generation  cephalospo- 
rins, once  the  mainstay  against  the  resistant  bacterial 
strains  which  have  developed  in  hospitals  (noso- 
comial), are  losing  their  effectiveness  in  the  “front 


lines”  of  the  war  against  such  bacteria 

In  1979,  Squibb  introdueed  Corgard®  (nadolol),  the 
first  one-dose-a-day  beta-adrenergic  receptor  blocking 
agent  for  hypertension  and  angina  pectoris. 

In  1981,  Squibb  introduced  Capoten®  (captopril),  the 
first  angiotensin-converting  enzyme  inhibitor,  a 
molecule  which  blocks  the  release  of  one  of  the  body’s 
most  powerful  vasoeonstrictors— angiotensin  II— a 
hormone  that  causes  a rise  in  blood  pressure. 
Capoten®  has  proved  effective  against  both  hyper- 
tension and  the  symptoms  of  congestive  heart  failure 
and  was  approved  for  treating  heart  failure  patients  in 
the  United  States  on  Oetober  25,  1982. 

Squibb  Corporation  employs  over  20,000  people  and! 
maintains  manufacturing  plants,  research  labora- 1 
tories,  and  distribution  centers  in  25  countries.  In ' 
November  1982,  Squibb  became  the  first  U.S.  drug 
company  to  establish  a joint  venture  with  the  People’s 
Republic  of  China. 


WARNER-LAUflBEBT/PARKE-DAVIS 

Warner-Lambert  of  Morris  Plains  is  a leading  inter- 
national producer  and  marketer  of  health  care  and 
consumer  products.  It  operates  in  more  than  130 
countries,  employs  42,000  people  worldwide,  and  mar- 
kets more  than  1,000  produets,  Warner-Lambert  is  the 
ninth  largest  pharmaceutical  firm  in  the  world  and 
sixth  largest  in  the  United  States.  The  company  is  the 
seventh  largest  manufaeturer  of  diagnostie  equipment 
in  the  world  and  the  largest  supplier  of  empty  gelatin 
eapsules  used  in  pharmaceutical  production.  It  also 
has  a leading  position  in  the  marketing  of  over-the- 
counter  medieation  and  gums  and  mints. 

Most  of  the  drug  products  are  sold  throughout  the 
world  under  the  Parke-Davis  name.  When  Warner- 
Lambert  acquired  Parke-Davis  in  1970,  it  added  116 
years  of  pharmaceutical  sophistication  to  its  already  | 
considerable  health  care  resources.  j 

Some  of  Parke-Davis’s  best-known  products  include  | 
Dilantin®,  a drug  of  choice  for  grand  mal  epilepsy;  ' 
Benadiyl®,  first  antihistamine  to  be  marketed  in  the  i 
United  States,  and  Chloromycetin®,  the  only  broad-  ! 
speetrum  antibiotic  that  has  lent  itself  to  chemical  j 
synthesis  on  a practical  scale.  Among  recent  introduc-  | 
tions  are  Meclomen®,  an  antiarthritie;  Centrax®,  a i 
tranquilizer:  Procan  SR®,  a cardiac  medication  for  i 
antianythmias,  and  Lopid®,  a lipid  or  fat  regulator  for  ! 
heart  patients.  | 

Through  its  diversity  of  prescription  and  over-the-  j 
counter  pharmaceuticals,  Parke-Davis  has  played  a j 
significant  role  in  providing  the  world  with  low-eost  ! 
health  care  products.  Today,  the  Parke-Davis  name  is  1 
an  endorsement  of  standard  quality  around  the  world, 
backing  up  its  slogan — “Medicamenta  vera — Truth  in 
Medicine,’’ 
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TfflS  EXCLUSIVE  LIST? 

IF  NOT, 

WHY  NOT? 


These  three  pages  contain  the  names  ot 
outstanding  medical  practitioners  who  realize  the 
benefits  intrinsic  in  HealthWays — the  fee-for- 
service,  private  practice  health  plan. 

Participation  in  HealthWays  offers  numerous 
advantages  including  the  maintenance  of  high 
medical  standards,  potential  for  significant 


practice  expansion  and  relief  from  financial 
burdens  for  both  patients  and  physicians. 

To  learn  how  you  can  join  your  colleagues 
affiliated  with  HealthWays,  call  jon  Marsicano, 
M.D.,  Vice  President,  Medical  Affairs,  at 
1-800-624-0720. 
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Participatory  Ethics  Committees:  A Model 
FOR  Lay  and  Medical  Collaboration 


Joseph  F.  Fennelly,  m.d.,  madison* 


Ethics  committees  rapidly  are  becoming  a dominant  vehicle  for 
tempering  the  consequences  of  medical  technology.  We  must  have 
at  once  the  vision,  the  courage,  and  the  humility  to  so  structure 
these  bodies  that  they  democratize  andfurther  humanize  our 
unbalanced  medical  system. 


Alexander  Capron,  the  executive 
director  of  the  President’s  Com- 
mission on  Biomedical  Ethics, 
frequently  has  emphasized  that  current  dilemmas  in 
medical  care  have  arisen  from  the  very  successes  of 
science  and  technology. 

Our  nation  directs  a larger  percentage  of  its  re- 
sources into  the  health  system  than  any  other  country 
in  the  world.  Society  has  relied  so  heavily  on  the  health 
delivery  system  to  solve  life  problems  from  neonatal 
intensive  care  units  to  divorce,  alcoholism,  trauma, 
hospice,  the  so-called  “medicalization  of 
society,”  and  it  now  gravitates  toward  our  medical  in- 
stitutions to  resolve  ethical  and  moral  problems. 

1 believe  that  the  structure  of  our  current  ethics 
committees  leans  heavily  toward  a predominance  of 
professional  and  institutional  representatives.  Al- 
though the  report  of  the  President’s  Commission  men- 
tions public  participation  on  ethics  committees,  the 
language  of  the  report  reinforces  the  primacy  of  ex- 
perts. Repeated  references  to  medical  consultants, 
prognosis  committees,  interdisciplinary  boards, 
ethicists,  attorneys,  social  workers,  and  nurses  rein- 
force institutional  and  medical  dominance.’ 

In  1976,  the  New  Jersey  Supreme  Court,  while  strug- 
gling with  the  sensitive  issues  in  the  Karen  Ann  Quin- 
lan case,  was  looking  for  a practical  and  just  method 
to  assist  the  health  professionals  and  families  toward 


resolving  the  problems  in  this  landmark  case.  The  sug- 
gestion for  an  ethics  committee  was  offered  although 
there  was  little  precedent  or  practical  experience  about 
the  nature  and  function  of  these  committees.  To  a 
great  extent,  the  court  “assumed”  into  existence  these 
so-called  ethics  committees.^^ 

Not  only  do  we  lack  a dominant  source  for  establish- 
ing a universal  model  for  ethics  committees,  but  we 
stagger  from  the  weight  of  the  mushrooming  growth 
of  information  and  technological  advances  influencing 
life  and  death  decisions.  The  need  to  assimilate  each 
new  technology  creates  more  distance  between  us.  We 
develop  our  different  lexicons  and  the  larger  picture 
eludes  us. 

Another  factor  creating  conflict  and  reducing  effec- 
tive medical  leadership  is  the  ambivalence  the  patient 
experiences  as  he  senses  his  fundamental  dependence 
on  the  physician  and  the  medical  system. 

While  resisting  medical  authority,  the  public  is  un- 
able to  create  effective  alternate  systems.  Meanwhile 
other  belief  systems  continue  to  grow  including  the 
right-to-life,  euthanasia,  and  holistic  health  groups 
with  emphasis  on  Eastern  medicine  and  religion. 
These  viewpoints  add  to  the  pluralism  and  further 


*Dr.  Fennelly  is  an  internist.  Correspondence  may  be  ad- 
dressed to  Dr.  Fennelly,  8 Shunpike  Road,  Madison,  NJ  07940. 
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reduce  our  ability  to  evolve  a reasonable  and  uniform 
set  of  values. 

The  media,  particularly  television,  further  reinforces 
the  public's  faith  in  science  and  the  near  miracle  ac- 
complishments of  medicine.  We  are  mesmerized  as  we 
observe  the  heart  surgeon  restarting  the  silent 
heart— the  pulse  of  life  continuing  endlessly. 

Fueled  by  our  uncertainty,  society  turns  to  the 
citadel  of  healing  (the  health  institution  as  the  modem 
temple  of  Aesculapius),  resting  assured  that  some- 
where in  the  inner  sanctuary  of  this  temple  lies  the 
universal  tmth— the  answers  to  our  ethical  dilemmas. 
But,  we  cannot  rest,  for  society’s  dominant  belief  sys- 
tem pursues  the  right  of  every  individual  to  be  involved 
in  those  deeisions  which  affect  the  quality  and  diree- 
tion  of  life.  1 believe  that  any  system  which  fails  to 
address  this  Zeitgeist  is  doomed  to  mediocrity  and 
failure. 

This  insistence  on  personal  responsibility  must  be 
viewed  within  the  context  of  the  pluralism  in  our  cur- 
rent ethical,  religious,  and  cultural  belief  systems. 
Whether  these  belief  systems  grew  out  of  our  current 
distmst  for  all  institutions  or  resulted  in  these  doubts, 
is  a moot  point.  Lessons  learned  through  the  involve- 
ment of  citizens  in  decision-making  roles  in  other  in- 
stitutions and  groups  addressing  values,  provide  some 
guidelines  for  ethics  committees.  Our  jury  systems, 
boards  of  education,  cultural  foundations,  and  mutual 
self-help  groups  are  some  examples  of  participatory 
decision-making  bodies. 

What  models  exist  and  what  steps  need  to  be  taken? 
What  questions  need  to  be  asked  in  order  that  we  can 
assist  in  structuring  ethics  committees  which  express 
a vital  balance?  The  current  growth  of  mutual  self-help 
groups  with  institutional  collaboration  lends  itself  to 
a model  for  ethics  committee  organization. 

The  mutual  self-help  programs  have  had  time-tested 
effectiveness  in  numerous  areas.  By  expanding  the 
community  of  caregivers  to  involve  many  nonmedical 
institutions  such  as  YMCAs,  churches,  schools,  and 
families,  a central  theme  evolves  where  the  doctor  as 
healer  and  teacher  adopts  the  stance  of  a facilitator. 
Health  and  education  then  become  a partnership  be- 
tween the  professionals  and  the  consumer,  the  patient, 
the  student,  and  the  citizen.  1 hope  the  patient  will 
become  the  senior  partner  in  the  quest  for  shared 
responsibility.  A positive  feedback  system  may  be 
created  whereby  the  professional  is  relieved  of  the 
burden  of  inordinate  unidirectional  responsibility. 

Before  we  can  assist  in  establishing  more  demo- 
cratic models  for  ethics  committees,  the  health  pro- 
fessionals need  to  acknowledge  their  own  doubts  and 
uncertainties.  Doetors,  like  others,  need  help  in  think- 
ing through  their  own  attitudes  and  deeply  rooted  feel- 
ings concerning  the  major  questions  of  life  and  death 
and  the  appropriate  use  of  medical  resources.  The 
length  of  training  and  its  intensity  of  emphasis  on 
science,  while  preparing  us  to  make  deeisions  about 
the  use  of  technologies,  little  prepares  us  to  handle  the 
problems  of  the  exaggerated  expectations  of  the  public. 
We  are  not  sophisticated  in  comprehending  that  es- 
peeial  power  and  authority  embodied  in  the  coneept 
of  the  “compleat”  physician;  i.e.  the  physician  as 
healer,  scientist,  shaman,  and  technogod. 


ETHICS  COMMITTEE  MODEL 

No  area  provokes  more  concern  than  our  own  aging. 
The  very  number  of  the  elderly  lends  itself  to  all  sorts 
of  statistics  such  as  the  fastest-growing  age  group  in 
society  today  is  in  the  over-85  category. 

Three  years  ago  the  formation  of  a nursing  home 
ethics  committee  was  sparked  by  the  repeated  refusal 
of  a severely  impaired  resident  to  maintain  her  feeding 
tube.  Her  former  physician  as  well  as  her  family 
documented  her  desires,  which  she  had  expressed  over 
many  years:  in  the  event  of  a severe  impairment  due 
to  a stroke,  she  would  not  wish  to  survive  in  a markedly 
impaired  state. 

While  we  were  able  to  resolve  this  problem  by  main- 
taining an  open  discussion  with  the  staff  who  were 
involved  directly  in  the  care  of  the  resident,  the  gravity 
of  the  issue  did  not  elude  the  larger  community  of  the 
nursing  home.  We  examined  the  needs  of  the  resident 
and  sought  a balance  between  the  needs  of  privacy  and 
personal  autonomy  and  the  necessary  paternalism  of 
a health  institution.  Prior  to  its  nursing  home  venture, 
the  owners  had  vast  experience  in  building  and  man- 
aging hotels  and  other  residental  dwellings.  Hence, 
they  built  a design  for  living  into  the  nursing  home 
environment. 

As  medical  director  of  the  nursing  home,  1 was  aware 
of  the  recommendations  of  the  New  Jersey  State  Su- 
preme Court.2  We  then  initiated  an  ethics  committee 
coneept.  The  current  Quinlan  attorney,  Paul  Arm- 
strong, with  whom  1 had  worked  during  that  case,  the 
head  nurse,  and  the  administrator  sought  to  evolve  a 
committee  which  emphasized  the  nursing/home 
polarization.  We  sought  out  former  patients,  patients’ 
families,  and  community  representatives  such  as  a 
banker  interested  in  the  elderly.  We  invited  lay  and 
religious  women  ethicists,  as  we  were  aware  of  the 
different  voice  reflected  in  the  women’s  point  of  view.'* 
A recreation  therapist  trained  for  geriatrics,  social 
workers,  assistant  hospital  administrators,  as  well  as 
the  necessary  mix  of  medical  and  religious  represen- 
tation, rounded  out  the  committee. 

The  committee  was  entitled,  “The  Human  Values 
Committee,”  in  an  effort  to  avoid  undue  anxiety  or 
concerns  about  the  term  “ethics.”  The  committee  re- 
sponded to  its  own  needs.  Its  members  moved  toward 
the  direction  of  consciousness  raising,  education, 
value  clarification,  support,  and  decision  making.  The 
committee  created  a pebble-in-the-pond  effect.  Attend- 
ing physicians  became  more  sensitive  to  what  were 
appropriate  medical  interventions  for  their  patients. 
They  constantly  were  assured  that  the  highest  level  of 
medical  care  would  be  sought  out  for  their  patients  in 
the  nursing  home.  Dialogue  between  residents,  nurses, 
families,  social  workers,  and  other  staff  continued  and 
a constant  network  maintained  a feedback  system  so 
that  the  staff  could  better  assess  the  wishes  and  de- 
sires of  the  resident  and  extended  family. 

The  concept  of  “living  wills”  became  a focal  point  for 
active  resident,  family,  and  legal  guardian  partici- 
pation. As  part  of  the  initial  nursing  home  interviews, 
the  staff  stressed  the  importance  of  establishing  a his- 
torically well-documented  theme  about  the  patient’s 
desires  relative  to  appropriate  medical  interventions. 
Patients  and  families  were  encouraged  to  write  or  dic- 
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tate  their  attitudes  and  requests  for  the  care  to  be 
given,  within  that  context. 

Area  hospitals  referred  patients  who  presented  in- 
tricate and  complex  ethical  problems  in  the  hope  that 
we  could  be  of  help.  These  challenges  expanded  our 
insights  and  sensitivities.  The  ethics  committee  be- 
came aware  of  the  cutting  edge  of  decision  making. 
The  members  were  able  to  communicate  the  discom- 
fort each  felt  as  human  beings  dealing  with  the  un- 
deniable as  we  shared  the  everyday  issues  of  life  and 
death.  New  suggestions  were  contributed  from  the 
members  of  the  committee.  The  daughter  of  a former 
patient  suggested  we  convene  at  a “round  table.”  The 
practice  of  having  alternate  chairpersons  led  to  a more 
democratic  process. 

This  thumbnail  sketch  of  a particular  ethics  com- 
mittee attempts  to  reduce  what  1 believe  to  be  two 
deficiencies  in  existing  committees:  to  move  the  people 
closer  to  the  source  of  power^  and  how  to  mobilize  the 
resources  of  mutual  self-help  groups  to  clarily  values. 

Methods  which  facilitate  expanded  expertise,  based 
on  a marriage  of  the  experienced  self-helper  to  the 
expert,  require  different  styles.  Leo  Borman,  in  the  of- 
ficial publication  of  the  Rotary  International,  high- 
lights some  of  the  processes  coming  from  this  type  of 
mutual  self-help  model.® 

What  can  be  learned  from  such  a model?  During  the 
Quinlan  case,  from  the  time  1 wrote  the  original  medi- 
cal society  statement  for  the  Morris  County  Medical 
Society  for  the  news  media  to  its  conclusion.  I believed 
that  one  case  leads  to  only  one  solution.  In  this  context, 
our  nursing  home  ethics  committee  is  only  one  solu- 
tion. Ethics  committees  should  function  at  many 
levels.  There  are  profound  differences  between  a com- 
mittee addressing  values  clarification  and  a “prognosis 
committee”  which  agrees  that  a patient  is  dead. 

In  the  sense  that  this  model  is  contributing  to  an 
ongoing  experience,  it  is  evident  that  our  health  in- 
stitutions are  becoming  more  sensitive  to  the  desires 
and  needs  of  the  public.  1 believe  that  the  professionals 
in  religion,  education,  law,  and  medicine,  supported  by 
government,  have  a clear  mandate  to  develop  the  skills 
for  interfacing  the  general  public  with  the  health  in- 
stitutions in  the  area  of  biomedical  ethics. 

As  a member  of  a steering  committee  seeking  to 
develop  such  a citizen’s  group,  1 have  been  impressed 
with  the  enormous  resources  waiting  to  be  harvested. 
Most  of  us,  by  instinct  and/or  by  conditioning,  have 


an  intense  need  to  share  our  life  experiences  and  con- 
tribute any  particularly  significant  experience  to  the 
pool  of  human  knowledge. 

In  his  last  public  address,  the  late  Buckminster  Full- 
er said  that  each  of  us  carries  the  necessary  knowledge 
for  the  survival  of  the  human  race.^  Citizens,  for  exam- 
ple, who  have  had  personal  experiences  in  dealing  with 
stillboms  or  impaired  infants  can  sit  on  ethics  com- 
mittees and  share  their  expertise. 

Vogeltree  and  Schwartz  of  the  Stanford  Research 
Institute  raise  the  point  that  there  no  longer  are  any 
absolute  models  on  which  we  can  rely.  They  state,  ‘We 
can  no  longer  rely  on  those  who  play  God.”’’  In  this 
context,  society  no  longer  should  rely  exclusively  on 
any  current  medical  models  for  decision  making  about 
human  values. 

All  who  share  humanity  are  on  a raft  which  rapidly 
is  floating  down  a turbulent  stream.  We  need  to  hold 
each  other  up  so  we  can  all  stay  on  the  raft.  With  that 
mutual  support,  we  can  make  our  dynamic  conscious- 
ness into  an  emergent  paradigm— in  which  our  con- 
cerns produce  creative  processes  which  move  out  into 
ever-expanding  circles  of  shared,  but  individual,  re- 
sponsibility. 

Most  of  you  desire  to  be  leaders  in  the  health  care 
system,  and  this  leadership  must  assure  a broad  base 
for  appropriate  public  support.  Ethics  committees 
rapidly  are  becoming  a dominant  vehicle  for  tempering 
the  consequences  of  medical  technology.  We  must  have 
the  vision,  the  courage,  and  the  humility  to  structure 
these  bodies  so  that  they  democratize  and  further  hu- 
manize our  unbalanced  medical  system. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade."^ 


Right  from  the  stari 
in  hypertension... 


Once-daily 

^'^^^’iMDERAi:  LA 


(PROPRANOLOL  HOI) 


LONG  ACTING 
CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL'^  LA  brand  ot  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately, 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  eftects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  ot  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  nof  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  condifions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  fhis  disease  appears  to  be  due  to  a reduction  ot 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS,  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


Q 

a 

1 

SAim 

RAL  LAi 

C 80  ! 

120 

: mg 

mg  : : 

160 

mg 


The  appearance  of  these  capsules  ( 

IS  a registered  trademark  / 

otAyerst  Laboratories.  j 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  betel 
receptor  agonists  and  its  eftects  can  be  reversed  by  administration  of  such  agents,  e g. 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  sever' 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  wit 
beta  blockers. 


DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  c 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  mon 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptomil 
of  hyperfhyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  testsi'l 
IN  PATIENTS  WITH  WOLFF-PARKINSON-VVHITE  SYNDROME,  several  cases  have  beer 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardiili 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 me' 
propranolol 

PRECAUTIONS.  General.  Propranolol  should  be  used  with  caution  in  patients  with  impaireei 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  oil 
hypertensive  emergencies.  ' 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure,  Patientii 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  ma\j 
lead  to  a return  ot  increased  intraocular  pressure  ’’ 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease  i 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser' 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  ir 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significani 
drug-induced  toxicify  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage : 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus,  ' 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia,  i 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 


Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  j 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  j 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may  I 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval, 
HYPERTENSION— Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg  | 
INDERAL  LA  once  daily  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  I 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  ( 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  j 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is  1 
variable  and  may  range  from  a few  days  to  several  weeks,  ) 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  i 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum  j 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the  I 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and  | 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established.  ' 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS)  | 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  j 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be  I 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not  j 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy  j 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  | 
several  weeks.  ; 


HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 
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Case  Report:  Bronchiolitis  Obliterans  with 
Multinodular  Lung  Densities  and  Lymphoma 


John  Cholankeril,  m.d.,  Juan  A.  Hernandez,  m.d.,  Jesus  Cenizal,  m.d., 

CARLOS  REMOLINA,  M.D.,  ELIZABETH* 


Our  patient  with  diabetes  and  hypertension  had  nodules 
measuring  1 cm  in  both  lungs.  Biopsy  showed  bronchiolitis 
obliterans;  these  densities  cleared  without  treatment.  The  patient 
developed  malignant  lymphoma  and  died.  Whether  the 
relationship  of  the  bronchiolitis  obliterans  and  the  lymphoma 
was  coincidental  is  uncertain. 


Reynaud,  in  1835,  made  the  first 
referenee  to  bronehiolitis  ob- 
literans.' In  1901,  Lang  de- 
seribed  two  fatal  cases.'  Since  that  time,  there  have 
been  many  descriptions  in  the  literature,  including 
cases  secondary  to  toxic  inhalations  (war  gas, 
sulphuric,  hydrochloric,  or  nitric  acid  fumes,  talcum 
powder,  zinc  stearate,  and  hot  gases),'  ® inhalation  of 
foreign  bodies,^  and  cases  secondary  to  infections 
(measles,  whooping  cough,  influenza,  and  adeno- 
virus.'-^® 

CASE  HISTORY 

A 66-year-old  black  female,  who  had  repeated  hospi- 
tal admissions  for  treatment  of  hypertension  and  dia- 
betes mellitus,  was  found  to  have  abnormal  chest  x- 
ray  findings  in  August  1980.  She  denied  cough,  dysp- 
nea at  rest  or  on  exertion,  peripheral  edema,  and 
weight  loss.  No  history  of  smoking  or  exposure  to 
known  carcinogens  was  elicited. 

Past  medical  history  was  noncontributory,  except  for 
hypertension,  diabetes  mellitus,  and  peripheral 
vascular  disease.  There  was  no  history  of  work  en- 
vironmental exposure. 

Physical  examination  revealed  a well-developed  black 
female.  Vital  signs  showed  a BP  of  140/80,  pulse  rate 
of  68/minute,  and  respiratory  rate  of  16/minute.  The 
patient  was  in  no  acute  distress.  The  physical  examin- 


ation was  essentially  negative  except  for  peripheral 
vascular  disease. 

Laboratory  examinations  showed:  CBC,  SMA  1 2,  and 
EKG  were  within  normal  limits.  The  ventilogram  re- 
vealed a slightly  restricted  forced  vital  capacity  with  no 
ventilatory  obstruction  and  findings  consistent  with 
pulmonary  emphysema  /\fter  bronchodilation  treat- 
ment, the  forced  vital  capacity  returned  to  normal. 
Chest  x-rays  showed  multiple  discrete  small 
pulmonary  nodules  about  1 cm  in  diameter  dis- 
tributed throughout  both  lung  fields  (Figure  1).  Gal- 
lium scan  of  the  chest  was  negative.  Metastatic  disease 
was  considered;  however,  thorough  evaluation  failed  to 
reveal  any  evidence  of  primary  malignancy. 

A left  thoracotomy  revealed  multiple  nodules,  and 
one  was  biopsied.  The  surgical  specimen  consisted  of 
a wedge  of  somewhat  undercrepitant  lung  parenchyma 
measuring  approximately  4.5  x 3 x 2 cm.  Some 
nodularity  was  palpated.  The  cut  surface  showed  to 
better  advantage  a few  ill-defined  nodules,  the  largest 
measuring  about  1.5  cm  in  diameter.  Grossly,  no  overt 

*Dr.  Cholankeril  is  Director,  Department  of  Radiology,  Jersey 
City  Medical  Center,  Dr.  Cenizal  is  from  the  Department  of 
Radiology,  Dr.  Hernandez  is  from  the  Department  of 
Pathology,  and  Dr.  Remolina  is  from  the  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Elizabeth.  Correspondence  may 
be  addressed  to  Dr.  Cholankeril,  Director,  Department  of 
Radiology,  Jersey  City  Medical  Center,  50  Baldwin  Ave.,  Jersey 
City,  NJ  07304. 
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Figure  1— Chest  x-ray  in  frontal  projection  shows  nodular 
densities  in  both  lungs  measuring  about  1 cm  in  diameter 
(arrows). 


necrosis  was  apparent  in  these  nodules.  Micro- 
scopically. the  nodules  revealed  obstructed  bronchioles 
with  surrounding  areas  of  chronic  pneumonitis  fFig- 
ure  2A).  Most  respiratory  bronchioles  were  more  or  less 
filled  with  masses  of  organizing  granulation  tissue  ob- 
literating the  lumen  completely;  other  areas  showed  a 
slit-like  lumen.  Some  of  the  intraluminal  organized 
polypoid  masses  were  lined  by  altered  respiratory 
epithelium  (Figure  2B).  All  involved  bronchioles  were 
surrounded  by  marked  interstitial  infiltration  with 
lymphocytes  and  plasma  cells.  A neoplastic  process,  i.e. 
malignant  lymphoma  was  not  demonstrated  in  this 
material. 

Symptomatic  treatment  was  given.  Followup  x-rays 
showed  resolution  of  the  nodules.  Eight  months  later, 
in  April  1981,  the  patient  was  rehospitalized  for  swell- 
ing of  the  left  axillary  lymph  nodes  with  minimal  swell- 
ing of  the  left  upper  extremity  of  one  week  duration. 
There  was  no  history  of  trauma  or  infection.  Physical 
examination  at  this  time  revealed  multiple  enlarged 
lymph  nodes,  ranging  in  size  from  2 to  4 cm,  in  the 
left  axilla  In  addition,  smaller  nodules  were  noted  in 
the  left  inguinal  region.  Laboratory  studies  and  chest 
x-rays  were  norrnal.  CT  scan  of  the  abdomen  showed 
enlarged  retroperitoneal  lymph  nodes. 

A left  axillary  dissection  was  performed  and  a 
number  of  enlarged  firm  lymph  nodes  (up  to  3.9  cm 
in  diameter)  were  removed  from  the  fat  pad.  Their  cut 
surfaces  showed  obliteration  of  the  usual  gross  fea- 
tures by  “fish  flesh-like  tissues”  with  apparent  involve- 
ment of  perinodal  fat  by  a similar  process.  Micro- 


Figure  2A— Bronchiolitis  obliterans  (low  power).  The; 
bronchiolar  lumens  are  filled  with  fibroblastic  granulation 
tissue  masses.  There  is  m.arked  chronic  pneumonitis  in  the 
background.  i 


Figure  2B— Bronchiolitis  obliterans  (high  power).  The  in- 
traluminal polypoid  organized  granulation  tissue  mass  is  cov- 
ered with  a layer  of  flattened  epithelial  cells  (arrows). 


scopically,  nodal  architecture  was  diffusely  effaeed  by 
a rather  monotonous  population  of  neoplastic 
lymphocytic  cells.  A low-power  photomierograph  (Fig- 
ure 3A)  demonstrates  extension  of  the  malignant  pro- 
cess through  the  lymph  node’s  capsule  into  the  sur- 
rounding fat.  Higher  power  photomicrograph  more 
clearly  visualizes  the  eytomorphologieal  features  of 
this  diffuse  intermediately  differentiated  lymphoeytic 
lymphoma  (Figure  3B).  Remnants  of  the  capsule  also 
are  appreciated  here. 

The  patient  was  treated  with  vineristine,  cytoxan, 
adriamyein,  and  prednisone,  which  gave  significant 
reduction  of  the  lymphadenopathies.  She  was  dis- 
eharged  on  medieation  for  followup.  After  six  months, 
she  was  readmitted  with  gradually  increasing  weak- 
ness of  the  legs.  Studies  eonfirmed  hyper- 
parathyroidism secondaiy  to  a parathyroid  adenoma. 
She  then  developed  low  grade  fever;  blood  eultures 
grew  a few  eolonies  of  eoagulase-positive  Staphylococ- 
cus aureus.  Her  elinieal  condition  deteriorated  and  she 
expired. 

DISCUSSION 

The  most  common  clinical  findings  of  bronchiolitis 
obliterans  are  eough,  dyspnea,  and  sputum  pro- 
duction.* The  usual  radiographic  features  are;  miliary 
lesions,  a pattern  suggesting  pulmonary  edema,  unilat- 
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Figure  3A— Malignant  lymphoma  (low  power).  The  nodal 
architecture  is  effaced  by  a montonous  infiltrate  of 
lymphocytic  cells  which  extends  through  the  capsule  (arrow) 
to  the  perinodal  fat. 

eral  or  bilateral  hyperinflation,  linear  densities,  atelec- 
tasis, granular  and  reticular  infiltrates,  diffuse  nodular 
infiltrates,  and  patchy  bronchopneumonia  or  lobar 
pneumonia.'  Our  patient  with  bronchiolitis  obliterans 
later  died  of  lymphoma 

The  discrete,  bilateral  pulmonaiy  nodules  suggested 
several  diagnostic  possibilities  including  sarcoidosis, 
diffuse  or  localized  vasculitis,  multiple  abscesses  due 
to  necrotizing  pneumonia  or  neoplasm  (metastatic  or 
bronchioalveolar  cell  type).  Our  patient’s  clinical  con- 
dition of  bronchiolitis  obliterans  with  the  radiological 
picture  of  multinodular  densities  is  rare.  Gosink  et  al. 
reported  58  patients  with  bronchiolitis  obliterans.' 
Some  of  their  x-rays  showed  a nodular  pattern.  Most 
of  those  nodules  were  2 to  3 mm  in  size  (micronodular 
or  lineonodular  pattern)  but  some  discrete  nodules 
measured  just  under  1 cm.  Those  authors  concluded 
the  micronodular  shadows  represented  focal  inter- 
stitial infiltration  and  intra-alveolar  accumulation  of 
exudate  while  the  more  discrete  nodules  represent  the 
same  infiltration  in  the  entire  acinus.'  The  lineo- 
nodular pattern  also  showed  interstitial  pneumonia  or 
fibrosis.' 

The  present  concensus  among  pulmonary 
morphologists  is  that  the  above  histologic  changes, 
currently  referred  to  as  bronchiolitis  obliterans,  are  a 
common  end  stage  for  a number  of  respiratory  insults. 
The  etiology  of  bronchiolitis  obliterans  maybe  grouped 
into  four  major  categories:  chronic  or  recurrent  respir- 
atory disease,  postpneumonic,  toxic  inhalation,  and 
unknown. 

All  of  Gosink’s  patients  did  better  with  a combina- 
tion of  antibiotics  and  steroids  than  with  either  one 
alone.  Some  patients  recovered  totally,  some  partially, 
and  some  died.  The  effects  were  more  severe  in  pa- 
tients with  discrete  nodular  densities  on  chest  x-ray. 
Two  of  their  nine  patients  in  that  category  recovered 
completely,  one  became  chronically  ill,  and  five  died. 
Ten  of  their  patients  had  other  severe  coexisting  dis- 


Figure  3B — Malignant  lymphoma  (high  power).  A diffuse  in- 
filtrate of  intermediately  differentiated  lymphoeytes.  The  in- 
filtration of  the  capsule  with  spilling  into  the  perinodal  tis- 
sues is  seen. 

eases:  malignant  lymphoma,  leukemia,  uremia,  and 
collagen  diseases  (idiopathic  thrombocytopenic 
purpura,  rheumatoid  arthritis,  or  scleroderma).' 

SUMMARY 

Our  patient  had  asymptomatic  discrete  nodules  in 
both  lungs  which  measured  about  1 cm  in  diameter 
as  seen  on  chest  films.  Thoracotomy  and  pulmonaiy 
biopsy  showed  bronchiolitis  obliterans.  These  densi- 
ties disappeared  without  treatment.  After  eight 
months,  she  developed  malignant  lymphoma  and  died. 
Two  cases  of  Gosink  et  al.  also  had  lymphoma.  Whether 
this  was  a coincidental  occurrence  in  our  patient  or 
whether  bronchiolitis  obliterans  actually  has  a rela- 
tionship with  malignant  lymphoma  is  not  clear  at  this 
time.  This  finding  needs  further  evaluation. 
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Case  Report: 

Intraosseous  Gouty  Tophus 


RAMESH  C.  MAHAPATRO,  M.D.,  LAWRENCE  C.  SYLVIA  M.D.,  STANLEY  M.  BECKER,  M.D.,  TOMS  RIVER* 


A gouty  tophus  was  found  in  the  shaft  of  right  clavicle  at  the 
junction  of  middle  and  outer  third;  it  was  distantfrom  the  joint 
which  revealed  no  radiologic  evidence  of  gouty  arthropathy. 
There  were  no  soft  tissue  tophi  adjacent  to  the  bone.  This  finding 
is  extremely  rare. 


Intraosseous  deposits  of  urate 
crystals  in  tophaceous  gout 
usually  are  at  the  metaphyseal 
ends  of  tubular  bones  within  their  periosteal  covering 
and  in  the  subchondral  spongy  bone.*  With  the  growth 
and  expansion  of  the  tophus  in  the  bone,  the  shaft  may 
be  invaded  by  direct  extension  from  the  metaphysis.^ 
Less  frequently,  soft  tissue  tophi  may  cause  pressure 
defects  in  the  underlying  bone  and  multiple  pressure 
defects  may  cause  considerable  erosion  of  bone.^  We 
encountered  a patient  with  an  unusual  intraosseous 
gouty  tophus  at  the  junction  of  the  middle  and  outer 
third  of  the  shaft  of  right  clavicle.  The  tophus  was 
distant  from  the  joint,  which  showed  no  radiologic 
evidence  of  gouty  arthropathy:  there  were  no  soft  tis- 
sue tophi  adjacent  to  the  bone.  To  our  knowledge,  there 
is  no  report  of  a similar  case  in  the  literature. 

CASE  REPORT 

A 72-year-old  woman  was  hospitalized  for  evaluation 
of  tophaceous  gout.  She  had  a 10-year  history  of  gout 
and  her  arthritic  complaints  were  confined  mainly  to 
the  large  joints:  both  elbows  and  the  left  shoulder. 
However,  the  proximal  interphalangeal  joints  also  were 
involved,  especially  during  acute  attacks.  She  had  been 
maintained  on  Zyloprim®  300  mg/day  and  Colchicine® 
0.6  mg/day.  She  had  a family  history  of  gout  and  had 
been  drinking  three  to  four  ounces  of  alcohol  daily  for 
the  last  20  years.  The  past  medical  histoiy  included  a 


hysterectomy  5 years  ago  and  a right  mastectomy  for 
carcinoma  of  the  breast  6 years  ago.  The  axillaiy  lymph 
nodes  removed  at  the  time  of  operation  did  not  show 
any  evidence  of  metastasis  and  she  received  no  adju- 
vant chemotherapy  or  radiotherapy  following  the  sur- 
gery. 

Multiple  subcutaneous  tophi  were  present  in  the 
lateral  aspects  of  both  elbows  and  on  the  dorsum  of 
right  foot.  A serum  uric  acid  level  was  6 mg/dl  (normal 
female:  2.5  to  5.5  mg/dl).  Roentgenographic  survey  of 
the  skeleton  revealed  an  area  of  radiolucency  with  no 
surrounding  sclerosis  at  the  junction  of  middle  and 
distal  third  of  the  right  clavicle  (Figure  1). 

Total  body  scintogram  was  done  following  the  injec- 
tion of  15  millicuries  of  Tc/99m  pyrophosphate  and  no 
significant  abnormality  was  noted.  Bone  marrow 
aspiration  revealed  no  evidence  of  metastatic  tumor. 

Since  there  was  a possibility  of  metastatic 
carcinoma  in  the  differential  diagnosis  of  the  lytic 
lesion  in  the  clavicle,  the  patient  underwent  an  ex- 
cisional  biopsy  of  the  right  clavicle  and  the  adjacent 
soft  tissue.  At  surgeiy,  a thickened  periosteum  was 
found  and  a definite,  easily  opened,  punched  out,  1 cm 


*Dr.  Mahapatro  is  a Pathologist,  Community  Memorial  Hospi- 
tal, Toms  River;  Dr.  Sylvia  is  Director  of  Laboratories,  Mon- 
mouth Medical  Center,  Long  Branch;  and  Dr.  Becker  is  Direc- 
tor of  Laboratories,  Freehold  Area  Hospital,  Freehold.  Cor- 
respondence may  be  addressed  to  Dr.  Maihapatro,  Communitj'^ 
Memorial  Hospital,  Highway  37  West,  Toms  River,  NJ  08753. 
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Figure  1— Roentgenogram  showing  radiolueent  area  without 
surrounding  sclerosis  at  the  junction  of  middle  and  distal 
third  of  right  clavicle. 


lesion  in  the  clavicle  was  curetted.  The  curettings  were 
white,  granular  material  which  were  not  calcific  but 
probably  tophaceous;  they  were  fixed  in  alcohol  and  a 
part  of  it  was  examined  under  a compensated 
polarized  light  microscope  Yellow,  negatively  birefrin- 
gent,  needle-shaped  crystals  characteristic  of  sodium 
urate  were  observed  (Figure  2).  The  rest  of  the  curetted 
material  was  fixed  in  10  percent  formalin,  processed 
for  histopathological  examination  and  hematoxylin- 
eosin  stained  slides  were  examined.  The  microscopic 
examination  revealed  deposits  of  amorphous  material 
surrounded  by  foreign  body  type  giant  cells  and  mono- 
nuclear cells  between  the  bony  trabeculae  (Figure  3). 
The  periosteum  and  the  soft  tissue  around  the  lesion 
were  removed  and  examined.  The  histology  of  these 
tissues  was  essentially  normal  with  no  evidence  of 
gouty  tophus  deposit. 

COMMENTS 

Our  case  is  instructive  because  the  occurrence  of  a 
tophus  in  this  location  obviously  is  rare.  Intensive 
search  of  the  literature  failed  to  reveal  a similar  report. 
The  reports  of  intraosseous  tophi  describe  lesions  in 
the  metaphysis  and  the  subchondral  bone.  In  these 
instances,  the  crystals  were  first  deposited  in  the 
Haversian  system,  slowly  enlarging  a cavity  packed 
with  urate  crystals.^  This  kind  of  deposition  is  con- 
ceivable considering  the  fact  that  there  is  great  affinity 
of  cartilage  tissue  for  urates,^  and  that  the  metaphysis 
and  the  subchondral  bone  have  the  advantage  of  close 
proximity  to  cartilage.  However,  in  our  patient,  the 
deposition  of  urates  was  distant  from  cartilage.  Un- 
fortunately, the  role  of  local  factors  in  the  production 
of  tophaceous  gout  is  understood  poorly,  although  it 
has  been  observed  that  monosodium  urate  deposits 
only  in  the  connective  tissues  of  the  body.®  Crystals  are 
found  in  cartilage,  tendon  sheaths,  synovial  fluid,  and 
subcutaneous  tissues  of  the  skin,  but  they  are  not 
observed  in  the  parenchymal  organs.  A few  isolated 
reports  reveal  tophi  in  the  heart  but  only  in  the  con- 
nective tissue  portion,  i.e.  the  valves  and  the  conduc- 


Figure  2— Wet  preparation  of  tophus  material  in  alcohol  seeri 
under  polarized  light  showing  uric  acid  crystals  (xl25). 


Figure  3 — Deposits  of  amorphous  material  surrounded  by 
foreign  body  giant  cells  and  mononuclear  cells  seen  between 
bony  trabeculae  (hematoxylin-eosin,  xl25). 


tion  system.^  Many  factors  may  govern  the  deposition 
of  gout  in  the  intraosseous  location,  but  they  are  not 
understood  well.  However,  it  is  important  to  realize 
that  gouty  tophus  may  occur  in  the  intraosseous  lo- 
cation. A patient  with  a history  of  gout  and  a bone 
lesion  described  as  a “hole  in  the  bone”  should  have 
the  lesion  biopsied  and  examined  for  urate  deposits. 
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Case  Report:  Cardiorespiratory  failure  Due 
TO  Recurrent  Pectus  Excavatum  Deformity 


I 

\ 


Roger  A.  Moore,  m.d.,  Kathleen  McNicholas,  m.d., 

David  M.F.  Murphy,  m.d.,  Michael  Strong,  m.d.,  browns  mills* 


Right  heanjailure  improyedfollowing  surgical  intervention  in  a 
patient  with  severe  restrictive  lung  disease.  Long-term  post- 
operative ventilatory  support  should  be  anticipated  jor  such 
patients.  Immediate  repair  of  recurrent  pectus  excavatum 
deformity  is  advised  to  prevent  alveolar  hypoplasia. 


Severe  pectus  excavatum-  de- 
formities produce  a restrictive 
respiratoiy  pattern  and  can  lead 
to  the  development  of  secondary  pulmonary  hyper- 
tension and  right  heart  failure.'  Early  surgical  repair 
of  these  defects  reverses  cardiorespiratory  com- 
promise.^® The  role  of  surgery  in  the  management  of 
patients  with  recurrent  pectus  deformities  who  have 
entered  end-stage  cardiorespiratory  failure  is  less 
clear.  This  group  may  be  similar  to  other  patients  with 
severe  restrictive  thoracic  deformities  and  have  no  in- 
itial improvement  in  their  cardiorespiratory  state  fol- 
lowing surgical  repair.®  ® A patient  in  end-stage  cardio- 
respiratory failure  secondary  to  a recurrent  pectus  ex- 
cavatum deformity  is  presented. 

CASE  REPORT 

A 22-year-old,  50  kg,  179  cm,  white  male  had  a his- 
tory of  unsuccessful  pectus  excavatum  repair  at  2V2 
years  of  age.  A month-long  postoperative  course  had 
been  complicated  by  sepsis,  coma,  respiratory  insuffi- 
ciency, and  recurrence  of  the  deformity.  Over  the  ensu- 
ing  years,  due  to  his  progressive  thoracic  deformity,  he 
experienced  slowly  increasing  restriction  of  his  daily 
activity.  Respiratory  distress  had  accelerated  over  the 
three  months  prior  to  admission  to  the  point  where 
he  had  to  think  to  take  each  breath.”  The  patient  gave 
no  history  of  a recent  upper  respiratory  infection  and 
his  only  medication  was  theophylline  200  mg  three 


times  a day.  On  physical  examination,  the  dyspneic, 
somnolent,  asthenic  patient  was  leaning  forward  and 
using  all  accessory  muscles  of  respiration.  His  respir- 
atory rate  was  40  per  minute,  which  he  maintained 
with  a constant  rocking  motion  of  his  body.  There  was 
marked  chest  wall  deformity  (Figure  1)  with  a diffuse 
pectus  excavatum  and  mild  l^phoscoliosis.  Breath 
sounds  were  absent  in  the  bases.  The  heart  rate  was 
regular  at  1 10  beats/minute  with  a widely  split  second 
heart  sound.  The  blood  pressure  was  94/80  torr  on 
inspiration  and  108/90  torr  on  expiration.  He  was 
mildly  cyanotic  and  had  ankle  edema.  Abnormal  lab- 
oratory studies  included;  arterial  blood  gas  (ABG) 
study  on  0.5  L of  nasal  oxygen— pH  7.30,  PaCOj  61  torr, 
PaOa  43  torr,  O2  saturation  75  percent,  base  excess  5.6; 
EKG — right  ventricular  hypertrophy  with  P- 
pulmonalae;  chest  roentgenogram — reversal  of  normal 
thoracic  spinal  curve,  increased  pulmonary 
vasculature,  pleural  thickening  in  the  bases,  and  a 
severe  pectus  deformity  (Figure  2A);  lung  scan— 
severely  decreased  lung  volumes  with  adequate  per- 


*From  Deborah  Heart  and  Lung  Center,  where  Dr.  Moore  is 
Cochairman,  Department  of  Anesthesiology,  Dr.  McNicholas 
is  Director  of  Pediatric  Thoracic  and  Cardiovascular  Surgery, 
Dr.  Murphy  is  Chairman,  Pulmonary  Department,  and  Dr. 
Strong  is  Associate  Chairman,  Department  of  Thoracic  and 
Cardiovascular  Surgery.  Correspondence  may  be  addressed  to 
Dr.  Moore,  Deborah  Heart  and  Lung  Center,  Browns  Mills,  NJ 
08015. 
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Figure  1— Patient  on  first  admission  showing  severe  chest 
deformity. 


Figure  2— Lateral  chest  roentgenogram  taken:  prior  to  sur- 
gery (A)  and  following  surgery  (B).  Note  the  presence  of  mild 
kyphosis. 


fusion  of  the  lower  lung  fields  but  decreased  perfusion 
of  the  right  middle  lobe  and  lingular  pulmonaiy  func- 
tion tests— markedly  decreased  lung  volumes  (Table). 

Two  days  following  admission,  the  patient  was  taken 
to  the  operating  room  without  premedication.  In- 
travenous, radial  arterial  and  internal  jugular 
thermodilution  Swan-Ganz  catheters  were  placed.  The 
Swan-Ganz  could  not  be  manipulated  into  the 
pulmonary  artery  due  to  cardiac  distortion  and  pres- 
sures noted  were  right  ventricular  76/9  torr,  right 
atrial  16  torr,  and  systemic  158/79  torr.  Anesthesia 
was  induced  with  fentanyl  25  iug/kg  and  pancuronium 
0.1  /ug/kg,  and  the  trachea  was  intubated  with  an  8.0 
internal  diameter  endotracheal  tube.  The  peak  in- 
spiratory pressure  with  a tidal  volume  of  650  ml  was 
45  cm  HjO. 

Extensive  chest  wall  reconstruction  was  performed. 
Costal  cartilages  and  adjacent  portions  of  abnormal 
ribs  were  resected.  The  sternum  was  freed  from  its 
diaphragmatic  attachments  and  mobilized.  Transverse 
sternal  osteotomy  was  performed  and  a posterior 
cartilageous  wedge  inserted.  The  intercostal  muscle 
bundles  were  transected  and  not  reapproximated. 
Both  pleural  cavities  were  entered  and  drained.  Im- 
mediately following  surgery,  the  Swan-Ganz  catheter 
was  advanced  into  the  pulmonary  artery  and  a 
pulmonary  arterial  pressure  of  35/16  torr,  a 
pulmonary  wedge  pressure  of  1 2 torr,  and  a right  atrial 
pressure  of  6 torr  were  obtained.  The  peak  inspiratory 
pressure  had  fallen  to  30  cm  HjO  with  a 650  ml  tidal 
volume.  The  initial  postoperative  course  was  un- 
complicated. While  weaning  from  ventilatory  support, 
CO2  retention  occurred,  especicilly  during  sleep.  The 
patient  was  extubated  on  the  third  postoperative  day 
but  subsequently  deteriorated.  On  an  FIO2  of  33  per- 
cent. an  ABG  showed  a pH  7.11,  PaCOa  118  torr, 
Pa02  50  torr,  O2  saturation  97  percent,  base  excess  3.9. 
He  was  reintubated  and  underwent  a tracheostomy 
with  a No.  8 Shiley  tube  on  the  fourth  postoperative 
day.  He  was  slowly  weaned  from  the  ventilator  and 
decannulated  three  weeks  following  surgery. 
Pulmonary  assessment  at  this  time  included  the  fol- 
lowing: room  air  ABG — pH  7.39,  PaC02  50  torr,  Pa02 
65  torr,  O2  saturation  93,  base  excess  4.0;  lung 
scan — slightly  improved  ventilation  perfusion  ratio,  es- 


pecially in  the  right  middle  lobe;  pulmonary  function 
tests— slight  increase  in  lung  volumes  (Table):  and 
chest  roentgenogram— improved  intrathoracic  volume 
(Figure  2B). 

The  patient  was  readmitted  six  weeks  later  with  a 
history  of  increasing  confusion,  somnolence,  and  res- 
piratory distress.  ABG  on  1.0  liter  O2  by  nasal  cannula 
was  pH  7.23,  PaC02  145  torr,  PaOj  38  torr.  O2  satura- 
tion 56.4  percent,  base  excess  26.  Despite  the  severe 
hypercapnea  and  hypoxemia  he  remained  awake  and 
oriented,  although  “exhausted  from  breathing.” 
Bronchodilators  and  hourly  IPPB  treatments  were  ad- 
ministered. A tracheostomy  was  performed  and  a No. 
4 Shiley  tube  inserted.  Intensive  nutritional  support 
was  provided  by  a combination  of  oral  and  nasogastric 
feeding.  Multiple  attempts  at  weaning  the  patient  from 
respiratory  support  were  made  including  the  use  of  a 
cuirasse  respirator.  During  the  day,  the  patient  was 
able  to  maintain  PaC02  in  the  range  of  70  to  80  torr, 
but  at  night  the  PaC02  consistently  rose  over  100  torr. 
This  was  managed  by  use  of  intermittent  mandatory 
ventilation  during  sleep  with  a portable  ventilator.  The 
patient  was  discharged  two  weeks  following  the  second 
admission  with  a tracheostomy  in  place. 

He  has  returned  to  full-time  employment  and  has 
noted  a marked  improvement  in  his  exercise  tolerance 
while  continuing  to  use  a portable  ventilator  during 
sleep.  Repeat  pulmonary  function  tests  seven  months 
following  surgery  showed  further  improvement  in  lung 
volumes  (Table)  with  a room  air  ABG  pH  7.38, 
PaC02  50  torr,  Pa02  64  torr,  O2  saturation  91.9  percent, 
base  excess  4.3. 

DISCUSSION 

The  management  of  cardiorespiratory  failure  sec- 
ondary to  a recurrent  pectus  excavatum  deformity  is 
illustrated  by  this  case.  Our  patient  did  not  respond 
with  the  same  rapid  improvement  of  the  cardio- 
respiratory state  observed  in  those  undergoing  un- 
complicated initial  pectus  excavatum  repair. The  re- 
currence of  the  pectus  deformity  following  surgery  led 
to  a rigid  noncompliant,  nonexpansile  thoracic  cavity 
which  restricted  normal  lung  development.  With 
growth  there  was  accentuation  of  the  congenital  de- 
formity. and  the  Iqqrhosis,  normally  prevented  by  a 


VOL.  82— NUMBER  1 JANUARY  1985 


45 


TABLE 

Pulmonary  Function  Studies* 


Predicted 

Admit 

Discharge 

Seven-Month 

Followup 

IC  (liters) 

3.81 

0.54 

0.68 

0.77 

ERV  (liters) 

1.88 

0.24 

0.27 

0.52 

VC  (liters) 

5.69 

0.79 

0.95 

1.30 

6EF25  to  75%  (L/sec) 

5.34 

2.5 

2.0 

3.13 

FVC  (liters) 

5.69 

0.79 

0.90 

1.29 

FEV,  (liters) 

4.61 

0.73 

0.90 

1.25 

PF  (L/min) 

328 

306 

182 

244 

FEV,  /FVC  (%) 

81 

93 

100 

97 

FEV3  /FVC  (%) 

95 

100 

100 

100 

*Pulmonary  function  tests  (obtained  on  initial  hospitalization,  first  hospital  discharge,  and  seven-month 
followup  visit)  ineluded  inspiratory  capacity  (IC),  expiratory  reserve  volume  (ERV),  vital  capacity  (VC),  peak 
flow  (PF),  maximum  mid-expiratoiy  flow  rate  (FEF25  ,0  75%),  expired  volume  at  one  second  (FEV,),  ratio  of 
FEVi  to  forced  vital  capacity  (FVC),  and  the  ratio  of  expired  volume  at  three  seconds  (FEV3)  to  FVC. 


good  initial  repair,  was  aggravated.  Since  lung  develop- 
ment was  limited  during  the  child’s  growth,  alveolar 
hypoventilation  occurred  resulting  in  hypoxia,  hyper- 
carbia  and  right  heart  failure.  Release  of  the  rigid 
cartilageous  plate-like  chest  wall  was  not  aecompanied 
by  immediate  improvement  of  the  respiratory  state. 
Small  lungs  with  alveolar  hypoplasia  was  the  most 
likely  cause  for  the  limited  postoperative  improve- 
m.ent.*^  Similar  results  have  been  reported  following 
surgery  in  patients  with  kyphoscoliosis  in  whom  there 
is  an  initial  decrease  in  respiratoiy  dynamies  followed 
by  a slow  return  to  preoperative  levels.®® 

Though  initial  improvement  of  this  patient’s  respir- 
atory status  was  not  observed,  there  was  a trend 
toward  improved  respiratory  dynamics  at  the  seven- 
month  followup.  All  lung  volumes  and  capacities  had 
inereased  by  25  to  100  percent  (Table)  though  still 
falling  well  below  predieted  levels.  Therefore,  though 
immediate  respiratoiy  improvement  cannot  be  ex- 
pected, the  eramped  underdeveloped  lung  eventually 
will  expand  once  the  restrictive  thoraeic  wall  is  re- 
leased. These  patients  must  be  considered  candidates 
for  long-term  ventilatory  support.  Early  tracheostomy 
decreases  dead  space  and  also  allows  versatility  in 
handling  the  long-term  respiratory  care.'°  Attempts  at 
rapid  weaning  from  ventilatory  support  are  ill  advised 
and  prolonged  use  of  limited  ventilatory  care  is  neces- 
sary. For  our  patient  use  of  the  ventilator  only  during 
sleep  periods  was  adequate  and  allowed  the  patient  to 
return  to  a full  and  active  life. 

Nutritional  support  was  another  important  aspect  in 
this  patient’s  postoperative  care.  On  his  initial  ad- 
mission. the  patient  was  nutritionally  depleted  from 
increased  energy  expenditure  for  breathing.  During 
the  convalescent  period  the  patient’s  4,000  calorie  diet 
was  supplemented  with  two  liters  of  nutramigen  a day 
(2,000  calories)  and  he  had  gained  ten  pounds  prior 
to  diseharge. 


CONCLUSION 

Reeurrence  of  a severe  peetus  deformity  following 
surgery  can  lead  to  retardation  of  the  lung  develop- 
ment and  eventual  cardiorespiratory  failure.  Therefore, 
early  reoperation  for  a recurrent  pectus  deformity  is 
advised.  Should  a patient  present  in  cardiorespiratory 
failure  from  recurrent  pectus  deformity,  surgical  inter- 
vention will  not  immediately  improve  the  respiratory 
state  though  long-term  gains  can  be  observed.  Ex- 
tended ventilatory  support  should  be  anticipated  and 
provided  for  these  patients  following  surgery. 
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Case  Report:  Approach  to  the  Diagnosis  of 
Sea-Blue  Histiocytosis  in  a Community  Setting 

Joseph  Napolitano,  m.d.,  Juan  A.  Hernandez,  m.d.,  Anthony  C.  Giardina,  m.d., 

Richard  Freundlich,  m.d,,  Elizabeth* 


Moeschlin  described  the  syndrome  of  sea-blue  histiocytosis  upon 
observing  deep  blue  macrophages  with  May-Griinwald  stain  in 
the  spleen  of  a 29-year-old  man.  Since  that  time  a syndrome  has 
evolved  and  has  been  characterized.  This  report  represents  such 
a case. 


The  syndrome  of  sea-blue  his- 
tiocytosis first  was  noted  by 
Moeschlin®  in  1947,  in  the 
spleen,  and  reaffirmed  three  years  later  by  Wewalka' 
in  the  bone  marrow.  Silverstein  and  coworkers  sum- 
marized nine  cases  in  1970.2  The  syndrome  which  was 
elucidated  is  characterized  by  hepatosplenomegaly, 
mild  thrombocytopenia,  and  a relatively  benign  course, 
but  the  precise  metabolic  and  genetic  aspects  had  not 
been  established  clearly.® 

Within  the  C3doplasm  of  the  sea-blue  histiocyte,  there 
are  variable  amounts  of  pale  blue  staining  granules. 
These  granules  are  composed  of  a ceroid  (Greek  for 
“waxlike”)  which  evolves  from  the  oxidation  and  poly- 
merization of  unsaturated  lipids  that  appear  in  his- 
tiocytes in  a variety  of  diseases. 

The  finding  of  sea-blue  histiocytes  in  the  bone  mar- 
row is  not  pathognomic  for  ceroid.  Therefore,  its  pres- 
ence should  be  confirmed  by  histochemical  studies, 
most  of  which  aire  within  the  realm  of  a community 
hospital. 

CASE  REPORT 

The  patient  is  a 67-year-old  white  woman  who  in- 
itially was  seen  in  the  hematology  clinic  in  November 
1981  for  splenomegaly  (documented  by  liver/ spleen 
scan)  and  a platelet  count  of  70,000.  Bone  marrow 
aspiration  at  that  time  showed  an  increase  in  red  cell 
production  with  diminished  iron  stores  but  without 


a causative  factor. 

The  patient  continued  to  visit  the  hematology  clinic 
until  April  1982,  when  she  complained  of  left  upper 
quadrant  pains.  Her  platelet  count  was  44,000.  She 
was  hospitalized  and  a splenectomy  and  liver  biopsy 
were  performed  to  alleviate  the  symptomatology  and 
determine  the  etiology  of  the  disease  process. 

During  the  more  than  one  year  followup,  the  patient 
has  been  asymptomatic  and  her  platelet  counts  have 
been  in  the  range  of  168,000  to  230,000.  One  should 
note  that  the  patient  has  not  developed  any  neurologic, 
pulmonary,  nor  ophthalmic  symptomatology  as 
documented  by  previous  authors.® 

PATHOLOGY 

The  spleen  was  received  in  the  fresh  state  from  the 
operating  room.  The  enlarged  organ  measured  21x14 
X 7 cm  and  weighed  920  gm.  Anatomically,  the  struc- 
ture maintained  its  usual  configuration  and  the 
capsular  surface  was  smooth  in  appearance.  Its  con- 
sistency was  rubbery;  a step-section  revealed  the 


*From  the  Department  of  Pathology,  St.  Elizabeth  Hospital, 
where  Dr.  Napolitano  is  Assistant  Pathologist,  Dr.  Hernandez 
is  Associate  Director,  and  Dr.  Giardina  is  Director  of  Labora- 
tories, and  from  the  Department  of  Medicine  where  Dr. 
Freundlich  is  a second  year  medical  resident.  Correspondence 
maybe  addressed  to  Dr.  Napolitano,  Department  of  Pathology, 
St.  Elizabeth  Hospital,  225  Williamson  Street,  Elizabeth,  NJ 
07207. 
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Figure  1 — Splenic  imprint  showing  sea-blue  histiocyte. 


Figure  2 — Bone  marrow  with  sea-blue  histiocyte  (arrow). 
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spleen  to  be  plethoric  with  a considerable  amount  of 
fluid  blood  recovered.  The  cut  surface  was 
homogenous  and  “liver-like”  in  appearance.  No 
nodular  masses  were  noted  and  the  usual  follicular 
background  was  discernible. 

Imprints  of  the  cut  surfaces  revealed  the  usual 
hematologic  elements  together  with  a number  of  sea- 
blue  histiocytes  which  easily  were  observed  using  the 
Giemsa  stain. 

Histologic  sections  of  the  formalin-fixed  tissue 
showed  marked  engorgement  of  the  splenic  sinusoids. 
Scattered  throughout  the  sections  were  numerous  in- 
dividual and  clustered  histiocytes  containing  granules 
that  stained  light  brown  with  routine  hematoxylin- 
eosin. 

At  this  point,  a battery  of  special  stains,  including 
PAS,  acid-fast,  reticulin,  and  Giemsa,  were  ordered  on 
the  tissue  section  together  with  a review  of  the  original 
biopsy.  The  clinician  was  advised  of  our  working 
diagnosis  of  ceroid  histiocytosis  and  he  initiated  the 
clinical  studies  to  eliminate  “look-alike"  entities. 

Also  submitted  at  the  time  of  surgery  was  a 1 cm 
wedge  of  hepatic  tissue  which  on  microscopy  demon- 
strated the  presence  of  sea-blue  histiocytes  in  the 
hepatic  sinusoids. 

DISCUSSION 

The  purpose  of  this  presentation  is  to  demonstrate 
how  the  diagnosis  of  sea-blue  histiocytosis  may  be 
confirmed  in  the  setting  of  a community  hospital  with 
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Figure  3 — Section  of  spleen  with  cluster  of  sea-blue  his- 
tiocytes (arrows). 
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Figure  4 — Section  of  spleen  with  single  sea-blue  histiocyte 
(arrow). 
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limited  resources.  Furthermore,  by  this  presentation 
we  wish  to  urge  our  colleagues  to  do  splenic  imprints 
and  smears  postsplenectomy,  particularly  in  instances 
of  questionable  or  unknown  etiology  in  order  to  facili- 
tate the  microscopic  diagnosis. 

As  in  this  case,  once  the  observation  of  crowding  of 
the  spleen  with  histiocytes  is  documented,  this  data 
must  be  conveyed  to  the  clinician  because  ceroid  his- 
tiocytosis is  a diagnosis  of  exclusion.  Sea-blue  his- 
tiocytes are  seen  in  many  conditions;  leukemia,  cir- 
rhosis of  the  liver,  sickle  cell  anemia,  Tay-Sachs  dis- 
ease, and  others.2  After  the  clinician  has  ruled  out  the 
numerous  other  possible  disease  entities,  he  con- 
fidently can  consider  sea-blue  histiocytosis  as  the  final 
clinical  diagnosis. 

The  sea-blue  histiocyte  is  20  to  60  mm  in  diameter 
with  a single  eccentric  nucleus.  Although  the  chroma- 
tion  is  condensed,  a nucleolus  is  discernible.'*  Within 
the  eytoplasm,  the  ceroid  granules  stain  sea  blue  with 
the  Wright  or  Giemsa  stains.®  This  stain  is  not 
pathognomic  for  ceroid.  Therefore,  other  his- 
tochemieal  studies  should  be  carried  out  to  confirm 
the  diagnosis  of  ceroid. 

Ceroid  is  insoluble  in  hydrocarbon  lipid  solvents 
and,  thus,  is  positive  with  both  oil  red  O and  Sudan 
black.  With  routine  hematoxylin-eosin  the  ceroid  gran- 
ules are  stained  light  brown  in  color  while  with  PAS 
the  granulas  are  reddish.  Furthermore,  acid-fast  and 
reticulin  stains  also  are  of  assistance  in  that  the  ceroid 
granules  are  reddish-brown  with  acid-fast  and  gray- 
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black  with  reticulin.  The  granules  have  a strong  affini- 
ty for  basic  dyes  such  as  methylene  blue.  They  also 
have  a greenish-yellow  autofluorescence  which  fades  to 
pale  yellow  on  frozen  section.^ 

This  case  is  of  interest  in  that  it  demonstrates  the 
relative  ease  of  observing  sea-blue  histiocytes  on  im- 
prints of  surgical  specimens  without  the  need  of  ex- 
cessive and  costly  additional  techniques.  Although  the 
bone  marrow  was  not  diagnostic,  in  retrospect,  it  did 
show  an  occasional  foamy  histiocyte. 

The  splenectomy  was  performed  because  of  the 
thrombocytopenia  and  pain  from  the  enlarged  organ. 
Close  followup  is  essential  because  numerous  authors 
have  stressed  a progressively  downhill  course  post- 
splenectomy. One  thought  is  that  these  histiocytes  will 
continue  to  invade  other  vital  organs  such  as  lung  and 
liver  after  splenectomy.  Other  authors  have  stated  that 
splenectomy  does  not  alter  the  patient’s  course.® 

Diabetes  mellitus  has  been  documented  but  no  cor- 
relation has  been  recorded  showing  pancreatic  infiltra- 
tion by  sea-blue  histiocytes.^  Although  our  patient  had 
histiocytes  in  the  liver,  they  appeared  confined  to  the 
hepatic  sinusoids  and  not  the  parenchyma  of  the 
organ. 

Our  case  also  is  unusual  in  that  the  age  of  onset  was 
quite  late;  there  is  a lack  of  any  observable  familial 
etiology;  and  none  of  the  classical  sequelae  as  yet  have 
evolved. 


We  present  and  emphasize  a methodology  for  appli- 
cation in  the  community  hospital  laboratory  as  to  the 
approach  and  diagnosis  of  this  still  elusive  syndrome. 
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Evidence  1 I 
that  all  beta  I: 
are  not  creat 


New  studies 
uncover  the 
potassium  effects  of 
beta-2  blockade 


Clinical  pharmacology 
data  from  the 
New  England  Journal 
of  Medicine: 


t..when  normal  young  men  are  given  infu- 
j sions  of  epinephrine  at  levels  such  as  those 
:j  that  circulate  in  patients  with  myocardial 
; infarction,  their  serum  potassium  concen- 
trations fall  by  about  0.8  mmol  per  liter. 
Hypokalemia  is  prevented  by. . . beta-2 
t blockade."^ 


INDERAL 
(propranolol  HCI) 
prevented  beta-2 
mediated  hypokalemia 


in  a pharmacological  study  comparing 
INDERAL  with  atenolol,  10  hypertensive 
patients  were  infused  with  the  nonselective 
beta  agonist,  isoproterenol,  which  also 
stimulates  beta-2  mediated  hypokalemia. 
At  doses  high  enough  to  overcome  beta-1 
mediated  heart  rate  reductions,  the  hypo- 
kalemia caused  by  isoproterenol  was 
blunted  by  INDEI^M,  but  not  by  atenolol.^ 


INDERAL  compared  with  atenolol: 
change  in  plasma  potassium  after 
beta-agonist  infusion^ 


3.5  7 14  35  70 

ng/kg  ' min  ’ 

INDERAL  tablets,  80  mg  qid 
i Atenolol,  100  mg  qd 
No  beta  blockade 


—adapted  from 
Vincent  et  al,  p 112^ 


■W  S 


Please  see  last  page  for  brief  summary  of  prescribing  iinfOrmation. 


Epinephrine- 
induced  hypokalemii 

can  intensify 
diuretic-induced 
hypokalemia 


! 


From  the  Lancet: 

"Although  both  diuretics  and  adrenaline  are 
known  to  cause  hypokalaemia,  we  believe 
that  this  is  the  first  demonstration  that  these 
two  factors  can  act  in  an  additive  manner. 
Routine  monitoring  of  serum  potassium  in 
patients  on  thiazide  diuretics  may  under- 
estimate the  risks  of  hypokalaemia."^ 

Epinephrine  drives  potassium  into  cells- 
an  effect  that  has  been  shown  to  be  under 
beta-2  receptor  control;  thiazides  promote 
excretion  of  potassium.  When  these  ac- 

ti^  tions  occur  together,  hypokalemia  can 
I intensify  significantly.^ 


Epinephrine-induced 
hypokalemia  can  cause 
ECG  abnormalities 
typical  of  other  forms 
of  hypokalemia 

In  a Study  of  the  effects  of  epinephrine- 
induced  hypokalemia  on  the  electro- 
cardiogram, it  was  shown  that  levels  of 
plasma  epinephrine  similar  to  those 
observed  during  myocardial  infarction 
can  produce  changes  in  ventricular  re- 
polarization, which  are  reflected  in 
T-wave  flattening  and  QT  prolonga- 
tion in  normal  subjects.^ 

In  clinical  pharmacology  studies  of  hyper- 
tensive and  normal  patients,  epinephrine- 
induced  hypokalemia  was  prevented  by 
beta-2  blockade.^ 


Please  see  last  page  for  brief  summary  of  prescribing  information. 


^ 140  '*®  180 
20  200 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Patients  with  "uncomplicated"  hyper- 
tension may  develop  ventricular 
arrhythmias  in  the  presence  of  hypo- 
kalemia.^ Once-daily  INDERAL  LA 
maintains  smooth  blood  pressure  reduc- 
tions without  a negative  effect  on  serum 
potassium  and  provides  patients  with 
broad  cardiovascular  benefits-all  in 
a convenient  daily  dose. 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycafxJia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


And  for  lifetime 
benefits  in  foundation 
treatment  of  angina 

Once-daily  INDERAL  LA  provides  24-hour 
control  of  angina  symptoms-plus  the 
cardiovascular  benefits  of  the  world's  lead- 
ing beta  blocker.  And  unlike  calcium 
channel  blockers,  INDERAL  LA,  alone  or 
with  a nitrate,  is  recommended  for  first-line 
treatment  of  stable  angina. 

Simply  start  new  patients  on  80  mg 
INDERAL  LA  once  daily.  Dosage  may 
be  increased  to  1 60  mg  once  daily  to 
achieve  maximal  control. 


MDEPZ41. 

iPROmaami  TABLETS 


10  mg  20  mg  40  mg  60  mg  80  mg  90  mg 

The  appearance  of  these  tablets  is  a registered  trademark  of  Ayerst  Laboratories. 

Once-daily 

80  120.  . 160 L . 

mg  mg ■ - mg 

(m(miuaHci)TAifuLEf 

The  appearance  of  these  capsuies  is  a registered  trademark  of  Ayerst  Laboratories. 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL^  (propranolol  hydrochloride)  Tablets  and  Injectable 
INDERAL'^  LA  (propranolol  hydrochloride)  Long  Acting  Capsules 
INDICATIONS  AND  USAGE— INDERAL  Tablets 

Hypertension:  INDERAL  (propranolol  hydrochloride)  is  indicated  in  the  management  of 
hypertension.  It  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Cardiac  Arrhythmias: 

1 ) Supraventricular  arrhythmias 

a)  Paroxysmal  atrial  tachycardias,  particularly  those  arrhythmias  Induced  by  cate- 
cholamines or  digitalis  or  associated  with  the  Wolff-Parkinson-White  syndrome.  (See  W-P-W 
under  WARNINGS.)  b)  Persistent  sinus  tachycardia  which  is  noncompensatory  and  impairs 
the  well-being  of  the  patient,  c)  Tachycardias  and  arrhythmias  due  to  thyrotoxicosis  when 
causing  distress  or  increased  hazard  and  when  immediate  effect  is  necessary  as  adjunctive, 
short  term  (2-4  weeks)  therapy  May  be  used  with,  but  not  in  place  of,  specific  therapy.  (See 
Thyrotoxicosis  under  WARNINGS.)  d)  Persistent  atrial  extrasystoles  which  impair  the  well- 
being of  the  patient  and  do  not  respond  to  conventional  measures,  e)  Atrial  flutter  and 
fibrillation  when  ventricular  rate  cannot  be  controlled  by  digitalis  alone,  or  when  digitalis  is 
contraindicated. 

2. )  Ventricular  tachycardias 

Ventricular  arrhythmias  do  not  respond  to  propranolol  as  predictably  as  do  the  supra- 
ventricular arrhythmias.  a)Ventricular  tachycardias  With  the  exception  of  those  induced  by 
catecholamines  or  digitalis,  INDERAL  is  not  the  drug  of  first  choice  In  critical  situations  when 
cardioversion  technics  or  other  drugs  are  not  indicated  or  are  not  effective,  INDERAL  may  be 
considered.  If.  after  consideration  of  the  risks  involved,  INDERAL  is  used,  it  should  be  given 
intravenously  in  low  dosage  and  very  slowly.  (See  DOSAGE  AND  ADMINISTRATION  ) Care  in 
the  administration  of  INDERAL  with  constant  electrocardiographic  monitoring  is  essential  as 
the  failing  heart  requires  some  sympathetic  drive  for  maintenance  of  myocardial  tone,  b) 
Persistent  premature  ventricular  extrasystoles  which  do  not  respond  to  conventional  mea- 
sures and  impair  the  well-being  of  the  patient 

3. )  Tachyarrhythmias  of  digitalis  intoxication 

If  digitalis-induced  tachyarrhythmias  persist  following  discontinuance  of  digitalis  and  cor- 
rection of  electrolyte  abnormalities,  they  are  usually  reversible  with  oral  INDERAL.  Severe 
bradycardia  may  occur.  (See  OVERDOSAGE  ) Intravenous  propranolol  hydrochloride  is 
reserved  for  life-threatening  arrhythmias.  Temporary  maintenance  with  oral  therapy  may  be 
indicated.  (See  DOSAGE  AND  ADMINISTRATION  in  the  package  circulars.) 

4 ) Resistant  tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia. 
Tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia  may  some- 
times arise  because  of  release  of  endogenous  catecholamines  or  administration  of  cate- 
cholamines. When  usual  measures  fail  in  such  arrhythmias,  INDERAL  may  be  given 
intravenously  to  abolish  them.  All  general  inhalation  anesthetics  produce  some  degree  of 
myocardial  depression.  Therefore,  when  INDERAL  (propranolol  hydrochloride)  is  used  to 
treat  arrhythmias  during  anesthesia,  it  should  be  used  with  extreme  caution  and  constant 
ECG  and  central  venous  pressure  monitoring.  (See  WARNINGS.) 

Myocardial  Infarction:  INDERAL  is  indicated  to  reduce  cardiovascular  mortality  in 
patients  who  have  survived  the  acute  phase  of  myocardial  infarction  and  are  clinically  stable. 

Migraine:  INDERAL  is  indicated  for  the  prophylaxis  of  common  migraine  headache  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta  receptor  stimulation. 
Clinical  improvement  may  be  temporary. 

Pheochromocytoma:  After  primary  treatment  with  an  alpha-adrenergic  blocking 
agent  has  been  instituted.  INDERAL  may  be  useful  as  adjunctive  therapy  if  the  control  of 
tachycardia  becomes  necessary  before  or  during  surgery. 

It  is  hazardous  to  use  INDERAL  unless  alpha-adrenergic  blocking  drugs  are  already  in 
use,  since  this  would  predispose  to  serious  blood  pressure  elevation.  Blocking  only  the 
peripheral  dilator  (beta)  action  of  epinephrine  leaves  its  constrictor  (alpha)  action 
unopposed. 

In  the  event  of  hemorrhage  or  shock,  there  is  a disadvantage  in  having  both  beta  and 
alpha  blockade  since  the  combination  prevents  the  increase  in  heart  rate  and  peripheral 
vasoconstriction  needed  to  maintain  blood  pressure. 

With  inoperable  or  metastatic  pheochromocytoma.  INDERAL  may  be  useful  as  an  adjunct 
to  the  management  of  symptoms  due  to  excessive  beta  receptor  stimulation 
INDICATIONS  AND  USAGE— INDERAL  LA  Long  Acting  Capsules 

Hypertension:  INDERAL  LA  (propranolol  hydrochloride)  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihyperten- 
sive  agents,  particularly  a thiazide  diuretic,  INDERAL  LA  is  not  indicated  in  the  management 
of  hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for 
the  long-t_erm  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  lor  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-in- 
duced angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  perfor- 
mance. The  effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a 
reduction  of  the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor 
stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  and  INDERAL  LA  are  contraindicated  in  1)  car- 
diogenic shock:  2)  sinus  bradycardia  and  greater  than  first  degree  block  3)  bronchial 
asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a 
tachyarrhythmia  treatable  with  INDERAL. 


WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  componen'j  - 
supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  byi 
beta  blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  bg'v 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  r.Y 
in  patients  with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  ancjj 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  ori' 
heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  ii 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  hearr’ 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible).  i 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  (propranolol  hydrochloride)  therapy.  Therefore,  when  discontinuance  of  ; 
INDERAL  is  planned  the  dosage  should  be  gradually  reduced  over  at  least  a few  weeks,  ; 
and  the  patient  should  be  cautioned  against  interruption  or  cessation  of  therapy  without 
the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and  exacerbation  of  angina 
occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take  other  measures  ; 
appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary  artery  , 
disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  ' 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  pro-  ] 
pranolol  for  other  indications,  ! 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)— 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE. 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bron- 
chodilation  produced  by  endogenous  ana  exogenous  catecholamine  stimulation  of  beta, 
receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy, 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia ' 
and  surgical  procedures,  | 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and  . 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g.,  dobutamine  or  iso-i 
proterenol.  However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  ■ 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta 
block0rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  j 
difficult  to  adjust  the  dosage  of  insulin, 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp-  | 
toms  of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  func- 
tion tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  ' 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with 
impaired  hepatic  or  renal  function,  INDERAL  Is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal: 
m^  lead  to  a return  of  increased  intraocular  pressure, 
dlinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine-  > 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or 
orthostatic  hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of 
significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of 
the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility 
that  was  attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human 
dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  ; 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia:  congestive  heart  failure:  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm. 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura, 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- ; 
tence,  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  ' 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 
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Pharmacological  Basis  of  Therapeutics: 
Vascular  g-APRENOCEPTORS* 

Charles  O.  Brostrom,  ph.d.** 


Two  types  of  a-adrenoceptors  in  conjunction  with  (3 -adrenoceptors, 
impose  adrenergic  regulation  on  the  contraction  of  smooth 
muscle  associated  with  vascular  resistance  vessels.  The  two 
forms  of  a-adrenoceptor  exhibit  differential  responses  to 
a -adrenergic  agonists  and  antagonists  and  appear  to  have 
different  mechanisms  of  action  and  distributions  at  adrenergic 
synapses  with  pressor  vascular  smooth  muscle. 


Occasionally  a scientific  paper  ap- 
pears whieh  ultimately  remolds 
the  coneeptual  thinking  devoted 
to  an  entire  body  of  biomedical  research  and  thera- 
peutics. One  such  publication  was  “A  Study  of  the 
Adrenotropic  Receptors”  authored  by  Raymond  P.  Ahl- 
quist  in  1948  in  whieh  catecholamines  were  described 
as  acting  at  multiple  receptors.*  It  was  proposed  that 
excitatory  effects  of  catecholamines,  such  as  the  trig- 
gering of  smooth  muscle  contraetion,  usually  originate 
following  binding  at  “alpha”  adrenergie  receptors 
whereas  inhibitory  actions,  such  as  the  relaxation  of 
smooth  muscle,  were  thought  to  arise  ordinarily  follow- 
ing binding  of  catecholamine  to  “beta”  adrenergic  re- 
ceptors. This  hypothesis  contrasted  sharply  with  the 
then  prevalent  view  that  sympathetie  agonists  were 
either  purely  excitatory  (sympathin  E)  or  inhibitory 
(sympathin  1),  and  emphasized  as  well  the  important 
determinant  properties  of  the  receptor  in  agonist  ac- 
tion. 

Due  to  the  aeeelerating  pace  of  biomedical  research, 
Ahlquist,  who  lived  until  1983,  enjoyed  the  personal 
satisfaction  of  observing  the  impact  of  this  insight  on 
continuing  research  devoted  to  biogenic  amines.  Selec- 
tive agonists  and  antagonists  were  developed  for  the 
alpha  and  beta  adrenoceptors  that  Ahlquist  had  earlier 
predicated,  and  each  receptor  type  was  further  sub- 
classified («i,  «2,  /?!,  iSa)-^  While  much  has  been  learned 
regarding  the  pharmacology  and  functioning  of  the 


various  adrenoceptors,  eontinuing  experimentation 
has  revealed  enormous  complexity  and  ample  room  for 
scientific  controversy.  One  aspeet  of  this  area  which 
is  progressing  particularly  rapidly  and  which  holds 
considerable  promise  for  developing  future  thera- 
peutic agents  is  the  characterization  of  a-adrenoceptor 
subtypes,  distribution,  and  properties.  The  following 
text  briefly  will  summarize  eurrent  understanding  of 
the  a-adrenoceptor  system,  particularly  with  respect  to 
the  functioning  of  the  vaseular  smooth  muscle  of  re- 
sistance vessels. 

The  intravenous  administration  of  a single  dose  of 
epinephrine  to  a pithed  or  anesthetized  animal  nor- 
mally produces  a biphasic  response  in  blood  pressure, 
consisting  of  a rapid  but  transient  rise  and  a slow  fall 
of  longer  duration.  In  large  part,  these  effeets  on  pres- 


*This  article,  seventh  in  a series,  prepared  under  the  leader- 
ship of  Bruee  McL.  Breckenridge,  M.D.,  Chairman,  Depart- 
ment of  Pharmacology,  UMDNJ-Rutgers  Medical  School,  is  a 
brief  review  of  recent  advances  in  pharmacology  and  related 
preclinical  seiences,  which  will  help  readers  to  understand 
the  action  of  new  and  established  therapeutic  agents.  The 
reviews  do  not  eonsider  indications  for  specific  drugs,  incom- 
patibilities, or  dosage  forms,  which  can  be  found  in  the  AMA 
Drug  Evaluations,  5th  Edition,  1983. 

**From  the  Department  of  Pharmacology,  UMDNJ-Rutgers 
Medical  School,  Piscataway,  NJ  08854.  Correspondence  may 
be  addressed  to  Bruce  McL.  Breckenridge,  M.D.,  Chairman, 
Department  of  Pharmacology,  UMDNJ-Rutgers  Medical 
School,  P.O.  Box  101,  Piscataway,  NJ  08854. 
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sure  which  occur  in  response  to  the  catecholamine, 
reflect  changes  in  the  balance  between  contraction 
(a-adrenoceptor  mediated)  and  relaxation  (/3-adreno- 
ceptor mediated)  of  vascular  smooth  muscle  of  small 
arteries  and  arterioles  associated  with  maintaining 
peripheral  resistance  to  blood  flow.  Selective  an- 
tagonists (Table)  for  either  a-  or  /3-adrenoceptors  will 
eliminate,  respectively,  either  the  rise  or  fall  in  pres- 
sure. In  practical  terms,  numerous  substances  in  ad- 
dition to  catecholamines  affect  peripheral  resistance, 
therefore,  changes  in  vascular  tone  are  superimposed 
upon  a background  provided  by  other  humoral  agents. 
It  is  important  to  recognize  that  it  is  so  difficult  to 
isolate  small  vessels  for  direct  study  that  much  of  the 
currently  available  detail  relating  to  vascular 
adrenoceptors  has  been  generated  using  isolated  prep- 
arations of  larger  vessels  or  perfused  beds  possessing 
a mixture  of  blood  vessels. 

During  the  past  ten  years  a variety  of  substances 
including  a-adrenoceptor  agonists,  adenosine, 
prostaglandins  of  the  E series,  dopamine,  muscarinic 
cholinergic  agonists,  histamine,  serotonin,  and  opioids 
have  been  reported  to  reduce  the  release  of  nor- 
epinephrine from  the  adrenergic  nerve  terminals  of 
vascular  smooth  muscle.^  In  contrast  /3-adrenergic 
agonists,  nicotinic  cholinergic  agonists,  angiotensin, 
and  probably  prostaglandins  of  the  F series  have  been 
found  to  increase  norepinephrine  release  and,  hence, 
to  increase  the  intensity  of  adrenergic  nerve  trans- 
mission. Of  these  presynaptic  receptors,  the  a-adreno- 
ceptor has  been  hypothesized  to  be  the  most  important 
as  a putative  regulator  of  adrenergic  neuro-trans- 
mission  and  is  surely  the  most  thoroughly  studied."*  It 
is  clear  that  those  a-adrenergic  agonists  and  an- 
tagonists which  interact  with  the  presynaptic  a- 
adrenoceptor  have  a different  rank  of  order  of  poten- 
cies than  was  found  for  the  same  agents  acting  at  the 
a-adrenoceptors  on  vascular  smooth  muscle.  On  this 
basis  the  predominant  form  of  presynaptic  a-adreno- 
ceptor was  determined  to  be  aj  whereas  that  as- 
sociated with  vascular  smooth  was  aj.  This  discovery 
led  to  the  controversial  hypothesis  that  aa-adrenocep- 
tors  at  the  presynaptic  adrenergic  nerve  varicosities 
control  norepinephrine  output  through  responding  to 
norepinephrine  in  the  synaptic  cleft  by  inhibiting 
further  release  of  the  catecholamine,  thus  providing 


negative  feedback  regulation.^  While  this  hypothesis 
adequately  described  the  behavior  of  various 
adrenergic  synapses  responding  to  either  exogenous 
catecholamine  or  sympathetic  nerve  stimulation  in  the 
presence  of  added,  nonselective  a-adrenergic  an- 
tagonists, it  fell  short  of  explaining  the  behavior  of 
adrenergic  synapses  associated  with  resistance 
vasculature.  Pressor  innervation  proved  to  be  relatively 
insensitive  to  aa-adrenoceptor-mediated  control  of  nor- 
epinephrine release,  probably  because  the  much  larger 
synaptic  cleft  in  these  areas  and  the  intermittency  of 
catecholamine  release  do  not  favor  sufficient  ac- 
cumulation of  norepinephrine  to  activate  the 
presynaptic  receptor.® 

The  postsynaptic  smooth  muscle  cells  of  resistance 
vessels  now  are  known  to  possess  both  forms  of 
a-adrenoceptor,  each  of  which  can  contribute  to  the 
overall  pressor  effect.*”  Circulating  catecholamines  at 
low  concentrations  preferentially  activate  aa-adreno- 
ceptors  and  readily  are  blocked  by  aa-selective  an- 
tagonists. In  contrast,  the  stimulation  of  pressor 
nerves  at  high  frequency  primarily  activates  a^ 
adrenoceptors  as  confirmed  by  ai-selective  blocking 
agents.  On  first  appraisal  one  might  suspect  that  these 
differences  are  likely  to  arise  from  differences  in  sur- 
face distribution  of  the  two  adrenoceptor  types  but 
that  conclusion  is  not  entirely  sustained  by  additional 
information.  It  is  known,  for  example,  that  decreasing 
frequencies  of  pressor  nerve  stimulation  in  the  rabbit 
introduce  an  important  component  of  aj-adrenoceptor 
mediated  smooth  muscle  contraction.*”  In  addition,  as 
one  increases  the  concentration  of  exogenous  nor- 
epinephrine, effects  on  resistance  vessels  progress 
from  a2-  to  predominately  ai-adrenoceptor  effects.  Non- 
selective a-adrenergic  agonists  promote  an  initial 
rapid  ai-adrenoceptor  mediated  rise  in  blood  pressure 
that  decays  into  a prolonged  phase  which  is  mediated 
in  large  part  by  an  aa-adrenoceptor.  At  the  time  of  peak 
response,  only  the  a, -adrenoceptor  component  is  seen. 
To  summarize,  prolonged  exposure  of  resistance 
vasculature  to  low  concentrations  of  norepinephrine 
either  from  pressor  nerve  stimulation  or  added  ex- 
ogenously, produces  largely  aa-adrenoceptor  stimu- 
lation whereas  acute  exposure  to  higher  concentra- 
tions of  the  catecholamine  predominantly  activates 
a 1 -adrenoceptors.  These  differences  could  conceivably 


TABLE 

Common  Agonists  and  Antagonists  at  Adrenoceptors 


a - Adrenoceptors 

Nonselective 

a 1 -Selective 

aa-Selective 

a-adrenergic 

agonists 

norepinephrine** 

methoxamlne 

clonidine,  -methyl 
norepinephrine 

a-adrenergic 

antagonists 

phentolamine, 

phenoxybenzamine 

prazosin 

corynanthine 

yohimbine, 

rauwolscine 

/3 -Adrenoceptors 

Nonselective 

/3i -Selective 

/ij-Selective 

J-adrenergic 

agonists 

isoproterenol 

dobutamine 

terbutaline, 

ritodrine 

/3-adrenergic 

antagonists 

propranolol, 

timolol 

metoprolol, 

atenolol 

butoxamine 

The  selectlvities  of  the  above  agents  as  noted  in  the  text  frequently  are  concentration  dependent. 
•^Norepinephrine  also  activates  /3i-adrenoceptors. 
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be  related  to  variations  in  the  mechanism  of  action  of 
the  two  respective  ^-adrenoceptors,  including  a pos- 
sible differential  tendency  to  undergo  tachyphylaxis. 

The  two  most  prominent  and  best  established  regu- 
latory substances  mediating  the  intracellular  actions 
of  rapidly  acting  extracellular  humoral  agents  are 
adenosine  3’, 5’  cyclic  monophosphate  and  Ca^^.  In  con- 
trast to  /^-adrenoceptors,  which  generally  are  con- 
sidered to  respond  to  agonists  by  activating  adenylate 
cyclase  and  hence  increasing  cAMP  concentrations,® 
^-adrenoceptors  respond  to  agonists  by  mobilizing 
Ca^^  from  intracellular  storage  sites  (such  as  the  en- 
doplasmie  retieulum  or  mitochondrion)  or  by  opening 
plasmalemmal  channels  for  the  cation  to  enter  the 
cell.*^  While  both  the  a,-  and  aa-adrenoceptors  inerease 
cytoplasmic  concentrations  of  nonsequestered  or 
“free”  Ca^^  whieh  then  mediates  their  intraeellular  ef- 
fects, the  two  receptors  are  believed  to  do  this  by  some- 
what different  mechanisms  that  are  complex  and  im- 
perfectly understood  at  present.^  For  example,  in  most 
but  not  all  vascular  smooth  muscle  preparations 
aa-adrenoeeptor  effects  appear  to  be  more  sensitive 
than  «i-adrenoeeptors  to  suppression  by  Ca^^-entiy 
blockers,  sueh  as  verapamil,  that  block  depolarization 
dependent  Ca^^  channels.^  There  also  is  evidenee  that 
the  tta-adrenoceptor  pressor  response,  in  contrast  to 
the  a, -receptor  response,  requires  maintenance  by  cor- 
tieosteroids  and  is  possibly  affeeted  by  angiotensin  11.'° 
Respiratory  aeidosis  shifts  the  pressor  effeet  from  a 
predominantly  «i-  to  an  aa-adrenoeeptor  response." 
One  elear  differenee  generally  observed  between  the 
two  a-adrenoeeptors  is  that  the  aa  form  suppresses 
adenylate  eyclase  activity  and  is  more  effectively  re- 
versed in  its  actions  by  a-adrenergic  agonists  than  is 
the  tti-adrenoceptor.®  In  summary,  in  vascular  smooth 
muscle  the  aa-adrenoeeptor  appears  to  open  de- 
polarization dependent  Ca^^  ehannels  to  allow  the  ca- 
tion to  enter  the  eells  stimulating  eontraction,  while 
concomitantly  inhibiting  adenylate  cyelase  aetivity. 
The  a 1 -adrenoceptor,  while  activating  depolarization- 
dependent  channels,  also  may  open  other  forms  of 
Ca^^  channels  or  mobilize  some  intraeellular  se- 
questered eation  stores. 

The  complexity  of  the  interactions  among  the 
adrenoceptors  in  vaseular  smooth  muscle  associated 


with  regulating  pressor  responses  provides  a eontinu- 
ing  opportunity  for  developing  useful  therapeutie 
agents  to  control  hypertension,  congestive  heart  fail- 
ure, and  other  eardiovascular  disorders.  For  some  time, 
both  agonists  and  antagonists  whieh  effeetively  dis- 
eriminate  between  a-  and  /1-adrenoceptors  have  been 
available.  High  degrees  of  selectivity  for  a-adrenergic 
antagonists  at  a,-  and  aa-adrenoceptors  exist  but  dis- 
crimination among  agonists  for  the  two  reeeptors  is 
poor,  with  differenees  in  coneentration  dependencies 
for  activation  being  only  about  threefold.  Moderate 
degrees  of  receptor  speeificity  exist  between  /?,-  and 
i^a-adrenergic  selective  agonists  and  antagonists.  Sinee 
the  two  of-adrenoceptors  respond  differentially  to  Ca'^^ 
entry  blockers,  acidosis,  and  /3-adrenoceptor  aetivity,  as 
well  as  other  faetors,  numerous  possibilities  exist  for 
drug  interaetions  to  oecur  and  to  influence  pressor 
responses  for  therapeutie  good  or  ill. 
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“Investments.  Auctions.  College. 
Business  expansion. 

“Will  you  have  ready  capital  when 
golden  opportunities  knock?  The  Hungry 
Bankers  say  ‘Yes! 

“We  give  you  a choice  of  credit  lines 
that  put  you  in  touch  with  a whole  world  of 
financial  freedom. 

“Chec-King,  for  instance,  adds  the 
convenience  of  a line  of  credit  to  your 
Midlantic  checking  or 
NOW  account. 

Whenever  you 
need  money, 
write  a check 
—up  to  the 
limit  of  your 
credit  line. 


“Need  a larger  line  of  credit?  Try  our 
Capital  Line*""  account  on  for  size.  It  gives  you 
a standing  line  of  credit.  Anywhere  from 
$10,000  to  $100,000. 

‘Any  time  a great  opportunity  comes  your 
way,  simply  write  one  of  your  Capital  Line 
checks.  As  often  as  you  like.  For  as  little 
as  $500.  Or  as  much  as  $100,000. 

‘Applying  is  easy,  too.  Just  stop  by 
any  Midlantic  office.  Our  brief  appli- 
cation could  be  the  last  of  its  kind 
you’ll  ever  have  to  fill  out. 

“Let  the  Hungry  Bankers 
put  up  to  $100,000  of  financial 
leverage  right  at  your  fingertips 
“Then,  when  you  need  it, 
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you  ve  got  it. 
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Bob  Van  Buren,  Chairman, 
Midlantic  Banks  Inc. 


Opinion:  Do  We  Need 
National  Gun  Control  Laws? 


Joseph  F.  Fennelly,  m.d.,  madison* 


If  we  are  to  hcwe  a safe  and  peaceful  world,  we  must  act  locally 
and  think  globally.  We  need  to  assist  the  passcLge  of  national  gun 
control  laws. 


With  winter  upon  us,  we  hardly 
are  in  the  mood  to  reflect  upon 
the  unfinished  business  that 
surrounded  the  mass  murder  of  men,  women,  and  chil- 
dren occurring  in  southern  California.  This  carnage, 
sandwiched  between  the  celebration  of  ideas  and 
ideals  at  the  Democratic  National  Convention  and  the 
celebration  of  the  physical  accomplishments  at  the 
summer  Olympics,  is  veiy  unpleasant  to  dwell  upon. 
However,  without  further  apologies,  I suggest  that  we 
look  at  some  of  these  ideas  as  a guide  to  effective 
action. 

New  York’s  Governor  Mario  Cuomo  in  a speech  elo- 
quently elucidated  the  idea  of  family,  mutuality,  of  the 
sharing  of  benefits  and  burdens.  Who  wiU  and  should 
come  forth  to  share  these  burdens?  Who  shall  assume 
leadership  toward  solving  some  of  the  problems  con- 
cerning violence  in  our  nation? 

I suggest  that  the  health  profession  lead  the  fight  for 
strong  national  gun  control.  The  physician:  has  a fund 
of  knowledge  about  the  mental  aberrations  that 
usually  appear  as  violent  behavior;  is  aware  of  the  pub- 
lic health  principles  in  epidemiology  and  ecology;  and 
knows  about  the  use  of  isolation  and  quarantine  to 
prevent  the  spread  of  disease. 

While  we  are  engaging  in  the  genuine  debate  as  to 
whether  people  and/or  guns  kill,  we  should  avoid  the 
polarization  of  ideas  and  emphasize  the  continuum 
between  the  victim  at  the  end  of  the  barrel  and  the 


victim  at  the  trigger  of  the  handgun.  The  current  na- 
tional concern  about  controlling  the  drunken  driver 
and  reducing  the  harmful  effects  of  the  automobile  by 
advocating  the  wearing  of  seat  belts  suggests  that 
people  and  the  inanimate  kill.  With  this  realization  we 
are  equipped  to  deal  with  the  automobile  in  an  effec- 
tive fashion:  we  can  create  a model  from  which  effective 
and  just  gun  control  laws  can  be  passed.  We  would 
recognize  that  it  is  both  the  inanimate  object  (auto- 
mobile/gun) and  the  human  in  “control”  that  must  be 
subject  to  control. 

The  physician  must  demonstrate  that  the  rationale 
for  reducing  the  dangers  inherent  in  the  simple  and 
easy  access  to  handgun  ownership  could  come 
through  sensible  isolation  and  quarantine  measures. 
A substantial  number  of  deaths  can  be  avoided  by 
simply  removing  the  ability  of  a disturbed  person  to 
act  out  his  aggressive  feelings.  Society  then  can  protect 
the  victim  and  the  victimizes  The  disturbed  person 
frequently  is  emotionally  relieved  by  the  reassurance 
that  society  will  prevent  him  from  hurting  himself 
through  violence  toward  others. 

I believe  the  public  is  ready  for  action.  Shortly  after 
John  Lennon’s  death  (performed  by  a mentally  ill  per- 
son using  a handgun),  I corresponded  with  the  two 
Senators  from  New  Jersey  and  the  Congresswoman 


*Dr.  Fennelly  is  an  internist.  Correspondence  may  be  ad- 
.dressed  to  Dr.  Fennelly,  8 Shunpike  Rd.,  Madison,  NJ  07940. 
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from  my  district.  Each  favored  stronger  national  gun 
control  laws.  These  viewpoints  reflected  the  over- 
whelming public  opinion  which  is  reinforced  with 
each  publicized  episode  of  individual  violence. 

The  evolving  ethics  of  social  responsibility  particu- 
larly manifested  through  the  growing  woman’s  move- 
ment— the  different  voice  addressing  compassion  and 
nurturing — suggest  glimpses  of  the  past.  A turning 
point  toward  a more  civilized  society  is  thought  to  have 
occurred  when  the  women  of  the  nomadic  tribes  sug- 
gested to  the  male  hunters  that  they  not  only  hunt  but 
“gather.” 


James  Huberty,  the  late  California  victimizer,  is 
quoted  as  having  said,  “1  am  going  to  hunt  humans.” 
Where  then  are  the  modem  “gatherers?” 

It  is  time  that  we  redefined  our  social  obligations  as 
health  professionals  by  becoming  more  active  in  the 
human  potential  movement.  We  Ccin  share  and  re- 
discover our  responsibilities  to  each  other  in  the  belief 
that  “no  man  is  an  island.” 

By  assisting  in  the  passage  of  sane  national  gun 
control  laws,  we  can  produce  a “pebble  in  the  pond” 
effect.  If  we  are  to  have  a safe  and  peaceful  world,  we 
must  act  locally  and  think  globally. 
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DOCTOR’S 

NOTEBOOK 


Trustees  ’ Minutes; 
UMDNJ  Notes;  MSNJ 
Auxiliary;  AMNJ  Report; 
Current  Legislation; 
Physicians  Seeking 
Location  in  New  Jersey 


Trustees’  Minutes 
November  18,  1984 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  No- 
vember 18,  1984,  at  the  Executive 
Offices  in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Rigjit  To  Know  Law . . .Was  advised 
that  Doctor  Altman,  Assistant  Com- 
missioner, Division  of  Epidemiology 
and  Disease  Control,  New  Jersey  De- 
partment of  Health,  would  prepare  a 
summary  encompassing  the  facts  of 
the  right  to  know  law  concerning 
hazardous  substances  in  the  work- 
place and  environment  that  is  appli- 
cable to  physicians. 

PRO  . . . Approved  the  formation  of 
a committee  comprised  of  members 
of  MSNJ  to  review  screening  criteria 


and  the  basis  for  these  criteria,  and 
to  determine  what  mechanisms  are 
in  the  PRO  program  to  protect  the 
patient  from  underutilization. 
Agreed  that  the  development  of  a 
standard  contract  for  hospitals  deal- 
ing with  the  PRO  should  be  a joint 
effort  of  the  Executive  Committees 
of  MSNJ  and  the  New  Jersey  Hospi- 
tal Association.  Also,  voted  to  re- 
quest that  MSNJ  be  allowed  rep- 
resentation as  an  observer  of  the 
PRO  Board,  pending  consideration 
by  the  PRO  for  MSNJ  to  have  official 
representation  on  their  Board. 

UMDNJ  . . . Noted  that  plans  are  in 
the  making  to  create  a major  health 
care  complex  by  relocating  the  Unit- 
ed Hospitals  facility  on  the  Univer- 
sity’s Newark  campus,  adjacent  to 
University  Hospital. 

Council  on  Legislation  . . . 

1)  Old  Business  . . . 

a)  A-27— Blood  Donations  . . . 

Voted  to  refer  this  bill  back  to  the 
Council  on  Legislation  for  re- 
consideration: the  bill  provides  that 
a person  who  makes  a blood  dona- 
tion when  he  knows  he  is  infected 
with  a communicable  disease  shall 
be  guilty  of  a fourth  degree  crime. 

2)  Current  State  Legislation . . . Ap- 
proved the  positions  recommended 
by  the  Council  on  Legislation,  with 
the  exception  of  A-2276— PMS/Pre- 
menstrual  Syndrome  where  the  pos- 
ition of  no  action  was  changed  to 
disapproved.  (A  list  of  the  bills  ap- 
pears on  page  69.) 

Council  on  Public  Health  . . . Ap- 
proved the  following  recommen- 
dation: 

That  MSNJ  urge  the  Governor  to  find  a 
solution  to  the  problem  of  insufficient 
Medicaid  reimbursement  for  pertussis 
and  polio  immunization,  inasmuch  as 
the  present  situation  will  result  in  chil- 
dren not  receiving  the  benefit  of  im- 
munization. 

Committee  on  Annual  Meeting  . . . 

Approved  the  following  topic  for  the 
general  session  at  the  Annual  Meet- 
ing, “Appropriate  Medical  Care  in 
the  Last  Year  of  Life.” 

Committee  on  Biomedical  Ethics 

. . . Approved  the  following  two  rec- 
ommendations: 

That  the  Board  of  Trustees  approve  the 
Guidelines  for  Supportive  Care  Plans. 


That  the  Board  of  Trustees  transmit  the 
Guidelines  to  the  New  Jersey  Depart- 
ment of  Health,  the  New  Jersey  State 
Board  of  Medical  Examiners,  and  the 
New  Jersey  Health  Care  Facilities  As- 
sociation, with  the  request  that  they  en- 
dorse them. 

Special  Committee  on  Long-Range  ; 
Planning  and  Development . . . Ap-  ; 

proved  the  following  four  rec-  j 
ommendations: 

1)  That  resident  physician  applications 
for  provisional  membership  be  processed 
at  the  state  level.  (The  interview  portion  ; 
of  the  credentialling  process  is  to  be  com- 
pleted at  the  county  level.) 

2)  That  simultaneously  with  the  appli- 
cation to  the  state  for  provisional  mem- 
bership, an  application  for  membership  ; 
also  is  to  be  submitted  to  the  county  so- 
ciety. 

3)  That  after  satisfactory  completion  of 
the  application  at  the  state  level,  a resi- 
dent physician  shall  be  admitted  as  a ■ 
provisional  member  for  a period  up  to  six 
months,  with  the  proviso  that  within  the 
six-month  period  he  or  she  must  become 
a member  of  the  county  society  in  order 
to  reach  full  member  status  at  the  state 
level. 

4)  That  county  societies  be  urged  to  ex- 
pedite the  credentialling  process. 

Ad  Hoc  Committee  on  Women  : 
Membership  . . . Approved  the  fol- 
lowing three  recommendations: 

1)  That  no  further  effort  or  money  be 
expended  in  the  recruitment  of  graduate 
women  physicians  as  a separate  unit. 

2)  That  all  future  recruitment  of  phy- 
sicians, male  or  female,  be  initiated  at  the 
student  and  resident  level  through  a 
special  project  effort  similar  to  the 
proposed  AMA  program. 

3)  That  the  Ad  Hoc  Committee  on 
Women  Membership  be  disbanded. 

JEMPAC  . . . 

1 ) Appointment  of  Board  Member 

. . . Approved  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  approve  the 
appointment  of  Dr.  Rudolfo  Pascual  to 
the  JEMPAC  Board  of  Directors. 

2)  JEMPAC  Liaisons  . . . Approved 
the  following  recommendation: 

That  the  Board  of  Trustees  ask  the  ex- 
ecutive committee  of  each  county  medi- 
cal society  to  appoint  one  member  from 
their  society  to  serve  as  a liaison  to  JEM- 
PAC. 
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Committee  on  Medical  Defense  and 
Insurance  . . . 

Tax  Audit  Insurance  . . . Disap- 
proved the  following  recommen- 
dation: 

That  MSNJ  offer  “Tax  Right,  Tax  Audit 
Insurance,”  as  presented  by  Bowdring  & 
Company,  Inc.  as  a membership  benefit. 

New  Business  . . . 

1)  AMA  and  Medical  Inter-In- 
surance  Exchange  Activities  . . . 
a}  Update  on  Preliminary  Injunc- 
tion/Complaint Against  Implemen- 
tation of  New  Medicare  Laws  . . . 
Noted  that  the  U.S.  District  Court  in 
southern  Indiana  did  not  grant  the 
motion  filed  by  the  AMA,  the  Indiana 
State  Medical  Association,  and  sev- 
eral physicians,  which  sought  a 
preliminary  injunction  against  the 
October  1,  1984,  implementation  of 
the  new  Medicare  Law,  but  granted 
limited  relief  to  those  physicians 
who  were  unable  to  obtain  the  com- 
plete Medicare  information  re- 
quested by  their  carriers, 
b)  PRO  Contract . . . Noted  that  Dr. 
Todd  mentioned  a request  for 
proposal  has  come  out  from  HCFA 


for  a group  to  become  the  validation 
agent  for  the  PRO  process  na- 
tionwide. 

c)  Professional  Liability  Rates  . . . 

Noted  that  MllENJ  would  increase 
rates  across  the  board,  approximate- 
ly 24.1  percent. 

d)  NJ  Medical  Malpractice  Re- 
insurance Association  . . . Noted 
that  the  Reinsurance  Association, 
which  no  longer  is  writing  in- 
surance, faces  a $42-1-  million  defi- 
cit, about  $35  million  of  which  is 
attributable  to  physicians. 

2)  Physicians’  Practice  Costs 
Survey  . . . Received  as  informative 
a communication  from  NORC,  a 
social  science  research  center  at  the 
University  of  Chicago,  describing 
the  Physicians’  Practice  Cost  Study 
being  conducted  for  the  Health  Care 
Finance  Administration. 

Correspondence  . . . Noted  that  the 
Connecticut  State  Medical  Society 
appreciated  the  crucial  support  ex- 
tended to  its  new  physician-owned 
professional  liability  insurance  com- 
pany by  MllENJ. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

For  UMDNJ,  1984  was  a year  in 
which  sights  were  focused  firmly  on 
the  future.  The  major  events  of  the 
year  centered  on  plans  and  in- 
itiatives designed  to  move  New  Jer- 
sey forward  into  a new  era  of  health 
care  and  health  sciences  education. 

During  1984,  UMDNJ  was  de- 
veloping new  kinds  of  partnerships 
with  public  and  private  resources  in 
the  state  in  order  to  achieve  its  goals 
more  quickly  and  efficiently. 

In  Newark,  a world-class  academic 
health  center  was  taking  shape  as 
the  result  of  partnerships  forged  be- 
tween the  University  and  other  high- 
er education  units  in  Newark,  be- 
tween UMDNJ  and  private  health 
care  facilities  and  corporations,  be- 
tween the  University  and  New  Jersey 
physicians,  and  with  the  entire  New- 
ark community. 

In  central  New  Jersey,  with  voter 
approval  of  the  $90  million  Jobs, 
Science  and  Technology  Bond  Issue, 
UMDNJ  struck  a partnership  as 
large  as  the  state  itself.  The  people 
of  New  Jersey  have  given  UMDNJ 
and  Rutgers  University  the  task  of 
building  a Center  for  Advanced 
Biotechnology  and  Medicine 
(CABM)  in  Piscataway  that  will  draw 
together  the  health  sciences  re- 
search resources  of  the  two  univer- 
sities and  create  linkages  with  simi- 
lar resources  in  the  private  sector.  At 
the  same  time,  UMDNJ  will  have  the 
additional  responsibility  of  trans- 
lating the  research  advances  made 
by  CABM  into  better  health  care  for 
New  Jerseyans,  a step  to  be  ac- 
complished through  the  University’s 
close  ties  with  Middlesex  General- 
University  Hospital  in  New  Bruns- 
wick and  with  other  private  health 
care  facilities  in  the  region. 

In  southern  New  Jersey,  the  part- 
nerships created  to  make  medical 
education  possible  grew  stronger  in 
1984  and  prepared  for  expanded  de- 
velopment in  the  new  year.  State 
funding  assured  continuation  in 
eight  southern  New  Jersey  counties 
of  the  Area  Health  Education  Center 
programs  that  bring  together  feder- 
al, state,  county,  and  municipal  re- 
sources to  address  the  region’s 
needs  for  health  care  and  health 
care  professionals. 

New  legislation  made  it  possible 
for  the  Institute  of  Medical  Re- 


Daily  Schedule 
219th  Annual  Meeting 

May  2-5,  1985 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Thursday,  May  2,  1985 

9:00  AM. — Registration  Opens 
9:00  AM. — Message  Center  Opens 
2:00  p.M. — House  of  Delegates 

4:00  p.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 

Friday,  May  3,  1985 

7:30  AM. — Registration  Opens 
9:00  AM.— House  of  Delegates  (election) 

9:00  AM  — Message  Center  and  Exhibits  Open 
12:00  NOON — Golden  Merit  Award  Ceremony  Followed  by  Reception 
2:30  P.M —Reference  Committees  (Three  Reference  Committee  Meetings) 
5:00  p.M. — JEMPAC  Political  Forum 
5:45  p.M. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  4,  1985 

8:00  AM. — Registration  Opens 
8:30  AM. — House  of  Delegates 
9:00  AM —Message  Center  and  Exhibits  Open 
1:30  p.M. — House  of  Delegates 

6:30  p.M —Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  5,  1985 

8:00  AM. — Registration  Opens 
9:00  AM.— Message  Center  and  Exhibits  Open 
9:00  AM. — Program  of  Major  Interest  to  Physicians 
12  NOON — Luncheons  and  Board  of  Trustees’  Meeting 
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search,  a nonprofit  center  for 
biomedical  investigation,  to  relocate 
to  the  University’s  Camden  campus. 
Almost  before  the  $9  million  Educa- 
tion and  Research  Building  near 
Cooper  Hospital/University  Medical 
Center  in  Camden  opened  in 
mid- 1984,  South  Jersey  programs 
had  outgrown  the  new  facility.  A re- 
port is  expected  in  1 985  from  a con- 
sulting panel  of  five  distinguished 
educators  and  scientists  who  have 
been  examining  this  area’s  medical 
education  programs,  including  site 
visits  in  September,  October,  and 
November.  Their  recommendations 
could  bring  about  major  changes  in 
the  configuration  of  the  education  of 
some  of  our  physicians. 

As  1984  was  drawing  to  a close, 
UMDNJ’s  Board  of  Trustees  resolved 
to  intensify  planning  for  colocation 
with  United  Hospitals  Medical 
Center  of  Newark,  a project  that  reaf- 
firmed the  University’s  commitment 
to  the  people  of  Newark  and  to  de- 
veloping the  finest  possible  health 
care  system  for  New  Jersey.  Coloca- 
tion would  entail  phasing  out  Unit- 
ed ’s  obsolescent  facilities,  which  are 
situated  within  six  blocks  of  our 
Newark  campus,  and  constructing  a 
new  wing  on  University  Hospital  to 
house  the  voluntary  medical  center’s 
programs. 


Colocation  will  reduce  signifi- 
cantly the  number  of  excess  hospital 
beds  in  the  Newark  area  The  overall 
plan,  which  will  be  overseen  by  an 
advisory  committee  of  representa- 
tives of  the  boards  of  UMDNJ  and 
United  Hospitals  as  well  as  the  busi- 
ness, professional,  and  public  com- 
munities, also  will  look  at  options  for 
making  health  services  more  con- 
venient and  accessible  through  am- 
bulatoiy  care  satellite  clinics  and 
home  health  care. 

Earlier  in  1984,  UMDNJ’s  Univer- 
sity Hospital  addressed  those  same 
issues  in  its  strategic  plan  for  pro- 
gram development  including  cancer 
treatment,  newborn  and  child 
health  services,  and  neurosciences 
and  neurosurgery.  A cooperative  ef- 
fort with  United  Hospitals  Medical 
Center  could  permit  broader  and 
more  rapid  development,  as  well  as 
unification  of  related  and  com- 
plementary programs  that  are  sup- 
ported by  similar  professional  st^f 
and  equipment. 


MSNJ  Auxiliary 

Grace  Gellman 
President 

The  Medical  Society  of  New  Jersey 
Auxiliary  joined  with  the  American 


The  Journal  of  the 
Medical  Society  of  New  Jersey 

presents 

300  YEARS  OF 
MEDICINE  IN  NEW  JERSEY 

September  1984 

We  are  celebrating  the  histoiy  of  medicine  in  New  Jer- 
sey. This  special  issue  illuminates  the  beginnings  of  our 
health  care  system  and  the  growth  of  medical  care:  essays 
highlight  those  talented  individuals  who  devoted  themselves 
to  this  system,  and  commentaries  present  the  development 
of  specialized  care  in  associated  fields  of  medicine.  Plus  a 
special  photography  section  highlighting  three  statewide 
exhibits. 

Copies  of  this  issue  are  available  by  sending  $5.00 
(check  or  money  order)  to  MSNJ,  Two  Princess  Road,  Law- 
renceville,  NJ  08648.  All  MSNJ  members  will  receive  one  copy 
of  this  issue. 
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Cancer  Society  and  the  American 
Lung  Association  of  New  Jersey  to  i 
work  on  the  Great  American  Smoke-  | 
out  dispensing  materials  for  offices,  i 

The  1985  National  Cluster  meet-  i 
ing  will  be  held  February  12  to  14,  | 
in  Chicago.  This  meeting  is  offered  i 
by  the  AMA  Auxiliary  to  encourage 
discussion  of  mutual  concerns  ; 
among  the  incoming  state  presi-  'i 
dents  and  presidents-elect.  It  also  in- 
forms these  officers  of  National’s  fu- 
ture plans  and  programs  as  well  as  i 
provide  leadership  training.  1 am  i 
happy  to  say  that  Mrs.  Charles  i 
Moloney  and  the  nominated  presi- 
dent-eleet  will  represent  the  MSNJ 
Auxiliary  at  that  meeting. 

The  Impaired  Physicians  Program 
together  with  the  Auxiliaries  to  the 
Medical  Society  of  New  Jersey  and 
the  New  Jersey  Assoeiation  of  Os- 
teopathic Physicians  and  Surgeons 
will  cosponsor  a one-day  seminar  to 
be  held  Mareh  24,  1 985,  Medical  So- 
ciety headquarters.  The  topic  will  be, 
“The  Medical  Family,  Its  Strengths, 
Its  Weaknesses  and  Insuring  Its 
Survival.’’  Dr.  M.O.  Vincent  will 
speak  on  ‘The  Physician’s  Fam- 
ily— Strengths  and  Weaknesses” 
and  “The  Physician  and  The  Phy- 
sician’s Famity  Survival  and  Solu- 
tions”: Dr.  David  I.  Canavan  will 
speak  on  the  impaired  physician; 
and  Rev.  Edward  G.  Reading’s  topic 
will  be  ‘The  Impaired  Physician’s 
Family  and  Family  Therapy.”  Also  on 
the  program  is,  “Special  Stresses — 
Retirement  and  Malpractice  Suits.” 
We  encourage  you  to  attend  this  in- 
formative and  educational  seminar 
with  your  spouse. 


AMNJ  Report 

Robert  S.  Rigolosi,  M.D. 

President 

On  October  20,  1 984,  the  Academy  i 
sponsored  an  outstanding  sym-  ! 
posium,  “Potential  Human  and  i 
Ek^ologic  Disasters,”  at  the  Town  and  ^ 
Campus  Restaurant  in  West  Orange. 
Over  200  participants  discussed  | 
various  critical  issues  facing  man-  j 
kind  and  medicine  today.  This  type  | 
of  meeting  is  an  example  of  the  j 
Academy’s  efforts  at  bringing  crucial  | 
issues  to  the  forefront  which  may  i 
not  necessarily  be  of  an  entirely  ! 
clinical  nature.  I commend  Dr.  i 
Donald  Louria  for  his  efforts  as  pro- 
gram chairman. 
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During  November  we  had  two 
i major  symposia  scheduled.  On  No- 
vember 17.  Drs.  Robert  Hobson  and 
i Abbott  Krieger  chaired  “Medical  and 
Surgical  Management  of  Cerebro- 
I vascular  Insufficiency"  held  at  the 
New  Jersey  Medical  School,  Newark. 
The  meeting  was  designed  for  family 
physicians,  surgeons,  internists, 
and  neurologists  interested  in  the 
care  of  patients  with  cerebro- 
vascular insufficiency. 

On  November  28,  the  Academy 
presented  “A  Symposium  on  Con- 
troversies in  Geriatrics"  held  at  the 
Executive  Offices.  Dr.  Marvin 
Kirschner  chaired  the  meeting  that 
identified  specific  medical  and 
social  problems  of  the  aged.  In  ad- 
dition, we  discussed  plans  to  de- 
termine who  should  be  in  charge  of 
the  elderly:  a primary  care  physician 
or  a specialist  in  geriatrics.  Finally, 
we  discussed  whether  or  not  geria- 
trics is  a specialty  of  medicine. 

The  speaker  for  the  Academy’s  No- 
vember 7,  First  Wednesday  presen- 
tation was  Mr.  William  Toby,  Re- 
gional Administrator  for  the  NY 
HCFA  office.  Mr.  Toby  gave  an  excel- 
lent review  of  the  new  Medicare  re- 
imbursement regulations  and  enter- 
tained a number  of  pertinent  ques- 
tions. On  December  5,  Dr.  David 
Canavan  addressed  ‘The  Impaired 
Physician/The  ‘Myths’  and  the  Re- 
ality.” 

The  Annual  Awards  Dinner  of  the 
Academy  will  be  held  on  Wednesday, 
May  29,  1985,  at  the  Chanticler, 
Short  Hills.  A number  of  outstand- 
ing nominations  presently  are  being 
reviewed  by  the  Awards  Committee 
and  recipients  will  be  announced  by 
the  Board  of  Trustees  in  the  near 
future. 


Current  Legislation 

The  Board  of  Trustees  of  the  Medi- 
cal Society  of  New  Jersey  approved 
the  recommended  positions  on  the 
following  bills  of  medical  interest: 

S-629-Bassano— Immuno-Augmen- 
tative  Therapy  (I.A.TJ.  S-1127- 
Costa— Immuno-Augmentative  Therapy 
(IA..T.).  Permits  the  use  of  lAT.  when 
prescribed  by  a licensed  physician.  No 
institution  may  prohibit  its  use.  A statu- 
tory form  of  informed  (consent)  request 
is  established  and  must  be  filed  with  the 
institution  and  the  Department  of 
Health.  The  Commissioner  of  Health  is  to 
report  to  the  Governor  annually  about 
the  number  of  cases  and  their  status. 


Disapproved,  with  Active  Opposition  if 
the  bill  moves,  there  is  no  documented 
evidence  that  lAT.  is  effective  in  the 
treatment  of  any  type  of  cancer  and  its 
use  may  cause  delay  in  receiving  the  ap- 
propriate, proved  treatment  methods. 

S-1854-Cardlnale — Dental  X-Rays. 
Requires  any  person  x-raying  the  mouth 
or  teeth  of  patients  to  shield  the  area 
from  the  upper  neck  to  mid-thigh,  with 
a lead  apron  or  other  protective  garment. 
Approved. 

S- 1890-Rand — Education  and  Re- 
search. Appropriates  $6.2  million  to 
move  the  Institute  for  Medical  Research 
into  UMDNJ-Camden.  No  Action  (pend- 
ing review  of  the  Report  of  the  Special 
Department  of  Higher  Education  Com- 
mittee appointed  to  evaluate  this  pro- 
ject). 

S-1906-Graves— Motor  Vehicle 
Vision  Examinations  (same  as  A-2192). 

Provides  that  a licensed  ophthalmic  dis- 
penser may  certify  successful  completion 
of  the  required  visual  examination  for  an 
operator’s  license.  Disapproved,  with  Ac- 
tive Opposition  if  the  bill  moves,  be- 
cause the  motorists  may  feel  they  are  re- 
ceiving a quality  eye  examination  when, 
in  fact,  the  examination  merely  consists 
of  an  eye  chart  reading  test  and  a test  for 
peripheral  vision  and  depth  perception. 

S-1920-O’Connor— No-Fault  Medical 
Expense.  Prohibits  auto  insurers  from 
issuing  policies  to  an  insured  who  has 
elected  a medical  expense  benefit  de- 
ductible unless  the  insured  supplies 
proof  to  the  insurer  that  he  is  covered  for 
medical  expenses  under  an  alternative 
health  insurance  plan.  No  Action. 

S-2005-Codey — Youth  Suicide.  Es- 
tablishes a youth  suicide  prevention 
demonstration  program  within  the  De- 
partment of  Education.  Guidelines  estab- 
lished by  the  Department  will  be  admin- 
istered by  local  boards  of  education  and 
community  mental  health  service 
providers.  Conditional  Approval, 
provided  the  bill  is  amended  to  read  “in 
cooperation  with  local  psychiatric  and 
mental  health  resources.” 

S-2018-Dorsey— Genetic  Engineer- 
ing of  Microorganisms.  Creates  a 24- 
month  ban  on  the  release  of  genetically 
engineered  microorganisms  into  the  en- 
vironment. Establishes  a commission  to 
study  the  problem  and  propose  solu- 
tions. Action  Deferred,  pending  further 
information  from  MSNJ’s  Council  on 
Public  Health,  the  New  Jersey  Health  Sci- 
ence Group,  and  the  Department  of 
Health’s  Division  of  Epidemiology  and 
Disease  Control. 

S-2019-Lynch— Dispensing  of  Con- 
tact Lenses.  Creates  the  profession  of 
contact  lens  dispensing  and  fitting  for 
nonphysicians  and  nonoptometrists. 
Licensure  and  regulation  would  be 
through  the  Board  of  Examiners  of 
Ophthalmic  Dispensers  and  Ophthalmic 
Technicians.  A prescription  by  a licensed 
optometrist  or  physician  would  be  re- 
quired. Active  Opposition,  to  that  por- 
tion of  the  bill  referring  to  the  fitting  of 
contact  lenses,  because  MSNJ  does  not 
feel  it  would  be  beneficial  to  the  health 
of  the  consumer.  Contact  lenses  im- 
properly used  or  fitted  may  cause  ir- 
reparable damage  to  the  cornea  The  fit- 


ting of  contact  lenses  should  be  done  by 
the  prescribing  ophthalmologist  or  op- 
tometrist. 

S-2023-Cardinale— Automobile  In- 
surance. Creates  a study  commission  to 
ascertain  whether  no-fault  insurance 
should  be  replaced  by  a system  of  com- 
pensation patterned  after  workmen’s 
compensation.  No  Action. 

S-2044-Lesniak — Mandatory  Use  of 
Seat  Belts.  To  require  that  the  driver  and 
passengers  in  the  front  seat  of  an  operat- 
ing passenger  automobile  wear  the  safety 
seat  beat  provided.  Active  Support. 

S-2051 -Feldman — Medical  Educa- 
tion. Appropriates  $9.45  million  to  de- 
sign an  osteopathic  medical  school  in 
Stratford.  Aso  provides  construction 
monies  for  classrooms  and  adminis- 
trative offices.  Active  Opposition,  be- 
cause there  is  no  need  for  the  develop- 
ment of  a separate  osteopathic  school  for 
the  training  of  medical  students  in  the 
state  of  New  Jersey  and  New  Jersey  is 
facing  an  oversupply  of  physicians. 

S-2088-Cowan— Medical  Eklucation. 
Authorizes  the  State  Board  of  Higher 
Education  to  contract  with  an  out-of- 
state  medical  school  to  accept  two  to  four 
minority  students  per  class.  Following 
licensure,  the  students  must  serve  three 
years  in  a medically  underserved  area  of 
New  Jersey.  Disapproved,  the  purpose  of 
this  bill  best  can  be  resolved  by  utilizing 
educational  facilities  within  the  state. 

S-2098-Rand— Cancer  Research.  Ex- 
pands the  scope  of  research  projects  that 
may  be  conducted  by  the  State  Com- 
mission on  Cancer.  Action  Deferred, 
pending  further  information  from 
MSNJ’s  Committee  on  Cancer  Control. 

SJR-41-Lipman— Adolescent  Preg- 
nancy. Creates  a commission  to  study 
adolescent  pregnancy.  There  is  no 
provision  for  physician  representation. 
Conditional  Approval,  pending  the  in- 
clusion of  physician  representation  from 
the  N.J.  Obstetrical  & Gynecological  So- 
ciety, the  N.J.  Chapter/ American  Aca- 
demy of  Pediatrics,  and  the  N.J.  Academy 
of  Family  Physicians. 

A- 19 18-Miller— Damages  in  Personal 
Injury  and  Wrongful  Death.  Provides 
that  collateral  sources  of  payment  shall 
be  used  to  offset  damages.  Further 
provides  structured  payments  be  used  at 
the  request  of  either  party  if  the  future 
damages  exceed  $100,000.  Active  Sup- 
port. 

A- 19 19-Miller — Limitation  of  Per- 
sonal Injury  Damages.  Provides  a 
$100,000  cap  on  damages  for  pain  and 
suffering  to  personal  injuiy  actions.  Ac- 
tive Support. 

A-1924-McEnroe — Nurse-Midwife. 

Requires  the  Commissioner  of  Health  to 
establish  a nurse-midwife  prenatal  dem- 
onstration project  at  East  Orange  Gen- 
eral Hospital  in  accordance  with  the 
guidelines  established  by  the  Com- 
missioner. No  Action. 

A-2001-Doria — Limited  X-Ray  Tech- 
nologists. Provides  for  the  licensing  of 
limited  x-ray  technologists  to  perform 
podiatric  studies.  Disapproved,  this 
legislation  is  inferior  to  S-515  which, 
adequately,  addresses  the  issue. 

A-2106-Patemiti — Nursing  Homes. 
Requires  nursing  homes  with  100  beds 
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or  more  to  dedicate  10  percent  of  bed 
capacity  to  indigent,  10  percent  to  com- 
plex care,  and  10  percent  for  medical  day 
care  services.  Active  Opposition,  this 
legislation  fails  to  recognize  the  re- 
sponsibility of  the  state  of  New  Jersey 
concerning  its  indigent  patients  and 
further  disrupts  the  management  of  in- 
stitutions by  creating  quotas  and 
rationing  beds  and  services. 

A-2 122-Cooper— Seat  Belts/School 
Buses.  Establishes  seating  restraint  and 
emergency  exit  requirements  for  school 
buses.  Active  Support. 

A-2 129-Walker— Infant  Mortality. 
Creates  an  infant  mortality  prevention 
program  in  the  Department  of  Health  to 
provide  obstetrical  and  prenatal  services 
to  women  with  high-risk  pregnancies. 
Also  provides  postpartum  followup  ser- 
vices. Seven  hospitals  are  designated  by 
statute  with  three  to  be  added  by  the 
Commissioner.  Four  million  dollars  is 
appropriated.  Action  Deferred,  pending 
further  information  from  MSNJ’s  Com- 
mittee on  Maternal  and  Child  Care. 

A-2 140-Rooney— Juvenile  Offenders. 
Provides  that  a judge  may  order  a juve- 
nile offender  to  be  examined  by  a phy- 
sician, optometrist,  or  audiologist.  Ac- 
tion Deferred,  pending  further  infor- 
mation from  the  NJ  Chapter/ American 
Academy  of  Pediatrics,  the  NJ  Academy 
of  Family  Physicians,  and  the  NJ 
Academy  of  Ophthalmology  & Otolar- 
yngology for  report  back  to  the  Council 
at  its  next  scheduled  meeting. 

A-2 184-Muhler— Good  Samaritan. 
Requires  persons  at  the  scene  of  acci- 
dents or  emergencies  to  render  reason- 
able assistance.  No  Action. 

A-2192-Penn — Motor  Vehicle  Vision 
Examination  (same  as  S-1906). 
Provides  that  a licensed  ophthalmic  dis- 
penser may  certify  successful  completion 
of  the  required  visual  examination  for  an 
operator's  license.  Disapproved,  with  Ac- 
tive Opposition  if  the  bill  moves,  be- 
cause the  motorists  may  feel  they  are  re- 
ceiving a quality  eye  examination  when, 
in  fact,  the  examination  merely  consists 
of  an  eye  chart  reading  test  and  a test  for 
peripheral  vision  and  depth  perception. 

A-2214-Br3mnt — Medical  Research 
(same  as  S-1890).  Appropriates  S6.2 
million  to  move  the  Institute  for  Medical 
Research  into  UMDNJ-Camden.  No  Ac- 
tion, (pending  review  of  the  Report  of  the 
Special  Legislative  Committee  appointed 
to  evaluate  this  project). 

A-2276-Perun — PMS/Premenstrual 
Syndrome.  Establishes  a program  of  re- 
search at  UMDNJ-New  Brunswick  to 
study  the  causes  of  premenstrual  syn- 
drome and  develop  effective  methods  for 
treating  and  preventing  this  condition. 
No  Action. 

A-2286-Otlowski — Suicide  Prevent- 
ion. Establishes  an  Advisoiy  Council  and 
pilot  program  in  the  Department  of 
Human  Services  for  teenage  suicide  pre- 
vention. Eighty  thousand  dollars  has 
been  appropriated.  There  is  no  require- 
ment of  physician  participation  of  the 
Advisoiy  Council.  Disapproved,  in  favor 
of  S-2005. 

A-2293-Kalik — Osteopathic  Educa- 
tion. Appropriates  $9.45  million  for  the 
UMDNJ  Osteopathic  School  in  Stratford. 


Active  Opposition,  because  there  is  no 
need  for  the  development  of  a separate 
osteopathic  school  in  the  state  of  New 
Jersey  and  New  Jersey  is  facing  an  over- 
supply of  physicians. 

A-2304-Brown— Mandatory  Use  of 
Seat  Belts.  To  require  that  the  driver  and 
passengers  in  the  front  seat  of  an  operat- 
ing passenger  automobile  wear  the  safety 
seat  belt  provided.  Active  Support. 

A- 2 4 06 -Shusted— Hemodialysis 
Technician.  Hemodialysis  technicians 
would  work  under  the  supervision  of 
physicians.  This  legislation  would  estab- 
lish 1 ) guidelines  for  training  and  educa- 
tion; 2)  guidelines  for  recognized  testing 
and  certification  procedures;  and  3) 
guidelines  to  define  the  role  and  respon- 
sibllties  of  the  hemodialysis  technician. 
Action  Deferred,  pending  further  infor- 
mation from  John  P.  Capelli,  M.D.,  Chair- 
man, NJ  Renal  Physicians  Association, 
Richard  Goldstein,  M.D.,  Commissioner 
of  Health,  for  report  back  to  the  Council 
at  its  next  meeting. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  writ- 
ten to  the  ESrecutive  OfiBces  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  ph3rsicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ANEISTHESIOLOGY — Howard  Ang,  M.D., 
7-29  Hegerhan  Ave.,  ^3-A  Brooklyn,  NY 
11212.  Far  Eastern  University  1976. 
Group  or  partnership.  Available. 

CARDIOLOGY — John  T.  Cardone,  M.D., 
1035  Southern  Artery,  Apt.  707,  Quin- 
cy, MA  02169.  SUNY-Buffalo  1980. 
Board  certified.  Partnership  or  group. 
Available  July  1985. 

DERMATOLOGY — Catherine  A Nordby, 
M.D.,  871  Beaconsfield,  Grosse  Pointe 
Park.  Ml  48230.  St.  Louis  1980.  Board 
eligible.  Specialty  or  multispecialty 
group.  Available  July  1985. 

EMERGENCY  MEDICINE— Gerard  B. 
Martin,  M.D.,  871  Beaconsfield,  Grosse 
Pointe  Park,  Ml  48230,  St.  Louis  1980. 
Board  eligible.  Teaching  hospital  with 
emergency  medicine  residency  or 
trauma  center  with  research  potential. 
Available  July  1985. 

FAMILY  MEDICINE — Alena  Bilek,  M.D., 
2600  Netherland  Ave.,  Apt.  2808, 
Bronx,  NY  10463.  Charles  (Czechoslo- 
vakia) 1970.  Group  or  partnership. 
Available  July  1985. 

Cary  A Davidson,  M.D.,  lOOB  Findeme 
Ave.,  Bridgewater,  NJ  08807.  SUNY-Up- 
state  1982.  Board  eligible.  Rural  or 
suburbcin  practice,  family  practice, 
solo,  group.  Available  July  1985. 
Francis  C.  Imbarrato,  M.D.,  505 


Hawthorne  Ave.,  Williamsport,  PA  j 
17701.  Guadalajara  (Mexico)  1981.  " 
Board  eligible.  Solo,  associate,  partner-  S 
ship,  group,  HMO.  Available  July  1986.  I 

GASTROENTEROLOGY— Ronald  J.  j 
Cirillo,  M.D.,  7 Sandpiper  Dr., 

Voorhees,  NJ  08043.  Guadalajara  | 
(Mexico)  1978.  Also,  internal  medicine.  ! 
Board  eligible  (IM).  Any  type  practice. : 
Available  July  1985.  ' 

Steven  M.  Samuels,  M.D.,  4908  David 
Ct,  Cincinnati,  OH  45215.  Louvain^ 
(Belgium)  1980.  Also,  internal  medi-  ’ 
cine.  Board  certified  (IM).  Group  or  ' 
partnership.  Available  July  1985. 

Eliot  H.  Zimbalist,  M.D.,  430  East  67' 
St.,  Apt.  12F,  New  York,  NY  10021.  Mt.  i 
Sinai  1980.  Also,  internal  medicine. 
Board  certified  (IM).  Group,  partner- 
ship, multispecialty.  Available  July 
1985. 

HEMATOLOGY— Hoon  Park,  M.D.,  112 
W.  65  St.,  Apt.  3,  Westmont,  IL  60559. 
Kyung  Hee  (Korea)  1973.  Board 
certified  (IM).  Also,  internal  medicine. 
Solo,  group,  partnership,  institution. 
Available  July  1985. 

INTERNAL  MEDICINE— Kurt  N. 
Bausback,  M.D.,  415  S.  Van  Pelt  St., 
Apt.  D-4,  Philadelphia  PA  19146.  Stan- 
ford 1982.  Board  eligible.  Group,  multi- 
specialty, hospital,  emergency  center. 
Available  July  1985. 

John  T.  Cardone,  M.D.,  1035  Southern 
Artery.  Apt.  707,  Quincy,  MA  02169. 
SUNY-Buffalo  1980.  Board  certified,  i 
Also,  cardiology.  Partnership  or  group. 
Ronald  J.  Cirillo,  M.D.,  7 Sandpiper  Dr„ 
Voorhees,  NJ  08043.  Guadalajara  | 
(Mexico)  1978.  Subspecialty,  gastro-  ,! 
enterology.  Board  eligible.  Any  type 
practice.  Available  July  1985.  j 

Kenneth  Russell  Feuer,  M.D.,  3120  ■ 
Parkway,  Cheverly,  MD  20785.  Baylor  ' 
1980.  Also,  gastroenterology.  Board  I 
certified.  Available  July  1985.  ! 

Cory  Krueger,  M.D.,  2301  Woodward  ij 
St..  Apt.  C-12,  Philadelphia  PA  19115.  , 
Rutgers  1982.  Board  eligible.  Group  or 
partnership.  Available  July  1985.  ! 

Phillip  A.  Lecso,  M.D.,  5138  Regency 
Dr,  Toledo,  OH  43615.  Medical  College 
of  Ohio  1982.  Board  eligible.  Single,  j 
multispecialty  group,  partnership. 
Available  July  1985. 

Dominic  Mazzocchi,  M.D.,  1231  E. 
89th  St,  Brooklyn,  NY  11236.  Puerto  ' 
Rico  1981.  Board  eligible.  Group  or  . 
partnership.  Available  January  1985. 
Richard  Narvaez,  M.D.,  516  Berkley  Rd„  ! 
Narberth,  PA  19072.  Temple  1982.  ; 
Group,  partnership,  HMO,  solo.  Avail-  | 
able  July  1985.  j 

Hoon  Park,  M.D.,  1 12  W.  65  St.  Apt.  3,  | 
Westmont  IL  60559.  Kyung  Hee  i 
(Korea)  1973.  Board  certified.  Also,  j 
hematology.  Solo,  group,  partnership,  ; 
institution.  Available  July  1985.  | 

Steven  M.  Samuels,  M.D.,  4908  David  j 
Ct,  Cincinnati,  OH  45215.  Louvain  1 
(Belgium)  1980.  Subspecialty,  j 
gastroenterology.  Board  certified.  Mj 
Group  or  partnership.  Available  July* 
1985.  i 
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Jerrold  P.  Schwartz,  M.D..  69  Gold  St., 
Apt.  12-C,  New  York,  NY  10038.  Dijon 
(France)  1982.  Group,  clinic,  hospital- 
based,  long-term  care.  Available  July 
1985. 

Lewis  B.  Zimet,  M.D.,  4313  Carambola 
Circle  S..  Coconut  Creek,  FL  33066.  Far 
Eastern  (Philippines)  1981.  Board 
eligible.  Solo,  group,  partnership,  in- 
dustrial, hospital-based.  Available. 

OBSTETRICS  / GYNECOLOGY— N i ssi  m 

Contente,  M.D.,  7300  Cedar  Post  Rd., 
Apt.  lOE,  Liverpool,  NY.  Guadalajara 
(Mexico)  1979.  Board  eligible.  Group  or 
partnership.  Available  July  1985. 
Amnon  Fein,  M.D.,  223  East  Ave.,  Apt. 
6B,  Syracuse,  NY  13224.  Guadalajara 
(Mexico)  1980.  Group  or  partnership. 
Available  July  1985. 

OTOLARYNGOLOGY— Leonid  E.  Super, 
M.D.,  1910  59  St,  Brooklyn.  NY  1 1204. 
Chemovcy  (USSR)  1952.  Group,  part- 
nership, HMO.  Available. 

OPHTHALMOLOGY— George  R Coar, 
M.D.,  3245  Beechwood  Blvd.,  Apt  C- 1 1 , 
Pittsburgh.  PA.  Jefferson  1981.  Board 
eligible.  Group,  partnership,  solo.  Avail- 
able July  1985. 

Peter  J.  Famiglietti,  M.D.,  Box  76,  RD. 
^5,  Danville,  PA  17821.  Connecticut 
1981.  Board  eligible.  Group  or  partner- 
ship. Available  July  1985. 

PATHOLOGY — Joseph  W.  Depenbusch, 
M.D.,  University  of  Wisconsin  Hospital, 
600  Highland  Ave.,  Madison,  WI  53792. 
Iowa  1981.  Board  eligible.  Available 
July  1985. 

PEDIATRICS— Noah  Baiysh,  M.D.,  603A 
Old  Nassau  Rd.,  Jamesburg,  NJ  08831. 
Chicago  1933.  Board  certified.  Part 
time,  15  hrs/wk.  Available. 

Suhaila  Siddiqi  Hussain,  M.D.,  104 
Running  Brook  Rd.  East  Ewing,  NJ 
08638.  Baghdad  (Iraq)  1979.  Board 
eligible.  Group,  partnership,  solo.  Avail- 
able. 

Nellie  Novak,  M.D.,  1015  West  Cherry 
HiU  Apts.,  Cheny  HiU,  NJ  08002. 
Sverdlovsk  (USSR)  1974.  Board 
eligible.  Group,  partnership,  HMO. 
Available  July  1985. 

RADIOLOGY — Martin  J.  Lachman,  M.D., 
4040  Ford  Rd.,  Philadelphia  PA  19131. 
Temple  1966.  Board  certified.  Group, 
partnership,  hospital.  Available. 

SURGERY— Victor  P.  Bruno,  M.D.,  702 
Fordham  Rd.,  Bala  Cynwyd,  PA  19004. 
Georgetown  1978.  Board  eligible. 
Group  or  partnership.  Available  May 
1986. 

UROLOGY— Bharat  R Shah,  M.D.,  2610 
Miehaels  Dr.,  Temple,  TX  76502.  BJ 
Medical  (India)  1968.  Board  eligible. 
Solo,  group,  partnership,  multi- 
specialty, academic.  Available. 

Riehard  S.D.  Tushman,  M.D.,  519  Van- 
tage PL,  Riehmond,  VA  23236.  Cornell 
1980.  Board  eligible.  Available  July 
1985. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release  # 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®M00  mg. 


Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BRbVVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Americana  housing! 

Host  Farm  Resort  APPLiCATid| 


219TH  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 


THURSDAY,  MAY  2,  TO  SUNDAY,  MAY  5,  1985 

THE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
DAILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
URDAY NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
FEATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
AND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
SERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 

• Forms  received  after  April  1,  19i 
will  be  confirmed  on  an  “if  avi| 
able’’  basis. 

• Fill  out  only  one  form  for  each  roi 
required. 

• DEPOSIT  OF  $100  PER  ROC 
MUST  ACCOMPANY  FORM 
CONFIRM  RESERVATIONS. 

• Please  make  check  payable 
HOST  FARM.  Major  credit  cards  i 
cepted  at  hotel,  but  not  for  depo! 

• Hotel  confirmation  is  required 
check-in. 

• Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 

FOUR-NIGHT  PACKAGE 

$435.00  PER  PERSON,  SINGLE  OCCUPANCY 
$324.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$120.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

THREE-NIGHT  PACKAGE 

$337.00  PER  PERSON,  SINGLE  OCCUPANCY 
$251.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 90.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

TWO-NIGHT  PACKAGE 

$238.00  PER  PERSON,  SINGLE  OCCUPANCY 
$177.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 60.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

CHECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 

□ WILL  BE  SHARING  ROOM" 

**The  hotel  will  not  be  responsible  for  assigning  roommates.  Unless  roommate  is  stated,  you  will  be 

assigned  a single  occupancy  accommodation. 


PLEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


NAME: NO.  of  CHILDREN: 


ROOMMATES:  CHILDREN’S  AGES: 


ADDRESS: 
CITY:  


PHONE: STATE: ZIP: 

CHECK  IF  OFFICIAL  DELEGATE  □ COUNTY:  

CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 


ARRIVAL  DATE 

DAY 

DEPARTURE  DATE 

DAY 

MEDICAL  SOCIETY  OF  NEW  JERSEY— 219TH  ANNUAL  MEETING 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa,  Turnpike.  Take  Pi 
Turtipike  West  to  Interchange  No. 
21.  Travel  South  on  U S.  Rte.  222 
to  U S.  Route  30.  Travel  East  on 
U S.  Route  30,  ^tpproximately  5 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  E2ist  on  Pa.  Turnpike  to 
Int.  19  Go  South  on  1-283  (or  30 
miles  into  Route  30  East  for  6 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No.  21 . Travel  South  on 
U S.  Rte.  222  to  U S.  Route  30. 
Travel  East  on  U S.  Route  30,  apr- 
proximately  5 miles  to  Americana 
Host  Farm  Resort. 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U S. 
Route  30  (or  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U S 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U S.  Air. 

BY  RAILROAD 
Amtrak  to  Lancaster  Station 
Taxi  and  Rent-a-Car  Service 
available 
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THE  MEDICAL  FAMILY 
ITS  STRENGTHS,  ITS  WEAKNESSES 
AND  INSURING  ITS  SURVIVAL 

Sunday,  March  24,  1985 
9:30  a.m. 

The  Impaired  Physicians  Program  and  the  Auxiliaries  to  the  Medical  Society  of  New  Jersey  and  the 
New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  invites  you  and  your  spouse  to  attend 
this  day  of  enlightenment.  Topics  to  be  addressed  include: 

THE  PHYSICIANS  FAMILY— STRENGTHS  AND  WEAKNESSES 
THE  IMPAIRED  PHYSICIAN 

THE  IMPAIRED  PHYSICIAN’S  FAMILY  AND  FAMILY  THERAPY 

THE  EMOTIONAL  IMPACT  OF  A MALPRACTICE  SUIT  ON  THE 
PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY 

GEARING  UP  FOR  RETIREMENT 

THE  PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY- 
SURVIVAL  AND  SOLUTIONS 

GUEST  SPEAKERS 
M.O.  Vincent,  M.D.,  Ontario,  Canada 
Sara  Charles,  M.D.,  University  of  Illinois 
Frank  C.  Snope,  M.D.,  Piscataway,  New  Jersey 

Application  has  been  made  for  CME  Credit  Hours! 


REGISTRATION  FORM 
THE  MEDICAL  FAMILY 

Please  print 

Name(s)  of  those  to  attend 

Address 

Telephone 

[ ] Enclosed  is  my  check  for  $15.  This  will  cover  my  registration  only. 

[ 1 Enclosed  is  my  check  for  $25.  My  spouse  will  accompany  me. 

YOUR  REGISTRATION  FEE  INCLUDES  LUNCHEON 
FOLLOWING  THE  SEMINAR! 

PLEASE  COMPLETE  AND  RETURN  YOUR  REGISTRATION  FORM 
AS  SOON  AS  POSSIBLE.  SPACE  IS  LIMITED!!! 

Return  to:  Impaired  Physicians  Program 

c/o  Medical  Society  of  New  Jersey 
2 Princess  Road 

Lawrenceville,  New  Jersey  08648 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  throu^  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jeraey,  the  Academy  of  Medicine  of  New 
Jeraey,  the  New  Jeraey  Chapter  of  the 
American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 

ANESTHESIOLOGY 

Feb. 

9 Clinical  Anesthesia 

8 A.M.-3  P.M. — 100  Bergen  St., 
Newark 

(UMDNJ  and  AMNJ) 

CARDIOLOGY 

Feb. 

1 3  Thrombolytic  Therapy:  A New 

Strategy  in  the  Treatment  of  Acute 
MI 

1-2:30  P.M. — Christ  Hospital, 

Jersey  City 

(Christ  Hospital  and  AMNJ) 

19  Angina  after  Bypass  Surgery 

12  noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

MEDICINE 

Feb. 

1 Renal  Conferences  in  Nephrology 

15  4-5  P.M. — UMDNJ-Rutgers  Medical 

School,  Med.  Education  Bldg., 

Rm.  393 

(Nephrology  Society  of  NJ  and 
AMNJ) 

6 Medicine  Morbidity  and  Mortality 
Conference 
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8-9  A.M.— Rutgers  Medical  School, 
Medical  Education  Bldg., 

New  Brunswick 
(UMDNJ  and  AMNJ) 

6 Medical  Grand  Rounds 
13  12  noon- 1 P.M. — Rutgers  Medical 

20  School,  Medical  Education  Bldg., 
27  New  Brunswick 

(UMDNJ  and  AMNJ) 

6 Ehidocrine  Conferences 
13  3:30-5  P.M  — Rotates  between 

20  Newark  Beth  Israel  Medical  Center, 
27  University  Hospital,  United 

Hospitals  Medical  Center,  Newark, 
and  VA  Medical  Center,  Orange 
(Endocrinology  Section,  AMNJ) 

6 Internal  Medicine  Review  Course 

13  3-6  P.M. — Overlook  Hospital. 

20  Summit 

27  (Overlook  Hospital  and  AMNJ) 

7 Immunoreguladon:  Basic 

1 4 Concepts  and  Applications 

21  4-6  P.M —Institute  for  Medical 

28  Research,  Copewood  St.,  Camden 
(Institute  for  Medical  Research 
and  AMNJ) 

1 2 Virology  in  Dermatology 

8-10  P.M. — Schering  Corporation, 

Kenilworth 

(AMNJ) 

20  Rutgers  Dermatological 
Conference 

6-9  P.M. —US.  Hwy.  1 and  Rt.  18, 

New  Brunswick 

(UMDNJ) 

2 1 The  Thyroid— Its  Ups  and  Downs 

5-7:30  P.M,— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

28  New  Treatment  of  Modalities  and 
Implications  of  Diabetes 

1 1  AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

28  Visiting  Professorship  Program 

1:30-5  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

Mar. 

1 Renal  Conferences  in  Nephrology 

15  4-5  P.M  — Rutgers  Medical  School, 
Rm.  393,  Medical  Education  Bldg. 
(Nephrology  Society  of  NJ  and 
AMNJ) 

6 Hyperthyroidism 

1:30  P.M. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

6 Statewide  Tumor  Board 
Conference  and  Dinner 

5:30  P.M. — MSNJ,  Two  Princess  Rd., 
Lawrenceville 

(Oncology  Society  ofNJ  and 
AMNJ) 

6 Endocrine  Conferences 

13  3:30-5  P.M. — Rotates  between 
Newark  Beth  Israel  Medical  Center, 
University  Hospital,  and  United 
Hospitals  Medical  Center,  Newark, 
and  VA  Medical  Center,  Orange 
(Endocrinology  Section,  AMNJ) 

6 Internal  Medicine  Review  Course 
13  3-6  P.M. — Overlook  Hospital, 


20  Summit 
27  (AMNJ) 

6 Medicine  Morbidity  and  Mortality 
Conference 

8-9  A.M  — Rutgers  Medical  School, 
Medical  Education  Bldg., 

New  Brunswick 
(UMDNJ  and  AMNJ) 

6 Medical  Grand  Roimds 

13  12  noon-1  P.M  — Rutgers  Medical 

20  School,  Medical  Education  Bldg., 

27  New  Brunswick 
(UMDNJ  and  AMNJ) 

7 Distinguished  Lecture  Series 

14  11  AM.- 12  noon — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

7 Immunoregulation:  Basic 
1 4 Concepts  and  Applications 

21  4-6  P.M. — Institute  for  Medical 

28  Research,  Copewood  St.,  Camden 
(Institute for  Medical  Research 
and  AMNJ) 

1 2 New  Forms  of  Therapy  for 
Cutaneous  Ulcers 

8-10  P.M. — Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

13  Annual  Convention 

14  Harrah’s  Trump  Plaza 

15  Atlantic  City 

16  (NJ  Academy  oj Family 
Physicians) 

1 9 Workup  and  Treatment  of  the 
Primary  Cancer  Patient 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

20  Potassium  Homeostasis 

1-2:30  P.M.— VA  Medical  Center, 
Lyons 

(VA  Medical  Center  and  AMNJ) 

20  Dermatologic  Conferences 

6-9  P.M. — Rutgers  Community 
Health  Plan,  US.  Hwy.  1 & Rt.  18, 
New  Brunswick 
(UMDNJ) 

28  Update  on  Superficial  Fungal 
Infections 

1 1 AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 

NEUROLOGY/PSYCHIATRY 

Feb. 

1 On  Idealization 

8:30- 1 0:30  P.M. — The  Atrium  West, 
West  Orange 

(NJ  Psychiatric  Association  and 
AMNJ) 

4 Mother-Daughter  Fusion 

8:15-10:30  P.M. — 9 Marquette  Road, 
Upper  Montclair 
(Essex  Psychiatric  Seminar  and 
AMNJ) 

6 Sleep  Apnea 

1 :30  P.M. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

7 Diagnosis  and  Management  of 
Migraine 

1 1 AM. — St.  Joseph’s  Hospital  and 
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A POSTGRADUATE  COURSE 
in 

CRITICAL  CARE 

NEW  TECHNIQUES  FOR  THE  80  s 

SPONSORED  BY  PASCACK  VALLEY  HOSPITAL 
and  the  American  College  of  Physicians 
New  Jersey  Chapter 
MARCH  2 & 3,  1985 

Woodcliff  Lake  Hilton  Inn 
Woodcliff  Lake,  New  Jersey 

New  Concepts  in  Respiratory  Management 
Pitfalls  in  Hemodynamics 
Vasoactive  Drugs  in  the  Management  of  Shock 
Operative  Risks  in  Patients  with  Cardiac 
Disease — Identification  and  Prevention 
ICU  Infections  and  their  Management 
Salvaging  Myocardium — The  New  Role  of  the  CCD 
Acute  Renal  Failure — Diagnosis  and  Management 
Differentiating  Brain  Death,  Coma,  and 
Persistent  Vegetative  State 
Ethical  Aspects  of  Treating  Critically  III  Patients 


For  Registration  Form,  call  or  write: 

Administration 
Office  of  Medical  Staff 
Pascack  Valley  Hospital 
Old  Hook  Road 

Westwood,  New  Jersey  07675 
(201)358-3010 


CONTINUING 

MEDICAL 

EDUCATION/ 

SEMINARS 


PAGES  74-78 


PRE-REGISTER  NOW 

MEDICLINICS 

POSTGRADUATE  MEDICAL  REERESHER  COURSE 

FORT  LAUDERDALE,  FLORIDA 

MARCH  4 - MARCH  15,  1985 

PRACTICAL  UPDATE  FOR  PRIMARY  CARE  PHYSICIANS 

50  CATEGORY  1 CREDIT  HOURS 

LIMITED  25  CREDIT  ONE  WEEK  COURSE  AVAILABLE 

zlnnnTT.'r,""""  acceptable  lor  50  Prescribed  Hours  by  the  Arrrericarr  Acaderoy  ol  Family  Physicians.  Asan  organi- 

zat  on  accredited  lor  com, numg  medical  education,  the  Florida  Academy  ol  Family  Physicians  designates  this  program  as  meeting  the 

L^r^tahT  f %n  M H 7 ^ Physician  s Recognition  Award  of  the  American  Medical  Association.  This  program  aL  is 

acceptable  lor  50  Mandatory  hours  by  the  Florida  Medical  Association.  ^ 

PRE-REGISTRATION  — $450.00 

(UNTIL  FEBRUARY  15,  1985) 


FOR  INFORMATION  CONTACT: 


MEDICLINfCS 

2917  South  Ocean  Blvd  . Suite  905 
Highland  Beach.  Florida  33431 
(305)  272-8973 


EXCELLENT  FACULTY,  PEAK  OF  WINTER  SEASON 

CHOICE  OF  300  HOTELS  & MOTELS 
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Mt'dical  Center,  Paterson 

(St.  Joseph's  Medical  Center  and 

AMNJ) 

7 Case  Seminars 

21  8-10  P.M.— 3 1 0 Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJI 

18  Lecture  Series 

8:30- 1 0:30  P.M.— 30 1 Broad  Ave„ 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

21  Coordination  Psychiatric 

Treatment  in  the  Hospital  and  the 
Community 

3 P.M.— Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

28  Third  Annual  Conference  on 
Emergency  Psychiatry 

Three  days — Atlantic  City 
(O'Neill  Lynch  Associates.  Wayne. 
PA) 

Mar. 

4 Another  AfEair  in  a Young 
Marriage 

8: 1 5- 1 0:30  P.M.— 543  Park  Street. 
Upper  Montclair 
(Essex  Psychiatric  Seminar  and 
AMNJ) 

7 Case  Seminars 

21  8-10  P.M.— 310  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  andJKMNJ) 

1 8 Family  Therapy  with  Adolescents 

1  -4  P.M.— Fair  Oaks  Hospital, 
Summit 

(Fair  Oaks  Hospital  and  AMNJ) 

18  Lecture  Series 

8:30- 1 0:30  P.M.— 30 1 Broad  Ave„ 
Englewood 


(NJ  Psychoanalytic  Society  and 
AMNJ) 

21  Neuro-ophthalmology,  Multiple 
Sclerosis,  and  Nutritional 
Deficiencies 

2 P.M.— John  E.  Runnells  Hospital, 
Berkeley  Heights 

(AMNJ) 

2 1 Psychiatric  Medical  and  Physical 
Aspects  of  Drug  and  Alcohol 
Abuse 

3 P.M.— Ancora  Psychiatric 
Hospitid,  Hammonton 
(AMNJ) 

PEDIATRICS 

Feb. 

8 Controversies  in  Pediatric 
Nutrition 

8-9:30  AM.— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

Mar. 

8 Pediatric  Elmergency  Care 

8 AM.- 12  noon— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

RADIOLOGY 

Feb. 

21  Radiology  Meeting 

7:30  P.M.— Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  oj NJ  and 
Diagnostic  Radiology  Section. 
AMNJ) 

Mar. 

20  Dinner  Meeting 

6:30-9:30  P.M  — The  Manor, 

West  Orange 

(Radiotherapy  Section.  AMNJ) 

21  NMR:  A Bright  Future 


5-7:30  itM.— Somerset  Medical 
Center 

(Somerset  Medical  Center  and 
AMNJ) 

2 1 Radiology  Meeting 

7:30  P.M —Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

23  Obstetrical  and  Perinatal 
Ultrasound 

8:30-4:30  P.M.— Tbe  Sheraton  Inn, 
Newark  Airport 
(NJ  Ir-istitute  of  Ultrasound  in 
Medicine.  Radiological  Society  of 
NJ.  and  AMNJ) 

26  High  Field  NMR  Imaging 

8-10  P.M. —Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

28  Visiting  Professorship  Program 

1:30-5  P.M  — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

SURGERY 

Feb. 

12  Surgical  Grand  Rounds 

26  7-9  AM  — Hackensck  Medical 

Center 

(Hackensack  Medical  Center  and 
AMNJ) 

26  Venous  Disease  and  Venous 
Surgery 

8-10  P.M —Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

Mar. 

6 Surgical  Treatment  of  Morbid 
Obesity 

1 P.M —Christ  Hospital,  Jersey  City 
(AMNJ) 

1 2 Surgical  Grand  Roimds 

19  7-9  AM —Hackensack  Medical 

Center 

(Hackensack  Medical  Center  and 
AMNJ) 

13  EHnner  Meeting 

6:30  P.M  — Tbe  Manor,  West  Orange 
(NJ  Society  of  Colon  and  Rectal 
Surgeons  and  AMNJ) 

SURGICAL  SPECIALTIES 
Feb. 

7 Vascular  Surgical  Rounds 

14  4-5  P.M —Medical  Education  Bldg., 

21  Rm.  593,  New  Brunswick 

28  (UMDNJ) 

Mar. 

1 Vascular  Surgical  Rounds 

8 4-5  P.M. —Medical  Education  Bldg., 

15  593,  New  Brunswick 

22  (UMDNJ) 

29 

MISCELLANEOUS 

Feb. 

12  Malpractice 

1 2 noon— West  Jersey  Hospital, 

Camden 

(AMNJ) 


Medical  Society  of  New  Jersey 
1985  Annual  Meeting 

The  Medical  Society  of  New  Jersey  will  be  conducting  its  219th 
Annual  Meeting,  May  2 through  May  5,  1985,  at  the  Americana  Host 
Farm  Resort,  in  Lancaster,  Pennsylvania 

You  can  plan  your  arrival  for  Thursday,  May  2nd  with  a Sunday , 
May  5th  departure. 

There  will  be  500  rooms  available  at  Host  Farm  Resort  and  an 
additional  100  rooms  available  in  the  immediate  area 

The  Hotel  will  maintain  a shuttle  bus  service  to  and  from  the  Host 
Farm  Building  and  the  Host  Corral  Building. 

This  Annual  Meeting  will  have  total  exclusivity  of  all  function 
rooms,  dining  rooms,  golf  and  tennis  facilities,  entertainment,  health 
clubs,  swimming  pools,  two  miles  of  bicycle  and  jogging  trails,  hand- 
ball, etc. 

Sightseeing  and  factory  outlet  shopping  here  in  the  beautiful 
Pennsylvania  Dutch  Country  will  be  very  appealing. 

GET  YOUR  RESERVATION  IN  EARLY 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  & Hospital 

230  N.  Broad  Street,  Philadelphia,  Pennsylvania  19102  (215)  448-8063 

CARDIOLOGY  UPDATE.  . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE  SURVEY  OF  THE 
CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY.  . . 

WEDNESDAY,  FEBRUARY  6,  1985 

PACEMAKERS 

MODERATOR:  SCOTT  R.  SPIELMAN,  M.D. 

3:00  CASE  PRESENTATION  Bruno  Manno,  M.D. 

3:30  INDICATIONS,  ADVANTAGES  OF  PHYSIOLOGIC  PACEMAKERS 

(DDD  PACEMAKERS)  Allan  M.  Greenspan,  M.D. 

4:00  ARE  OTHER  THAN  THE  UNIVERSAL  DDD  PACING  MODES 

OBSOLETE?  Scott  R.  Spiel  man, 

4:30  TREATMENT  OF  SUPRAVENTRICULAR  TACHYCARDIA  USING  IMPLANTED 
ANTITACHYCARDIA  PACEMAKERS  Leonard  N.  Horowitz, 

5:00  TREATMENT  OF  VENTRICULAR  TACHYCARDIA  USING  IMPLANTED 
ANTITACHYCARDIA  PACEMAKERS:  EFFICACY  AND 
LIMITATIONS  Allan  M.  Greenspan,  M.D. 

LECTURE  HALL  “A” — 2nd  floor  New  College  Building,  Hahnemann  University 
15th  and  Vine  Streets,  Philadelphia,  PA 
• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED  • 

• CME  CATEGORY  I CREDITS  CERTIFIED  • 

“WINE  & CHEESE  SERVED  FOLLOWING  CONFERENCE** 


M.D. 

M.D. 


SPECIAL  MEETING  ANNOUNCEMENT 

ALCOHOL  AND  DRUG  ADDICTION  IN  DOCTORS 
DIAGNOSIS  AND  TREATMENT 

APRIL  11,  1985  till  noon  on  APRIL  15,  1985 

Place:  GOVERNOR  MORRIS  INN.  Morristown,  NJ  07960 
April  11,  1985  will  include  a special  program  providing  6 CMS  credit 
hours  which  is  entitled:  RECENT  ADVANCES  IN  ALCOHOLISM  & THE 
NEW  JERSEY  IMPAIRED  PHYSICIANS  PROGRAM. 

April  12-15  will  be  an  AA  Recovery  Program  Attendance  Limited  to 
Physicians  who  have  or  may  have  a problem  with  Alcohol  and/or  Drugs. 
PERSONAL  ANONYMITY  WILL  BE  PRESERVED. 

Sponsored  by  the  N.J.  Professional  group  in  A. A. 

For  further  information,  write  to: 

Secretary,  86  Miller  Road,  Morristown,  N.J.  07960 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

N.Y.  State  Boards  of  Medicine  & Dentistry  25-hour  accredited 
seminar  and  workshop  on  the  latest  theories  & techniques  of 
manual  & electro-acupuncture  and  TENS,  applicable  toward  the 
200-hour  requirement  for  certification,  will  be  given  for  licensed 
clinicians  (with  or  without  prior  training)  during  the  weekend  of 
Feb.  1-3,  1985  and  again  the  weekend  of  May  3-5,  1985  at  the 
Barbizori  Plaza  Hotel,  New  York  City.  International  Symposium 
on  Acupuncture,  Oct.  9-13,  1985.  Co-sponsored  by  the  Inter- 
national College  of  Acupuncture  & Electro-Therapeutics,  its  of- 
ficial journal,  Acupuncture  & Electro-Therap.  Res.,  Int.J.  (pub- 
lished by  Pergamon  Press  and  indexed  in  15  major  indexing 
periodicals;  INDEX  MEDICUS,  etc.),  the  Heart  Disease  Research 
Foundation  and  the  Neuroscience  Dept,  of  Long  Island  College 
Hospital,  Pharmacology  Dept,  of  The  Chicago  Medical  School. 
Also  eligible  for  AMA/CME  credit.  For  information,  contact  Y. 
Omura,  M.D.,  ScD.,  800  Riverside  Drive  (8-1),  NYC  10032.  Tel: 
(212)  781-6262  or  (212)  WA8-0658,  or  Saul  Heller,  M.D.,  Tel: 
(212)  838-7514. 
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LETTERS  TO  THE 

Editor 


Influenza  Vaccine 

August  15,  1984 
Dear  Doctor  Krosnick 
I read  the  article  on  the  effect  of 
influenza  vaccine  on  the  hepatic 
cytochrome  P450  enzyme  system 
with  interest,  but  found  that  there 
were  many  questions  that  remained 
unsolved  in  the  case  presented  (J 
Med  Soc  NJ  81:573-574,  1984):  1) 
What  were  the  digoxin  levels  on  ad- 
mission? 2)  Was  there  a CAT  scan  of 


the  brain?  3)  Was  the  patient  fibril- 
lating  before  the  illness?  Could  un- 
controlled fibrillation  have  caused 
his  problems?  Could  he  have  em- 
bolized?  4)  What  was  the  status  of 
carotids?  Could  he  have  had  a TIA? 

1 am  certain  that  these  issues 
must  have  been  settled  during  the 
patient’s  hospital  stay  but  feel  that 
the  article  should  have  answered 
these  questions. 

1 always  enjoy  reading  The 
Journal  and  hope  my  questions  will 
be  received  in  the  constructive  spirit 
in  which  they  are  offered. 

(signed)  Joseph  A.  Caltabiano,  M.D. 

October  5,  1984 
Dear  Doctor  Krosnick 

Dr.  Caltabiano  raises  a number  of 
pertinent  questions.  As  stated  in  the 
case  presentation,  there  are  many 
causes  of  confusion  and  lethargy  in 
the  frail  elderly.  Any  type  of  stress 
including  urinary  tract  infection, 
fecal  impaction,  dehydration,  viral 
syndromes,  or  even  a change  in  en- 
vironment may  cause  decompensa- 
tion in  a person  with  minimal  func- 
tional reserve.  For  this  reason,  it 
often  is  difficult  to  pinpoint  the 
cause  of  decompensation  with  cer- 
tainty. 

To  answer  the  specific  questions 
Dr.  Caltabiano  raises: 

1)  A serum  digoxin  level  done 
three  days  postadmission  was  0.5 
mg/dl.  A subsequent  level  was  not 
drawn  during  the  course  of  his 
acute  illness. 

2)  A CAT  scan  of  the  brain  was 
not  obtained. 

3)  He  was  in  atrial  fibrillation  at 
the  time  of  admission  to  our  facility. 


Over  the  next  five  days  his  pulse 
varied  between  56  and  88  (based  on 
daily  nursing  notes.)  An  EKG  done 
at  a later  date  demonstrated  sinus 
bradycardia  There  is  a strong  possi- 
bility this  patient  had  sick  sinus 
syndrome  with  paroxysmal  atrial 
fibrillation.  This  patient  would  be  at 
increased  risk  for  an  embolism. 

4)  There  is  no  mention  of  carotid 
bruit  in  the  initial  physical  examin- 
ation. The  manifestations  of  the  ill- 
ness were  nonspecific,  consisting  of 
an  overall  decline  in  functional  ca- 
pacity. The  patient  became  lethargic, 
nonambulatory,  and  incontinent  of 
both  stool  and  urine.  However,  he 
improved  gradually  over  the  ensuing 
week.  Although  no  focal  neurologic 
findings  were  documented  at  any 
time  during  the  acute  illness,  it  is 
possible  that  the  illness  may  be  ex- 
plained by  a RIND  in  the  distribu- 
tion of  the  posterior  circulation 
(although  unlikely  without  the  pres- 
ence of  other  neurologic  findings.) 

1 cannot  conclusively  prove  that 
an  elevated  serum  nordiazepam  level 
was  responsible  for  the  deteriora- 
tion in  his  condition.  It  merely  is  a 
speculation  based  on  three  facts:  1) 
There  were  no  changes  in  medi- 
cation up  to  the  time  of  vaccination. 
2)  Other  readily  identifiable  system- 
ic diseases  were  excluded.  3)  The  ef- 
fect of  influenza  vaccine  on  the 
cytochrome  system  is  known. 

The  purpose  of  the  case  report  was 
to  highlight  the  interaction  of  in- 
fluenza vaccine  with  many  common- 
ly used  medications  and  emphasize 
the  need  to  adjust  medical  regimens 
prior  to  vaccination  when  indicated. 

(signed)  Robert  B.  Solomon,  M.D. 
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BOOK  REVIEWS 


The  Breast;  Conversations 
in  Medicine;  Hematology: 
Principles  and  Procedures; 
Immunology  of  Clinical 
and  Experimental 
Diabetes;  Pulmonary 
Physiology;  Operative 
Perinatology 


The  Breast:  An  Atlas  of 
Reconstruction 

Wallace  H.J.  Chang.  M.D.,  and  Ju- 
dith J.  Petry,  M.D.,  (eds).  Baltimore, 
MD,  Williams  & Wilkins.  1984.  Pp. 
434.  Illustrated.  ($77) 

Doctors  Chang  and  Petiy  have  as- 
sembled an  excellent  team  of  expert 
plastic  surgeons  and  created  a mag- 
nificent atlas  of  breast  reconstruc- 
tion. 

The  text  provides  definitive 
sketches  and  clear-cut  descriptions 
of  a variety  of  prevalent  procedures 
as  well  as  several  beautiful  repro- 
ductions of  mammary  masterpieces 
by  famous  artists. 

Although  family  practitioners,  in- 
ternists, and  gynecologists,  when 
consulted  occasionally  by  their  pa- 
tients who  are  candidates  for  breast 
surgery,  may  have  a brief  interest  in 
the  graphic  descriptions  of  these  re- 
constructive procedures,  this  book 
really  is  practical  only  for  plastic  sur- 
geons in  training  or  in  practice, 
interested  in  altering  and/or  im- 
proving their  techniques  as  well  as 
providing  their  patients  with  a bet- 
ter comprehension  of  contemplated 
or  anticipated  surgery. 

This  skillfully  created  book  rep- 
resents yet  another  example  of  the 
growing  and  sometimes  insidious 
power  of  ubiquitous  consumerism. 


in  this  particular  case  stressing,  if 
not  commercializing,  the  female 
breast  and  influencing  medical 
management  of  breast  cancer.  Let  us 
hope  and  pray  that  better  chem- 
otherapy will  justily  the  current  and 
popular  approach. 

Jerome  Abrams,  M.D. 

Conversations  in 
Medicine 

Allen  B.  Weisse,  M.D.  New  York.  NY. 
New  York  University  Press,  1984. 

When  Plato  recorded  the  dialogues 
of  Socrates,  and  Boswell  jotted  down 
every  saying  of  Johnson,  an  early 
form  of  living  biography  was  started. 
But  it  was  not  until  the  recent  per- 
fection of  recording  devices  and 
tapes  that  the  practice  of  oral  his- 
tory could  become  an  invaluable  re- 
ality. Originating  at  Columbia  40 
years  ago  with  Franklin  D.  Roosevelt 
as  the  first  subject,  the  program  now 
has  become  so  widespread  that  few 
personalities  of  major  stature  have 
been  able  to  avoid  the  importunities 
of  the  would-be  biographer. 

However,  relatively  few  of  those 
selected  to  date  have  been  men  of 
medicine  or  have  been  studied  with 
the  zeal  and  understanding  which 
characterize  the  present  writer.  In 
his  interviews  with  16  of  the  more 
prominent  figures  of  the  profession. 
Dr.  Weisse  has  provided  us  with  a 
permanent  record  of  the  current 
medical  scene— one  which  is  bound 
to  become  increasingly  useful  with 
the  passage  of  time.  It  is  sad  to  note 
that  two  of  the  men  interviewed 
already  have  left  us.  How  fortunate 
we  are  to  have  their  very  words  and 
thoughts  about  tbeir  own  contribu- 
tions, colleagues,  and  the  future  of 
our  profession.  What  would  we  not 
give  for  similar  reminiscences  from 
Sir  William  Osier  or  other  greats  of 
previous  generations? 

The  author  is  to  be  congratulated 
on  this  very  readable  book  which  1 
can  recommend  most  heartily  to  all 
students  of  contemporary  medical 
history  and  its  most  important  ex- 
ponents. 

Morris  H.  Saffron,  M.D. 

Hematology:  Principles 
and  Procedures 

Barbara  A.  Brown.  BA.  Philadel- 
phia, PA  Lea  and  Febiger,  1984.  Pp. 
405.  Illustrated.  ($26.50) 

This  attractive  hardcover,  firmly 


bound  book  has  been  written  by  one 
wbo  knows  hematology  and  knows 
how  to  teach.  She  is  a MT(ASCP) 
and  has  a Master’s  degree. 

The  book  is  comprised  of  405 
pages  and  202  illustrations  (5  in 
color).  There  are  seven  major 
chapter  headings  as  follows:  basic 
laboratory  techniques,  routine 
hematology  procedures,  hematopoi- 
esis, special  hematology  procedures, 
coagulation,  diseases,  and  auto- 
mation. 

1 believe  the  author  is  too  modest 
in  her  opening  sentence  of  the  first 
chapter  in  which  she  states 
“Hematology  is  defined  as  the  study 
of  blood  and  today  is  concerned  pri- 
marily with  the  study  of  formed  ele- 
ments of  the  blood.”  She  then  has  an 
80-page  chapter  on  the  methods  of 
measuring  the  various  coagulation 
factors  and  then  10  pages  on 
coagulation  disorders. 

This  is  an  excellent  basic  book 
and  is  recommended  by  the  author 
for  beginning  students  in  medical 
technology.  1 would  broaden  this  to 
include  second-year  medical  stu- 
dents, first-year  residents  in 
internal  medicine,  and  first-year 
residents  in  clinical  pathology.  A 
thorough  knowledge  of  the  contents 
of  the  book  would  prepare  the  tech- 
nologists and  young  physicians  to 
properly  use  the  larger,  much  more 
expensive,  and  more  encyclopedic 
reference  books  on  hematology.  This 
book  is  very  current:  it  even  includes 
the  Fletcher  factor  in  the  coagula- 
tion system  and  her  discussion  of 
von  Willebrand’s  disease  is  a delight. 
The  index  is  six  pages  and  very  com- 
plete. The  many  illustrations  are  ap- 
propriate and  clearly  printed. 

Hugh  F.  Luddecke,  M.D. 

Immunology  of  Clinical 
and  Experimental 
Diabetes 

Sudhir  Gupta,  M.D..  (ed).  New  York 
NY,  Plenum  Medical  Book  Com- 
pany. 1984.  Pp.  426.  Illustrated, 
($50) 

This  volume  is  a comprehensive 
review  of  modem  diabetes  im- 
munology and  presents  current 
trends  and  research  findings.  Na- 
tional and  international  leaders 
from  a variety  of  major  medical 
centers  contribute  chapters  cover- 
ing topics  including  the  stmcture 


VOL.  82— NUMBER  1— JANUARY  1985 


81 


and  function  of  insulin,  animal 
models  of  human  type  I diabetes, 
genetic  control  of  the  immune 
response  to  insulin,  meehanisms  of 
insulin  resistance,  virus  and  in- 
sulin-dependent diabetes  mellitus, 
and  autoimmunity.  The  trans- 
plantation of  pancreas  and  islets  is 
reviewed  in  detail.  Also  included  is  a 
ehapter  concerning  the  patho- 
genesis, diagnosis,  and  manage- 
ment of  insulin  hypersensitivity. 

The  book  is  divided  into  two  major 
sections,  experimental  diabetes  and 
clinieid  diabetes,  with  chapters  cov- 
ering subtopics  in  each  section. 
Each  chapter  starts  with  an  in- 
troduction which  states  objectives 
to  be  covered  and  reviews  standard 
definitions.  Furthermore,  an  excel- 
lent list  of  references  appears  at  the 
ending  of  each  chapter. 

Even  though  the  book  is  technical 
in  nature,  it  is  written  clearly  and 
concisely.  The  multiple  authors  have 
followed  a similar  format  and  the 
volume  is  tightly  edited. 

This  book  is  recommended  for 
both  the  basic  scientist  and  clini- 
cian who  desire  an  indepth  knowl- 
edge of  genetic,  viral,  and  im- 
munological aspects  of  experimental 
and  human  diabetes. 

Michael  A.  Schmitt,  M.D. 

New  Jersey  Department  of  Health 

Pulmonary  Physiology  in 
Clinical  Medicine 

Gennaro  M.  TisU  M.D.  Baltimore, 
MD.  Williams  & Wilkins  Company, 
1983.  Pp.  287. 

This  is  the  second  edition  of  a text 
“which  bridges  the  gap  between 
basic  principles  and  clinical  appli- 
cation.” The  style  is  concise  and  con- 
sistent and  this  can  be  attributed  to 
the  single  authorship. 

The  book  is  divided  into  four  sec- 
tions. The  first  section,  54  pages  in 
length,  discusses  the  clinical  ap- 
proach to  patients  and  contains  an 
initial  28-page  chapter  on  pul- 
monary physiology.  The  first  21 
pages  are  well  illustrated  and  de- 
voted to  mechanics  but  only  3 pages 
are  allowed  for  O2  and  CO2  transport. 
Because  of  this  limited  discussion, 
the  physiological  implications  of 
shifts  in  the  O2  dissociation  curve 
and  Haldane  effect  are  omitted.  Also 
in  the  next  ehapter  on  clinical  evalu- 
ation cyanosis  is  appropriately  dis- 
missed as  being  an  important  in- 


dicator of  hypoxemia  because  of  its 
insensitivity.  An  opportunity  to 
completely  discard  its  use  in  de- 
termining the  adequacy  or  inade- 
quacy of  arterial  oxygenation  is 
missed,  however,  in  using  only  an 
individual  with  a normal  hemoglo- 
bin concentration  as  an  example  in 
the  calculation  of  the  amount  of  re- 
duced hemoglobin  present  in  the 
mixed  capillary  blood. 

The  next  section  begins  with  a 
concise,  well-written  introduction  to 
clinical  spirometry  followed  by  a 
similarly  short  discussion  of  arterial 
blood  gases  and  pH,  omitting,  how- 
ever, the  technical  aspects  of 
measurement  which  were  included 
for  spirometry.  Finally,  this  section 
concludes  with  miscellaneous  tests 
including  body  plethysmography, 
diffusing  capacity,  and  poly- 
somnography while  limiting  dis- 
cussion of  CO2  response  to  the  ven- 
tilatory parameter  not  mentioning 
Po  i and  inspiratory  flow  rates.  Also 
a discussion  of  exercise  testing  in 
the  evaluation  of  dyspnea  and 
pulmonary  function  is  omitted.  For 
this  section  as  with  others,  classic 
references  are  given. 

The  final  chapter  in  this  section 
on  preoperative  evaluation  of  pul- 
monary function  is  an  authoritative 
and  complete  review.  The  references 
again  are  classic  and  obviously,  by 
the  number  given,  reflect  the 
author’s  interest  in  this  subject. 

Section  three  is  devoted  to  the  use 
of  the  pulmonary  function  labora- 
tory as  a guide  to  diagnosis  of  com- 
mon, if  not  generic,  pulmonary  dis- 
eases. The  discussion  on  asthma, 
particularly  pathophysiological 
aspects,  is  not  current — the  most  re- 
cent reference  being  1979 — and 
makes  no  mention  of  leukotrienes. 
The  discussion  of  occupational 
asthma  is  too  brief  and  is  as  long  as 
that  for  nasal  polyps. 

The  final  section  has  the  purpose 
of  illustrating  the  use  of  the 
pulmonary  laboratory  as  a guide  to 
therapy  eind  is  potentially  the  most 
exciting  conceptually  and  therefore 
the  most  disappointing  when  it  fails 
to  mention  the  simplest  laboratory 
techniques  to  make  functional  cor- 
relations. The  use  of  the  peak  flow 
meter  in  the  therapy  of  asthma  is 
not  discussed.  In  contrast  to  this 
universally  appreciated  clinical  tool, 
total  endorsement  of  the  con- 
troversial techniques  of  incentive 
spirometry  is  not  warranted. 
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Moreover,  the  meager  noncritical  de-^  ; 
scription  of  intermittent  mandatoiyi|| 
ventilation  ignores  the  potentialjl 
shortcomings  of  allowing  fatiguingli 
energy  expenditure  with  noneffec-; 
tive  respiratory  muscle  attempts  at^ 
breathing  to  go  on  with  little  con- 
firmation from  the  literature  of  th&( 
concept  of  disuse  atrophy  or  the  im- 
agined benefit  of  this  form  of  “ex-; 
ercise  training”  for  the  respiratory 
muscles.  Even  with  weaning,  the  use : 
of  a respirometer,  stopwatch,  orti 
force  meter  is  not  discussed  at  all.  l! 

This  book  does  not  achieve  its 
stated  goal  and  unfortunately  can- 
not be  recommended  as  a personal 
choice  for  the  pre-  or  postgraduate'll 
student.  However,  because  of  the  at-  ji 
tributes  mentioned,  it  can  have  a j 
place  in  a departmental  library.  ! 

Monroe  S.  Karetzky,  M.D.  ' 

Operative  Perinatology: 
Invasive  Obstetric 
Techniques 

Leslie  Iffy,  M.D.,  and  David  Charles,  ! 
M.D.,  (eds).  New  York,  NY,  Mac-  1 
millan  Publishing  Co.,  1984.  Pp.  i 
2,084.  Illustrated.  ($110) 

Utilizing  a somewhat  broad  defi- 
nition of  “operative,”  the  editors  of 
this  multiauthored  text  emerge  with 
a very  comprehensive  reference 
source  of  perinatology. 

It  is  heartening  to  know  that  there 
is  still  a place  for  the  “art  of  ob- 
stetrics,” that  clinical  skills  are  of 
paramount  importance  in  today’s 
environment  of  electronic  monitor- 
ing. One  wonders  if  such  procedures 
such  as  forceps  and  vaginal  breech 
deliveries  which  have  decreased 
markedly,  largely  due  to  medicolegal 
considerations,  are  destined  to  be 
only  read  about  in  the  future  as  sub- 
jects of  historical  interest.  Certainly, 
resident  training  in  these  pro- 
cedures is  deficient  at  best. 

Because  of  its  format,  there  is 
some  repetition  of  subject  matter 
but  this  is  of  minor  importance.  In 
general,  the  chapters  are  well  or- 
ganized, clear,  and  informative. 

I recommend  Operative  Perina- 
tology without  reservation  to  all 
practicing  obstetricians,  residents 
in  training,  as  well  as  other  ancillary 
personnel  involved  in  the  ante-,  i 
intra-,  and  postpartum  care  of ' 
mother  and  infant.  ;; 

N.  Irene  Bilenki,  M.D. 
UMDNJ-New  Jersey  Medical  School  | 

il 

MEDICAL  SOCIETY  OF  NEW  JERSEY  | 


82 


Obituaries 


Drs.  Braitman;  Brown; 
Cox;  Dinenberg;  Gurland; 
Hcdsted;  Kuziw; 
Macalincag;  Parry;  Vies; 
Wilkerson;  Withers 


Dr.  Max  Braitman 

A dermatologist  and  member  of 
our  Hudson  County  component. 
Max  Braitman.  M.D.,  died  in 
Englewood  Hospital  on  August  8, 
1984,  at  the  age  of  74.  Bom  in  New 
York  City,  Dr.  Braitman  received  his 
medical  degree  from  Bellevue  Hospi- 
tal Medical  College,  New  York,  in 
1936.  He  was  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a Diplo- 
mate  of  the  American  Board  of 
Dermatology,  and  a member  of  the 
American  Medical  Association.  Dr. 
Braitman,  during  his  lengthy  career, 
had  affiliations  with  a number  of 
medical  institutions  including  New 
York  University  Medical  Center, 
where  he  had  been  associate  clinical 
professor  of  dermatology;  Bellevue 
Hospital,  New  York  City;  North 
Hudson  Hospital,  Weehawken;  and 
Jersey  City  Medical  Center.  During 
World  War  II  Dr.  Braitman  served  in 
the  medical  corps  of  the  United 
States  Army. 

Dr.  Edith  L.  Brown 

At  the  venerable  age  of  90,  Edith 
Louise  Brown,  M.D.,  died  on  August 
22,  1984,  at  the  Geraldine  L.  Thomp- 


son Medical  Home,  Allenwood.  Bom 
in  New  York  City.  Dr.  Brown  earned 
her  medical  degree  at  George  Wash- 
ington University  School  of  Medi- 
cine, Washington.  D.C.  in  1935.  A 
member  of  our  Monmouth  County 
component.  Dr.  Brown  established  a 
general  practice  with  emphasis  on 
obstetrics  first  in  Avon-by-the-Sea, 
and  then  in  Ocean  Grove.  She  had 
been  affiliated  with  Jersey  Shore 
Medical  Center,  Neptune,  and  Point 
Pleasant  Hospital.  Dr.  Brown  served 
10  years  with  the  Planned  Parent- 
hood Clinic,  Asbury  Park,  and  had 
been  school  physician  for  both  Little 
Silver  and  New  Shrewsbury  (Tinton 
Falls)  school  districts. 

Dr.  William  T.R.  Cox 

We  have  learned  of  the  death  of 
William  T.R  Cox.  M.D.,  on  August  26, 
1984.  Bom  in  1910,  Dr.  Cox  com- 
pleted his  medical  education  at  Lou- 
isiana State  Medical  School,  gradu- 
ating in  1937.  A surgeon.  Dr.  Cox 
was  affiliated  with  Alexian  Brothers 
and  St.  Elizabeth  Hospitals,  both  in 
Elizabeth.  Dr.  Cox  was  a retired 
member  of  our  Union  County  com- 
ponent, a Fellow  of  the  American 
College  of  Surgeons,  and  a member 
of  the  American  Medical  Associa- 
tion. 

Dr.  Samuel  Dinenberg 

A neuropsychiatrist  with  offices  in 
Ventnor,  Samuel  Dinenberg,  M.D., 
died  on  September  14,  1984,  at  At- 
lantic City  Medical  Center,  at  the  age 
of  74.  Bom  in  Philadelphia,  Penn- 
sylvania, Dr.  Dinenberg  was  gradu- 
ated from  Hahnemann  Medical  Col- 
lege and  Hospital  in  1938.  He  prac- 
ticed his  specialty  for  42  years,  and 
had  been  an  associate  professor  of 
psychiatiy  at  the  University  of  Penn- 
sylvania. He  was  affiliated  with  the 
Medical  Center,  Atlantic  City,  and 
Shore  Memorial  Hospital,  Somers 
Point.  Dr.  Dinenberg  was  board 
certified  in  his  specialty,  and  had 
been  a member  of  the  American 
Medical  Association. 

Dr.  Bernard  B.  Gurland 

Bernard  Benjamin  Gurland,  M.D., 
an  ophthalmologist  in  Bayonne  for 
35  years,  died  in  Bayonne  Hospital 
on  September  28,  1984.  A native  of 
Bayonne,  bom  in  1913,  Dr.  Gurland 
received  his  medical  degree  from 


Tulane  University  School  ot  Medi- 
cine in  1939.  He  was  an  associate 
professor  at  New  York  University,  a 
Fellow  of  the  American  College  of 
Surgeons,  and  was  board  certilied  in 
his  specialty.  Dr.  Gurland  was  a 
member  of  the  American  Medical  As- 
sociation and  had  been  alfiliated 
with  Bayonne  Hospital  and  Bellevue 
Hospital,  New  York  City.  During 
World  War  II  he  served  for  six  years 
in  the  medical  corps  of  the  Army  of 
the  United  States.  A son.  Dr.  Keith 
G.  Gurland,  continues  in  the  prac- 
tice established  by  his  father. 

Dr.  George  O.  Halsted 

Fonner  chief  of  surgery  for 
Englewood  Hospital,  George  Oliver 
Halsted,  M.D.,  died  on  August  22, 
1984.  Dr.  Halsted  retired  from 
Englewood  Hospital  last  year  at  age 
62.  Dr.  Halsted  earned  his  medical 
degree  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons, 
New  York,  in  1944.  During  World 
War  II,  Dr.  Halsted  served  as  a phy- 
sician with  the  Navy  and  then  with 
the  Marines  during  the  Korean  War. 
A member  of  our  Bergen  County 
component.  Dr.  Halsted  was  a 
Diplomate  of  the  American  Board  of 
Surgeiy  and  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  Dr.  Halsted 
also  was  affiliated  with  Bergen  Pines 
Hospital,  Paramus. 

Dr.  Tuhan  Kuziw 

At  age  64,  Tuhan  Kuziw,  M.D., 
died  on  September  16,  1984.  For  the 
past  24  years.  Dr.  Kuziw  was  an  in- 
ternist in  Irvington;  he  was  on  the 
staffs  of  Clara  Maass  Medical 
Center,  Belleville,  Saint  Barnabas 
Medical  Center,  Livingston,  Saint 
Michael’s  Medical  Center,  Newark, 
and  Irvington  General  Hospital.  Dr. 
Kuziw  graduated  from  Lwow  Univer- 
sity, Poland,  with  a medical  degree 
in  1944;  he  completed  an  internship 
at  Saint  Barnabas  Medical  Center  in 
1952.  Dr.  Kuwiz  was  a member  of 
our  Essex  County  component  and  of 
the  American  Medical  Association. 

Dr.  Loreto  A.  Macalincag 

We  just  have  learned  of  the  death 
on  August  28,  1984,  of  Loreto 

Alvarez  Macalincag,  M.D.,  while  in 
the  Philippines,  where  he  was  bom 
in  1938.  A member  of  our  Hudson 
County  component.  Dr.  Macalincag 
earned  his  medical  degree  at  the  In- 
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stitute  of  Medicine,  Far  Eastern  Uni- 
versity, Manila,  in  1963.  Upon  emi- 
grating to  the  United  States,  he  es- 
tablished a practice  in  obstetrics 
and  gynecology  in  Jersey  City.  Dr. 
Macalincag  was  affiliated  with  the 
Medical  Center  and  Greenville  Hos- 
pital, Jersey  City,  and  St.  Mary  Hos- 
pital, Hoboken. 

Dr.  Allen  A.  Parry 

An  industrial  physician  and  in- 
ternist, Allen  Almon  Parry,  M.D.,  an 
emeritus  member  of  our  Morris 
County  component,  died  on  Septem- 
ber 19,  1984,  at  his  retirement 
home,  Belleair  Beach,  Florida  Bom 
in  1909  in  Pittsfield,  Massachusetts, 
Dr.  Parry  earned  his  medical  degree 
at  the  University  of  Rochester 
School  of  Medicine  in  1936.  He  had 
been  affiliated  with  Morristown 
Memorial  Hospital,  and  had  been  a 
member  of  the  American  Medical  As- 
sociation. During  World  War  11,  Dr. 
Parry  served  in  the  medical  depart- 
ment of  the  United  States  Army, 
emerging  with  the  rank  of  major. 

Dr.  Erika  Vies 

A family  practitioner  prior  to  her 
retirement  because  of  ill  health. 


Erika  Vies,  M.D.,  died  on  September 
17,  1984.  Bom  in  Latvia  in  1912,  Dr. 
Vies  earned  her  medical  degree  at 
the  University  of  Latvia  Faculty  of 
Medicine  in  1936.  During  World  War 
11,  she  served  in  hospitals,  camps  for 
displaced  persons,  and  infirmaries 
in  Germany.  Following  the  war  she 
worked  as  a laboratory  technician  in 
England  until  1951,  when  she  emi- 
grated to  the  United  States.  She  es- 
tablished a practice  in  Dover  and 
was  affiliated  with  Dover  General 
Hospital.  Dr.  Vies  was  a member  of 
our  Morris  County  component  and 
a member  of  the  American  Medical 
Association. 

Dr.  Wm.  G.  Wilkerson 

Two  days  after  undergoing  open 
heart  surgery  at  Walter  Reed  Army 
Hospital,  Washington,  D.C.,  William 
G.  Wilkerson,  M.D.,  died  on  Septem- 
ber 21,  1984,  at  the  age  of  68.  A 
member  of  our  Hudson  County  com- 
ponent, Dr.  Wilkerson  was  an  ob- 
stetrician/gynecologist who  had 
earned  his  medical  degree  at  the 
Faculty  of  Medicine  of  the  University 
of  Geneva,  Switzerland,  in  1952.  He 
had  affiliations  with  Fairmount 
Hospital,  Jersey  City,  Jersey  City 


Medical  Center,  and  St.  Mary  Hospi- 
tal. Hoboken.  Dr.  Wilkerson  was  a 
Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists, 
and  of  the  American  Society  of  Ab- 
dominal Surgeons.  Dr.  Wilkerson’s 
life  was  multifaceted:  he  was  one  of 
the  first  blacks  to  represent  Hudson 
County  in  the  state  legislature:  for 
ten  years  he  was  president  of  the 
Jersey  City  branch  of  the  NAACP;  he 
was  an  ordained  minister;  and  dur- 
ing World  War  11  he  served  in  the 
99th  Air  Force  Squadron  as  a fighter 
pilot. 

Dr.  George  R.  Withers 

At  the  age  of  57.  George  R Withers, 
M.D.,  died  on  August  1,  1984.  Bom 
in  Dublin,  Dr.  Withers  earned  his 
medical  degree  at  the  Royal  College 
of  Surgeons  of  Ireland  in  1956.  He 
completed  a residency  program  at 
Monmouth  Medical  Center,  Long 
Branch,  and  at  Cooper  Hospital, 
Camden.  An  anesthesiologist.  Dr. 
Withers  was  affiliated  with  Jersey 
Shore  Medical  Center,  Neptune,  and 
Riverview  Hospital,  Red  Bank.  Dr. 
Withers  was  a member  of  our  Mon- 
mouth County  component  and  of 
the  American  Society  of  Anes- 
thesiologists. 
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The  Joumcd  of  the 
Medical  Society  of  New  Jersey 

presents 

300  YEARS  OF 
MEDICINE  IN  NEW  JERSEY 

September  1984 

We  are  celebrating  the  history  of  medicine  in  New  Jersey.  This  special  issue 
illuminates  the  beginnings  of  our  health  care  system  and  the  growth  of  medical 
care:  essays  highlight  those  talented  individuals  who  devoted  themselves  to  this 
system,  and  commentaries  present  the  development  of  specialized  care  in  as- 
sociated fields  of  medicine.  Plus  a special  photography  section  highlighting  three 
statewide  exhibits. 

Copies  of  this  issue  are  available  by  sending  $5.00  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648.  All  MSNJ  members  will 
receive  one  copy  of  this  issue. 

Name 

Address 


Enclose  a $5.00  check  or  money  order  for  each  copy. 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 

WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 

Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 

Copies  of  this  special  issue  are  available  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 

Please  send  a copy  of  the  William  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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SUPPOSITORY 

THERAPY 

DESIGNED  FOR 
YOUR  SPECIALTY 


VAGINAL 

RECTAL 

URETHRAL 

Progesterone 

Hydrocortisone 

Nitrofurantoin 

Boric  Acid 

Lidocaine 

(Plain  & with  HC) 

Ampicillin/ 

Analgesic 

Hydrocortisone 

Nystatin 

Emollient 

Tetracycline 

Progesterone 

Lidocaine 

(Including 
rectal  soln's) 

SMZ-TMP 

All  preparations  are  available  in  your  choice  of  potency  and  are  pre- 
pared in  heat  stable  bases  suitable  tor  shipping  via  United  Parcel 
Service  (UPS)  with  next  day  delivery  within  a 300  mile  radius 


Contact  us  for  any  special  requirements  that  exist  in  your  practice. 


BELVIOERE 


PHARMACY 
& SURGICAL 


1101  South  Avenue 
Plainfield,  New  Jersey  07062 


(201)  756-6695 


MEDICAL  DIKEaOR 

John  E.  Runnells  Hospirol,  o 309  bed  J.C.A.H.  oc- 
credired,  specialized  Hospirol  in  suburban  Berkeley 
Heighrs,  NJ,  is  seeking  o Medical  Direcror. 

A challenging  posirion  for  rhe  righr  individual,  rhe 
successful  condidore  will  hove  rhe  opporrunity  ro 
assume  o leodership  role  in  overoll  progrom  plon- 
ning  or  o recenriy  reorganized  fociliry.  Excellenr 
monogeriol  skills  and  experience  in  Geronrology  o 
plus. 

Appliconrs  musr  be  Doord  Certified  physicians  wirh 
o minimum  of  five  years  of  clinical  experience,  ond 
preferobly  including  o background  in  Hospirol  Ad- 
minisrrorion. 

An  excellenr  Denefirs  pockoge  ond  compensorion 
subjecr  ro  negoriorion. 

Inreresred  appliconrs  ore  invired  ro  submir  rheir  re- 
sume in  confidence  ro: 

Korhleen  5.  Hozo 
Adminisrroror 

John  E.  Runnells  Hospital 

Volley  Bood  and  Ploinfield  Ave. 

Berkeley  Heighrs,  N.J. 


PRACTICE  OPPORTUNITIES 

ALLERGY  — Suburban  Philadelphia— fully 
equipped,  excellent  staff,  and  favorable 
lease. 

PEDIATRICS— New  Jersey  near  NYC— very  suc- 
cessful practice  with  excellent  growth  record. 

ENT— Pennsylvania— large,  fast-growing  prac- 
tice. All  new  equipment. 

IM/RHEUMATOLOGY— Arizona— well-equipped 
practice  in  large  city. 

OB/GYN— Washington  State — Seller  moving, 
needs  Buyer  ASAP. 

ALLERGY/IMMUNOLOGY— Close  to  New  York 
City.  Good  opportunity  for  Pediatrician/ 
Allergist. 

For  more  information  on  these  or  other  practice 

sales  or  position  opportunities,  call  (215) 

667-8630  or  send  your  Curriculum  Vitae  to: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

403  GSB  Building 
Bala  Cynwyd,  PA  19004 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

jgJJ  CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 
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CUSTOM  BUILT  HOME/OFFICE 

LIVINGSTON,  N.J.  | 

A 2-year-old  state-of-the-art  all  Brick  Expanded  Ranch  i|j 
featuring  the  finest  amenities  available  including  spec-|ji 
tacular  kitchen,  formal  dining  room,  stunning  family j; 
room,  5 bedrooms,  3V2  baths,  3-car  garage  plus  at-  i 
tached  700  sq.  ft.  suite  of  offices  with  private  entrance  - 
and  ample  parking.  Prime  location.  Call  for  completej^ 
information.  !; 

DISTINCTIVE  PROPERTIES,  INC.  REALTORS  ! 

THE  MALL  AT  SHORT  HILLS  * 

SHORT  HILLS,  N.J.  07078  ' 

(201)  564-9700 


CLINICAL  ASST 
IN  EMERGENCY  MEDICINE 

Perform  various  medical  services  under  direction 
of  medical  director  at  clinic  in  treating  patients  in 
emergency  medical  and  surgical  procedures.  Re- 
quires M.D.  or  M.B.B.S.  plus  3 yrs  surgical  train- 
ing & 1 yr  emergency  medicine.  (ECFMG  & VQE, 
if  foreign  medical  graduate).  Salary  $30,000.00 
per  40  hr  week,  incl.  on  call  weekends  and  rotat- 
ing hours.  Submit  c.v.  to  Alpha  Medical  Emerg- 
ency Services,  Box  114,  JMSNJ. 


Kirwan  Financial  Croup,  Inc. 

Financial  Planners 
for  the 

Medical  Profession 

Investments,  Pensions,  Insurance,  Etc. 

• Honest 

• Sophisticated 

• Profusely  Referenced 

609-778-4388 


STAFF  POSITION  EMERGENCY 

ESTABLISHED  SOLO  FAMILY  PRACTICE: 

DEPARTMENT 

Opportunity  to  assume  established  private 

400  bed  university  affiliated  teaching  Hospital 
located  in  a major  metropolitan  area  in  New 
York  State.  Must  be  Board  Eligible  or  Board 
Certified  through  Emergency  Medicine  residency. 
Guaranteed  salary,  excellent  relocation  and 
benefits  package.  Call  Carol  Burke 
1-800-441-0996  or  in  PA  215-896-5080 

practice  in  pleasant  college  community  in 
Northwestern  Pennsylvania.  Fully  equipped  office 
and  family  residence  available. 

Admitting  privileges  at  major  Medical  Center, 
which  will  assist  with  relocation  and  placement  of 
qualified  Board  Eligible/Certified  Family  Practice- 
Physician. 

Call  Tina  Carrigan  (215)  896-5080 

FAMILY  PRACTICE  PHYSICIAN: 

MEDICAL  DIRECTOR: 

Excellent  full-time  opportunity  for  a 
Board  Certified  Family  Practitioner  for  a single 
specialty  group.  Offering  guaranteed  income 
plus  partnership  opportunity.  Facilities  include 
attractive  expandable  office,  growing  practice, 
admitting  privileges  at  large  teaching  Hospital. 
Located  in  scenic  Northwestern  Pennsylvania. 

Call  Tina  Carrigan  (215)  896-5080 

Attractive  opportunity  for  Board  Certified 
Physician.  250  bed  church  affiliated  Hospital 
located  in  Eastern  Pennsylvania  serving 
population  of  500,000.  Income  negotiable; 
excellent  benefits.  Requires  proven  leadership 
skills  and  administrative  experience. 

Call  Tina  Carrigan  (215)  896-5080 

1' 
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CLASSIFIED  ADVERTISEMENTS 


INTERNIST— Wayiie  State  University. 
. A^ill  complete  training  and  be  board 
i!i?ligible  by  June  1985.  Desires  of- 
I'ice/ hospital  work  in  any  part  of  NJ. 
.please  call  313-268-8832  or  write  to  Dr. 
|Dvid  Mercene,  2157  14  Mile  Road,  Apt. 
1 206,  Sterling  Heights,  Ml  48077. 


(DIAGNOSTIC  RADIOLOGIST— Mayo 
1 Clinic  trained,  32  years  old;  experienced 
in  all  aspects  of  radiology.  Seeks  op- 
’portunity  to  practice  in  NJ  or  greater 
fPhiladelphia  area  Interested  in  locum 
j|enens,  interpreting  all/or  selected  films, 
■part  or  full  time  position  in  a clinic  set- 
i ting.  Call  215-245-8904, 

(RADIATION  THERAPIST— Board 
i eligible,  seeking  position  as  attending 
! radiation  therapist  or  locum  tenen  radi- 
l atlon  therapist.  Available  July  1985.  In- 
jquiries  should  be  directed  to  Box  No. 
ill  13,  JMSNJ. 

[|RADIOLOGIST— Board  certified  in 
iradiology  and  nuclear  medicine.  Teach- 
•ing  hospital  affiliation.  Desires  super- 
vision of  Nuclear  Medicine  with  ultra- 
isound  and  CT.  New  Jersey  license.  Reply 
jto  Box  No.  107. 

1 NEEDED— EMERGENCY  PHYSICIAN— 

Full  and  part-time  positions  available, 
j Residency  training  in  E.M.,  F.P.,  I.M.  or 
ISurg.  and  ACLS  certification  required. 
1 250-bed  community  hospital  with  F.P. 
(Residency.  Apply  to  Howard  Swidler, 
■M.D.,  185  Roseberry  Street,  Phillipsburg, 
,NJ  08865,  201-859-1483, 

! NEEDED— EMERGENCY  PHYSICIAN— 

i For  new  urgent  care  center  in  West 
Morris  County.  ElxceUent  opportunity. 
Reply  Box  No.  104,  JMSNJ, 


NEEDED— INTERNIST— To  join  active 
3-man  pediatric  practice,  Fulfy  furnished 
offices  with  lab  and  x-ray  available.  Excel- 
lent opportunity.  Call  201-584-9390. 


NEEDED— PHYSICIANS— For  success- 
ful well  known  walk-in  medical  office 
center — Central,  NJ.  Full  and  part  time. 
Skilled  and  personable  American  trained 
M.D.s.  Send  CV  to  E.V.  McGinley,  M.D., 
1005  N.  Washington  Avenue,  Green 
Brook.  NJ  08812. 


NEEDED— PHYSICIANS— New  pro 

fessional  office  center.  Ideal  location  for 
all  specialties.  X-ray  and  lab  available. 
Many  extras.  201-584-9390. 


NEEDED— PSYCHIATRIST— Board 
certified  or  eligible.  Full  time  position. 
Full  service  mental  health  organization. 
$49,000  plus  extras,  full  benefits.  Scenic 
Bucks  County  PA  near  Philadelphia  Call 
Ms.  Cifelli,  215-822-7510. 


NEEDED  SURGICAL  ASSISTANT— 

Board  certified  ophthalmologist  would 
like  a position  as  a surgical  assistant  2 
or  3 days  a week.  Would  prefer  Central 
New  Jersey,  but  would  consider  other  lo- 
cations in  New  Jersey-New  York  area 
Write  Box  No.  98,  JMSNJ. 


FOR  SALE — American  Edwards 
"Eliminator”  Holter  monitor  machine 
plus  portable  monitor.  Two  years  old,  per- 
fect condition.  $5,000  or  best  offer. 
201-836-4448,  Rudolph  E.  Angeli,  M.D., 
175  Cedar  Lane,  Teaneck,  NJ  07666. 


FOR  SALE^ — X-Ray  Table.  Has  tilt  func- 
tion. Very  reasonably  priced.  Call 
201-376-7822. 


OFFICE  PRACTICE  FOR  SALE— Eye 

and/or  ENT  practice  for  sale.  Well  estab- 
lished over  40  years.  Excellent  office  lo- 
cation in  Elizabeth.  Immediately  avail- 
able. Call  201-322-5845. 


PRACTICE/HOME/OFFICE  FOR 
SALE — 32  years,  busy  Family  Prac- 
tice/Intemal  Medicine.  Fully  equipped,  x- 
ray,  lab,  EKG,  dark  room,  FT  equipment. 
Seven  room  office,  IV2  acres  -(-,  8 room 
house.  Inground  pool,  prime  Bergen 
County  location.  Available  immediately. 
EVenings  201-825-0535. 


HOME/OFFICE  FOR  SALE— Four  bed 
room  colonial  with  800  square  foot  office 
attached  with  4 exam  rooms,  lab,  waiting 
room.  Located  in  fastest  growing  area  in 
NJ:  Marlboro-Manalapan  Township.  Ask- 
ing $154,500.  Call  201-946-2286. 


PRACTICE  FOR  SALE— Established  Pri- 
mary Care  Practice  in  Ocean  County 
area  X-ray  equipment  EKG,  and  cardiac 
monitor.  Write  Box  No.  103,  JMSNJ. 


OFFICE  SPACE  RENT  or  SHARE— New 

Brunswick/Highland  Park  area. 
Furnished  700  square  feet.  Ample  park- 
ing close  to  the  hospital.  For  Rent, 
$500/month  utilities.  For  Share, 
$300/month  including  utilities.  Call 
201-846-1661  or  201-572-7553. 


OFFICE  SPACE — Kenilworth.  NJ.  Space 
available  for  rent  in  medical  office.  Call 
201-272-5750. 


OFFICE  SPACE— Millbum.  Millbum 
Medical  office  for  rent  or  sub  let.  1200 
square  feet.  On-site  parking,  elevator 
building.  Ideal  for  two-physician  prac- 
tice. Close  to  all  area  hospitals.  Call 
201-376-7822. 


OFFICE  SPACE — Professional  office 
space  available.  Hackensack  location. 
One  block  from  hospital.  Patient  parking 
available.  Approximately  800  square  feet. 
Call  201-265-9100  for  further  infor- 
mation. 


OFFICE  SPACE— For  Sub-let,  Liv- 
ingston. 700  feet  medical  building, 
furnished.  Excellent  parking,  newly  dec- 
orated. Excellent  location.  Available  all 
day  Monday,  Thursday,  Friday  and  Sat- 
urday and  Sunday.  Contact  Dr.  Lazar, 
201-568-3742. 


OFFICE  TO  SHARE — Morristown,  cen- 
tral location,  near  hospital,  fully 
equipped,  newly  decorated.  All  utilities 
included.  Ample  parking  available.  Near 
public  transportation.  Available  immedi- 
ately. 201-267-2555. 


OFFICE  TO  SHARE— Westfield,  central 
location,  near  hospital,  fully  equipped,  at- 
tractively decorated.  All  utilities  included. 
Ample  parking  available,  near  public 
transportation.  Available  immediately. 
201-233-5800. 


VACATION  HOME  RENTAL— Hilton 
Head  Island,  SC — Rent  villa  from  owner 
at  Palmetto  Dunes  at  discount.  Three 
bedrooms  each  with  private  bath.  Decor- 
ator furnished.  Golf,  tennis,  beach,  pool 
available.  Call  201-379-5317. 


RATE  INFORMATION  FOR  MEMBERS:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance. 
WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000, 
c/o  JMSNJ"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 


“PHYSICIAN  HEAL  THYSELF” 

Your  office  also  deserves  your  utmost  care.  Make  a professional  impression  with  professional  direction. 

WELLINGTON  HALL 

Architectural  & Interior  Design 
Florence  Karasik  A.S.I.D. 

2112  Hwy.  35,  Ocean,  N.J.  07712  (201)  493-3200 
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THE  MEDICAL  FAMILY 
ITS  STRENGTHS,  ITS  WEAKNESSES 
AND  INSURING  ITS  SURVIVAL 

Sunday,  March  24,  1985 
9:30  a.m. 

The  Impaired  Physicians  Program  and  the  Auxiliaries  to  the  Medical  Society  of  New  Jersey  and  the 
New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  invites  you  and  your  spouse  to  attend 
this  day  of  enlightenment.  Topics  to  be  addressed  include; 

THE  PHYSICIANS  FAMILY— STRENGTHS  AND  WEAKNESSES 
THE  IMPAIRED  PHYSICIAN 

THE  IMPAIRED  PHYSICIAN’S  FAMILY  AND  FAMILY  THERAPY 

THE  EMOTIONAL  IMPACT  OF  A MALPRACTICE  SUIT  ON  THE 
PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY 

GEARING  UP  FOR  RETIREMENT 

THE  PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY- 
SURVIVAL  AND  SOLUTIONS 

GUEST  SPEAKERS 
M.O.  Vincent,  M.D.,  Ontario,  Canada 
Sara  Charles,  M.D.,  University  of  Illinois 
Frank  C.  Snope,  M.D.,  Piscataway,  New  Jersey 

Application  has  been  made  for  CME  Credit  Hours! 


REGISTRATION  FORM 
THE  MEDICAL  FAMILY 

Please  print 

Name(s)  of  those  to  attend 

Address 

Telephone 

[ ] Enclosed  is  my  check  for  $15.  This  will  cover  my  registration  only. 

[ 1 Enclosed  is  my  check  for  $25.  My  spouse  will  accompany  me. 

YOUR  REGISTRATION  FEE  INCLUDES  LUNCHEON 
FOLLOWING  THE  SEMINAR! 

PLEASE  COMPLETE  APTO  RETURN  YOUR  REGISTRATION  FORM 
AS  SOON  AS  POSSIBLE.  SPACE  IS  LIMITED!!! 

Return  to:  Impaired  Physicians  Program 

c/o  Medical  Society  of  New  Jersey 
2 Princess  Road 

Lawrenceville,  New  Jersey  08648 
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E.  & W.  BLANKSTEEN  j 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
mJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 


★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF; 

HOMEOWNER’S 
OFFICE  PACKAGE 
UFE 
IRA 

PENSION 


75  Montgomery  Street 

Jersey  City,  N.J.  07201 

(201)  333-4340  1(800)  BLANK  AG 


I 


(BRiiimi  the  brown  pharmaceutical  co„  inc. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 

PDR 


JWfcokfSTia/zs: 


Methyltestosterone  US.R  Tablets 


JVndroid/f 

Fluoxymesterone  U.S.R  Tablets,  lOmg 
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Frank  Y.  Watson,  M.D.  (Essex)  Glen  Ridge 

President-Elect 
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ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 


PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate— is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets—- 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 


START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  ot  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulated  to  provide  a sustained  release  of  propranolol 
hydrochloride-  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules. 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade' for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-indycecT increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardraf  contraction  Propranolol^ 
may  increase  oxygen  requirements  by  increasing  left  ventrtcular  fiber  length,  end  diastolic  i 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  riuring  exercise  by  defayedOnset  of  painend 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action.potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  oncorlain  .: 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  piat  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  whfeh,, because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  th©.  patient  got  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with 'Severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic,  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope,  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block:  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)^ — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  .administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ot  beta  receptors. 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  theraj 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthes 
and  surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  bet: 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e.c! 
dobutamine  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  seve. 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  will  * 
tD©t3  blockers  ^ 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  aj 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  i 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  moi 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidisn 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptorr 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  test; 

IN  PATIENTS  WITH  WOLFF-PARKINSON-VVHITE  SYNDROME,  several  cases  have  bee 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardi 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 m 
propranolol, 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impairej 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensiv 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patient 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  ma 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  diseast 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-dejoleting  drugs  such  as  rese 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamin£ 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activit 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  ororthostati 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  ot  Fertility  Long-term  studies  in  animals  hav 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  i 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significar 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosagi 
levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  wa 
attributable  to  the  drug.  , „ 

Pregnancy  Pregnartcy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  ii 
animalstudies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  arid  welf-conlfotled  studies  in  pregnant  women.  INDERAL  shouli 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  metiers:  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  whe; 
INDERAL  is  admmistered  to  a nursing  woman. 

PecMatnc  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  havi 
rarely  required  the  withdrawal  of  tlwapy. 

Cardiovascular:  bradycardia  oofi^stive  heart  failure;  intensification  of  AV  block,  hypo 
tension;  paresthe&  of  hands:  ttwombctoytopenic  pprpura,  arterial  insufficiency,  usually  of  thi 
Raynaud  type 

Central  Nervous  System:  lighttlpadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visua 
disturbances;  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  fo 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  anc 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achinc 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 
Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  beer 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo 
tence,  and  Peyronie's  disease  have  been  reported  rarely,  Oculomucocutaneous  reaction; 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  3 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAl 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained,  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  foi 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  ma^ 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mc' 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved- 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  64C 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA| 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimurr., 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  thej 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  anc! 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  week; 
(see  WARNINGS).  j 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA' 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  noli 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ol 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

‘The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

8833/384 


Ayerst® 


AYERST  U\BORATORIES 
New  York,  N.Y  10017 
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! HIGH-RISK  MATERNITY  HOTLINE 

! The  Statewide  Perinatal  Services  and  Research 
I Center’s  obstetrical  service  division  at  University  Hos- 
pital, Newark,  offers  a special  hotline  number  for  the 
j referral  of  high-risk  maternity  patients  by  community 
I physicians  throughout  the  state.  The  hotline  number, 
U201)  456-6840,  can  be  used  to  provide  direct  and 
i immediate  physician- to-physician  contact  for  consul- 
I tation  and  to  alert  labor/deliveiy  to  the  arrival  of  a 
! high-risk  maternity  patient. 

I The  hotline  is  designed  to  be  used  in  urgent  and 
' emergency  patient  care  situations  such  as  premature 
rupture  of  membranes  or  premature  labor,  severe 
preeclampsia,  or  third  trimester  bleeding.  The  Peri- 
natal Center  also  offers  a variety  of  clinical  support 
services  at  its  University  Hospital  division  for  the  man- 
agement of  high-risk  pregnancies  throughout  the 
prenatal  period.  A comprehensive  obstetrical  evalu- 
ation program  is  utilized  to  determine  the  nature  and 
extent  of  all  at-risk  situations.  This  evaluation  can 
include  nonstress  tests  and  oxytocin  challenge  tests; 
ultrasound  diagnosis  to  determine  intrauterine 
growth  rate,  multiple  gestation,  and  placenta  lo- 
calization and  grading;  and  a complete  genetics 
assessment  through  counseling  and  diagnosis — 
amniocenteses,  chronic  villi  sampling,  and  alpha- 
fetoprotein  tests.  These  services  and  physician  and/or 
nurse  consultations  can  be  accessed  by  calling  Peri- 
natal Center  at  (201)  456-6785. 

SPECIAL  JOURNAL  ISSUES 

The  Journal  of  the  Medical  Society  of  New  Jersey  has 
reprinted  the  William  Carlos  Williams  Commemorative 
Issue  (September  1983),  a celebration  of  this  New  Jer- 
sey physician  and  poet. 

The  September  1984  issue  of  The  Journal  is  a study 
of  the  history  of  the  healing  art  in  this  state.  “300  Years 
of  Medicine  in  New  Jersey”  is  a collection  of  essays 


intended  to  dispel  erroneous  myths  about  the  health 
professionals  of  New  Jersey. 

Both  issues  are  available  from  MSNJ,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  for  $5. 

MSNJ  ANNUAL  MEETING 

The  Medical  Society  of  New  Jersey  will  be  conducting 
its  219th  Annual  Meeting,  May  2 through  May  5,  1985, 
at  the  Americana  Host  Farm  Resort,  in  Lancaster, 
Pennsylvania  You  can  plan  your  arrival  for  Thursday, 
May  2nd  with  a Sunday,  May  5th  departure. 

There  will  be  500  rooms  available  at  Host  Farm  Re- 
sort and  an  additional  100  rooms  available  in  the  im- 
mediate area 

The  Hotel  will  maintain  a shuttle  bus  service  to  and 
from  the  Host  Farm  Building  and  the  Host  Corral 
Building. 

This  Annual  Meeting  will  have  total  exclusivity  of  all 
function  rooms,  dining  rooms,  golf  and  tennis  facili- 
ties, entertainmenL  health  clubs,  swimming  pools,  two 
miles  of  bicycle  and  jogging  trails,  and  handball. 

Sightseeing  and  factory  outlet  shopping  here  in  the 
beautiful  Pennsylvania  Dutch  Country  will  be  very  ap- 
pealing. 

HYPERTENSION  TREATMENT 

Chewing  perforated  nifedipine  capsules  is  a safe  and 
effective  way  to  lower  blood  pressure  promptly  without 
parenteral  medications,  according  to  Jacob  1.  Haft, 
M.D.,  and  William  E.  bitterer  III,  D.O.,  in  the  December 
issue  of  Archives  of  Internal  Medicine.  Within  13 
minutes,  blood  pressures  of  42  emergency  room  pa- 
tients dropped  from  an  average  of  205  over  127  to  158 
over  88.  ‘There  were  no  side  effects  and  no 
hypotension  even  among  the  38  patients  who  recently 
had  received  other  medications,"  reported  the 
cardiologists  from  St.  Michael’s  Medical  Center,  New- 
ark. Nifedipine  is  a calcium  blocker. 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Suliject 

MSNJ 

Position 

Committee 

Present  Status 

S-70 

Codey 

To  change  requirements  for 
eligibility  to  be  Commissioner  of 
Health 

Active  Opposition 

Senate:  IHW 

In  committee 

S-111 

Bubba 

To  require  a physician  to  present 
surgical  consent  forms  at  the  time 
surgery  Is  agreed  upon 

Active  Opposition 

Senate:  LIP 

In  committee 

S-243 

Hagedom 

To  provide  procedures  for 
Involuntary  civil  commitment  of 
the  mentally  111 

Active  Opposition 

Senate:  IHW 

In  committee 

S-424 

Dors^ 

To  provide  for  the  abolishment  of 
certain  state  agencies  for  specific 
periods  of  time  and  to  create  a 
Joint  Legislative  Committee  on 
Regulatory  Agencies 

Active  Support 

Senate:  SGF&IR&VA 

In  committee 

S-607 

Bassano 

To  require  the  padding  of  all  metal 
bars  In  school  buses  with  energy- 
absorbing materials  to  be  Included 
In  the  State  Board  of  Education’s 
rules  and  regulations 

Active  Support 

Senate:  LPS&D 

In  committee 

S-723 

Brown 

To  require  the  State  Department 
of  Health  to  prepare  a booklet  on 
breast  cancer  and  require 
physicians  to  give  a copy  of  the 
booklet  to  breast  cancer  patients 

Active  Opposition 

Senate:  IHW 

In  committee 

S-752 

Hlrkala 

To  provide  that  certain 
Information  of  hospitals  and  long- 
term health  care  facility  review 
committees  be  considered 
confidential 

Active  Support 

Senate:  IHW 

In  committee 

S-754 

Hlrkala 

To  provide  Immunity  from  civil 
liability  to  members  of  hospital 
governing  bodies  In  connection 
with  certain  review  actions 

Active  Support 

Senate:  J 

in  committee 

S-1067 

Feldman 

To  establish  and  license  two 
categories  of  social  workers 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1079 

Dumont 

Provides  for  a three-yecir  statute  of 
limitations,  except  for  fraud. 
Intentional  concealment,  or 
nontherapeutic  or  diagnostic 
purpose.  Minors  have  until  age  1 1 
or  any  Injuiy  prior  to  age  8 

Active  Support 

Senate:  J 

In  committee 

S-1112 

Hurley 

To  establish  a cap  on  the  amount 
of  damages  which  may  be  awarded 
for  pain  and  suffering  In  cert8iln 
civil  actions 

Active  Support 

Senate:  J 

In  committee 

S-1135 

Dalton 

To  eliminate  certain  sources  of 
windfall  benefits  In  personal 

Active  Support 

Senate:  J 

In  committee 

injuiy  and  wrongful  death  actions 
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Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-1140 

Feldman 

To  impose  certain  requirements 
on  the  plaintiff  in  a medical 
malpractice  proceeding 

Active  Support 

Senate:  J 

In  committee 

S-1182 

Saxton 

To  establish  the  Automobile 
Insurance  Medical  Fee  Schedule 
Board 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1190 

Feldman 

To  authorize  a court  to  award 
reasonable  attorney's  fees  to  a 
party  with  a frivolous  claim  for 
relief  in  a civil  action 

Active  Support 

Senate:  J 

In  committee 

S-1714 

Bassano 

Licenses  podlatrlc  x-ray 
technicians  and  allows  them  to 
take  x-rays  of  the  leg*  and  foot 
area  Their  curriculum  and 
examination  will  be  established 
and  conducted  by  the  Radiologic 
Technology  Board  of  Examiners 
(*Note:  Current  law  limits  podi- 
atrist to  “lower  leg”  and  foot.) 

Active  Opposition 

Senate:  LIP 

Out  of 
committee, 
amended: 
2nd  reading 

S-1775 

Orechlo 

Allows  chiropractors  who  are 
licensed  to  practice  by  written 
examination  in  any  state  and  who 
have  completed  4,300  classroom 
hours  in  a chiropractic  school  to 
become  licensed  to  practice  by 
virtue  of  a clinical  examination 

Active  Opposition 

Senate:  LIP 

Out  of 
Assembly; 
2nd  reading 

S-1839 

Dalton 

Amends  existing  law  to  allow  a 
psychologist  to  supply  evidence  of 
a need  for  guardianship  of  a minor 
who  is  in  the  custody  of  the 
Division  of  Mental  Retardation 

Active  Opposition 

Senate:  IHW 

Out  of 
committee: 
2nd  reading; 
amended 

S-1840 

Cardlnale 

Elxempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law 

Active  Support 

Senate:  IHW 

In  committee 

S-1846 

Garibaldi 

Provides  that  cancers  caused  by 
exposure  to  heaL  cold,  radiation, 
or  a known  carcinogen  which 
manifest  themselves  in  active 
police  or  firemen  are  assumed  to 
be  accidental  and  work- related 
disabilities 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-2019 

Lynch 

Creates  the  profession  of  contact 
lens  dispensing  and  fitting  for 

Active  Opposition 

Senate:  LIP 

In  committee 

nonphysicians  and  nonop- 
tometrlsts.  Licensure  and  regu- 
lation would  be  by  Board  of  Exam- 
iners of  Ophthalmic  Dispensers 
and  Ophthalmic  Technicians. 
Prescription  by  licensed  op- 
tometrist or  physician  would  be  re- 
quired. 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-2051 

Feldman 

Appropriates  $9.45  million  to 
design  an  osteopathic  medical 
school  in  Stratford.  Also  provides 
construction  monies  for 
classrooms  and  administrative 
offices 

Active  Opposition 

Senate:  ED 

Out  of 

committee;  2nd 

reading: 

amended 

A-115 

Otlowskl 

To  authorize  optometrists  to 
prescribe  a limited  number  of  eye 
medications 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-708 

Hardwick 

To  create  a temporary  committee 
to  study  Diagnosis  Related  Group 
System  used  for  setting  hospital 
rates  and  appropriate  $45,000 

Active  Support 

Assembly:  CHHS 

In  committee 

A-926 

Weidel 

To  create  an  Automobile 
Insurance  Fee  Schedule  Board  in 
the  Department  of  Insurance  to 
adopt  a reasonable  fee  schedule  for 
medical  services  arising  from 
passenger  automobile  accidents 

Active  Opposition 

Assembly:  BI 

In  committee 

A-960 

Miller 

To  permit  individual  patients  or 
insurers  to  appeal  hospital  bills  in 
cases  of  assignments  under  the 
Diagnosis  Related  Groups 

Active  Support 

Assembly:  CHHS 

In  committee 

A-963 

Miller 

To  eliminate  the  Diagnosis  Related 
Groups  methodology  and  replace  it 
with  one  to  be  devised  by  the 
Department  of  Health  in  one  year 

Active  Support 

Assembly:  CHHS 

In  committee 

A- 1056 
Muziani 

To  require  attending  physicians 
and  certified  nurse  midwives  to 
inform  pregnant  women  of  any 
drugs  expected  to  be  used  during 
pregnancy  and  the  possible  effects 

Active  Opposition 

Assembly:  CHHS 

Passed  in 
Assembfy: 
received 
in  Senate 
committee 

A-1116 

Patero 

To  permit  licensed  psychologists 
to  certify  disability  under 
Temporary  Disability  Benefits  Law 

Active  Opposition 

Assembly:  L 

Out  of 
committee: 
2nd  reading: 
amended 

A-1159 

Herman 

To  require  licensed  physicians  or 
chiropractors  to  notify  the  Board 
of  Medical  Examiners  if  they 
accept  Medicare  assignments 

Active  Opposition 

Assembly:  HERP 

Out  of 
committee; 
2nd  reading 
amended 

A-1471 

Garvin 

To  require  a physician  to  obtain, 
in  advance,  the  patient’s 
authorization  to  perform  a biopsy 
or  mastectomy 

Active  Opposition 

Senate:  IHW 

Signed  into  law 
as  c.  185  P,L. 
1984 

A-1541 

Karcher 

To  provide  for  the  licensing  of 
persons  who  practice  hypnosis 
and  limit  the  practice,  teaching,  or 
preparation  of  hypnosis  tapes  to 
licensed  practitioners 

Active  Opposition 

Assembly:  HERP 

In  committee 
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BUI 

Subject 

MSNJ 

Position 

Committee 

Present  Statu 

A- 1559 
Garvin 

Requires  Dept,  of  Health  and  the 
State  Board  of  Medical  Examiners 
to  prepare  a booklet  on  all  aspects 
of  the  treatment  of  breast  cancer. 
Physicians  are  required  to 
distribute  the  book  to  appropriate 
patients  and  to  discuss  it  with 
them. 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A- 1682 
Muhler 

Creates  a seven-person  Board 
within  the  Department  of  Human 
Services  vested  with  the  authority 
to  release  or  continue  the 
commitment  of  persons  who  were 
found  incapable  of  standing  trial 
or  not  guilty  by  reasons  of 
insanity.  A Superior  Court  judge 
currently  makes  these  decisions 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A- 1870 
Garvin 

Amends  existing  statutes  to 
require  either  seat  belts  or 
restraint  systems  for  all  children 
under  ten  in  a motor  vehicle. 
Current  law  applies  to  children 
under  age  five 

Active  Support 

Assembly:  Cl 

In  committee 

A-1921 

Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions  against 
health  care  providers.  Children 
would  have  until  age  1 1 to  bring 
action  for  injuries  prior  to  age  8. 
After  age  8,  they  come  under  the  3- 
year  standard.  Fraud, 
concealment  and  unintentional 
foreign  bodies  “toll”  the  statute 

Active  Support 

Assembly:  JUD 

In  committee 

A- 1922 
Miller 

Provides  that  within  60  days  of 
filing  a medical  malpractice 
complaint  the  plaintiff  must 
supply  an  affidavit  by  a qualified 
expert  that  reasonable  cause 
exists  to  believe  malpractice 
occurred 

Active  Support 

Assembly:  JUD 

In  committee 

A-2115 

Otlowski 

Permits  optometrists  to  use 
topical  drugs  for  treatment  and 
diagnostic  purposes 

Active  Opposition 

Assembly:  CHHS 

Returned  to 
Committee 

AR-31 

Herman 

Requests  the  Commissioner  of 
Health  to  vigorously  educate  the 
public,  particularly  young  people, 
about  the  dangers  of  cigarette 
smoking 

Active  Support 

Assembly:  CHHS 

In  committee 

A-1918 

Miller 

Provides  that  collateral  sources  of 
payment  shall  be  used  to  offset 
damages.  Further  provides 
structured  payments  may  be  used 
at  the  request  of  either  party  if  the 
future  damages  exceed  $100,000 

Active  Support 

Assembly:  JUD 

In  committee 
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Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

Subject  MSNJ  Committee  Present  Status 


MSNJ 

Position 


A- 1919  Provides  a $100,000  cap  on 

Miller  damages  for  pain  and  suffering  to 

personal  injury  actions 


Active  Support 


Assembly:  JUD 


In  committee 


A-2106  Requires  nursing  homes  with  100 

Patemiti  beds  or  more  to  dedicate  10 

percent  of  bed  capacity  to  indigent, 
10  percent  to  complex  care,  and  10 
percent  for  medic^  day  care 
services 


Active  Opposition 


Assembly:  CHHS 


In  committee 


A-2 1 22  Establishes  seating  restraint  and 

Cooper  emergency  exit  requirements  for 

school  buses 


Active  Support 


Assembly:  ED 


In  committee 


A-2293  Appropriates  $9.45  million  for  the 

Kalik  UMDNJ  Osteopathic  School  in 

Stratford 


Active  Opposition 


Assembly:  RFA 


Out  of  Senate; 
2nd  reading 


A-2304  To  require  that  the  driver  and 

passengers  in  the  front  seat  of  an 
operating  passenger  automobile 
wear  the  saifety  seat  belt  provided 


Active  Support 


Assembly:  LPSD 


Signed  into  law 
as  c.  179  P.L. 
1984 


Senate 

Committee  Key 
ED: 

IHW: 

J: 

LIP: 

LPS&D: 

SGF&IR&VA; 


Education 

Institutions,  Health  and  Welfare 
Judiciary 

Labor,  Industry  and  Professions 
Law,  Public  Safety  and  Defense 
State  Government,  Federal  & Interstate 
Relations  & Veterans  Affairs 


Assembly 
Committee  Key 
BI: 

CHHS: 

Cl: 

ED: 

HERP: 

JUD: 

L- 

LPSD: 

RFA 


Banking  and  Insurance 

Corrections,  Health  and  Human  Services 

Commerce  and  Industry 

Education 

Higher  Education  and  Regulated  Professions 

Judicial 

Labor 

Law,  Public  Safety  and  Defense 
Revenue,  Finance  and  Appropriations 
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"At  H 
business 


set 

dards.  Doctors  do 


Howard  Slobodien,  M.D.,  General  Sur^Qn^ 

Medical 


mboyiEdison,  NJ 
Nfew  Jersey 


"Before  I joined  my  local  IPA 
(Individual  Practice  Associa- 
tion), which  is  a participant  in 
Health  Ways,  I needed  some 
basic  questions  answered. 

Question  1:  With  cost  con- 
tainment so  critical  to  the 
Health  Ways'  philosophy,  will  I 
have  to  follow  guidelines  set  up 
by  an  accountant? 

Answer:  No.  All  the  medical 
checks  and  balances  in  Health- 
Ways  are  checked  and  balanced 
by  doctors.  Colleagues  all.  Their 
guidelines  are  far  from  arbitra- 
ry. They  not  only  make  for  good 


medicine,  they  make  good  sense. 

Question  2:  Can  I maintain 
the  high  quality  of  my  practice 
without  worrying  about  driving 
patients  to  the  poorhouse? 

Answer:  With  Health  Ways' 
unique  reimbursement  policy 
— I can  and  do.  They  even  cover 
routine  check-ups,  and  you 
know  their  importance. 

Question  3:  Are  there  any 
other  practical  advantages  for 
the  physician? 

Answer:  Yes.  Several.  Since 
all  bills  are  directed  to  Health- 
Ways,  there  are  no  bad  debts 


with  my  Health  Ways  patients. 
There  are  also  other  benefits 
which  you  should  check  out  for 
yourself. " 

For  answers  to  all  your  ques- 
tions and  full  information,  call 
Jon  Marsicano,  M.D.,  Vice 
President,  Medical  Affairs,  at 
1-800-624-0720. 

HealttWavs 

THE  WAY  TO  BETTER  V HEALTH  CARE 
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Consider  the 

ausative  organisms ...  | 

, 


cefaclor 


250-mg  Pulvules® 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  ttie  package  literature  for  prescribing 
Information. 

Indications  and  Usage:  Ceclof  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Sfreptococcus  pneumniae  (Diplococcus  pneumoniae).  Haemoph- 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 


Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 


Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClosinPium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions -\l  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceplible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfeclion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  In  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling's  solutions  and  also  with  Cliniiest* 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip 
USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  limes  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor.  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  If  clearly  needed. 

Nursina  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0 1o,  0 20. 0.21.  and  0.16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safely  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considereo  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
percent  of  patients  and  include  morbilitorm  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  mulliforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  ana  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients]  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  if 
clinical  laboratory  test  results  have  been  reported.  Although  th 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - SWqM  elevations  in  SCOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  - transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Rena/  - Slight  elevations  in  BUN  or  serum  creatinine  (less  thl 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

[0617821 


Note:  Ceclor"  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylax 
of  rheumatic  fever.  See  prescribing  information. 

© 1984,  ELI  LILLY  AND  COMPANY 


Additional  infonnalion  available  to 
the  profession  on  reguest  from 
Eti  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 
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Professional  Liability 
Commentary* 


The  drug  Accutane,®  introduced 
in  recent  years  and  proved  effec- 
tive in  cases  of  serious  cystic 
acne,  has  been  linked  with  birth  deformities  including 
hydrocephalus,  microcephaly,  and  abnormalities  of  the 
external  ear  and  the  auditory  canals.  The  manufac- 
turer, Roche  Laboratories,  has  warned  that  women  of 
childbearing  potential  use  an  effective  contraceptive 
when  taking  the  product  and  is  on  record  as  rec- 
ommending that  contraception  be  continued  for  one 
month  or  until  a normal  menstrual  period  has  oc- 
curred following  discontinuation  of  the  drug. 

NORCAL  Mutual  Insurance  Company  alerted  its  in- 
sureds late  this  summer  to  two  claims  reported  from 
the  use  of  Accutane®.  Said  NORCAL:  “In  each  case  the 
patient  became  pregnant  In  one  case,  the  child  was 
bom  without  ears  and  with  a patent  ductus;  in  the 
other,  an  abortion  resulted.” 

The  northern  California  company  said  that  physi- 
cians prescribing  the  acne  dmg  “should  be  very 
cautious  when  prescribing  it  to  a woman  of  child- 
bearing age”  and  should  give  “the  appropriate  in- 
formed consent  and  clearly  document  it  in  writing.” 
Nor  should  the  physician  rely  upon  the  pharmacist 
supplying  the  dmg  to  provide  the  information;  he  or 
she  should  provide  it  to  the  patient  personally. 

Accutane®  (isotretinoin)  is  related  to  vitamin  A so 
Roche  further  warns  that  patients  taking  it  should  not 


take  vitamin  supplements  containing  vitamin  A to 
avoid  additive  toxic  effects.  According  to  the  Physi- 
cians' Desk  Reference  approximately  25  percent  of 
patients  receiving  Accutane®  demonstrated  an  eleva- 
tion in  plasma  triglycerides,  15  percent  developed  a 
decrease  in  high  density  lipoproteins,  and  about  7 per- 
cent showed  an  increase  in  cholesterol  levels.  These 
effects  were  reversible  when  Accutane®  therapy  was 
stopped  (Medical  Liability  Monitor,  Vol.  9,  No.  10,  Octo- 
ber 27,  1984). 

IMPACT  OF  THE  SNITCH  LAWS  ON  MEDICAL 
MALPRACnCEt 

I have  been  asked  to  comment  on  the  impact  of  the 
“snitch”  laws  on  professional  liability.  Those  laws  were 
signed  by  the  Governor  in  July  1983,  to  be  effective  in 
August  1983. 

For  the  purposes  of  this  discussion,  it  is  important 
to  note  that  there  are  two  elements  to  the  reporting 
laws.  The  first  requires  malpractice  insurers  that  make 
indemnity  payments  exceeding  $25,000  on  behalf  of 
any  insured  physician  to  report  the  pctrticulars  to  the 
State  Board  of  Medical  Examiners.  The  second  re- 
quires hospitals,  following  final  governing  board  ac- 
tion, to  report  to  the  State  Board  impaired  physicians 
or  any  action  adversely  affecting  a physician’s  privi- 
leges because  of  lack  of  required  competence. 

Reports  have  been  slow  in  developing  because  of 
several  factors  including  the  design  of  report  forms 
and  the  promulgation  of  necessary  regulations.  The 
major  concern  I have  is  the  reporting  of  settlements 
and  awards  exceeding  $25,000,  and  I will  confine  this 
discussion  to  that  issue. 

Currently,  the  Medical  Inter-Insurance  Exchange  of 
New  Jersey  (MIIENJ)  is  reporting  20  cases  per  month 
to  the  State  Board  of  Medical  Examiners.  It  is  reason- 
able to  assume  the  other  carriers  are  reporting  10 
cases.  The  annualized  volume  would  be  360  cases.  This 
is  200  cases  more  them  our  calculated  estimate  in 
1982,  when  the  statute  was  in  bill  form.  At  this  poinL 
there  is  little  to  report  on  the  actual  impact,  since  the 
State  Board  of  Medical  Examiners  has  been  unable  to 
secure  computer  programming  and  time.  They  hope  to 
resolve  this  matter  shortly. 

I do  not  wish  to  pursue  speculating  on  the 
possibilities.  It  is  clear  to  me,  however,  that  if  the  State 
Board  continues  to  follow  the  trend  established  in 
three  cases  in  fairly  recent  years  dealing  with  malprac- 
tice, the  future  for  medicine  is  bleak.  It  is  important 
that  you  understand  the  difference  between  civil 
malpractice  and  a proceeding  before  the  State  Board. 

In  a civil  suit,  the  plaintiff  retains  a lawyer  who  sues 
you.  You  and/or  your  carrier  retain  a lawyer  to  defend. 
The  evidence  is  presented  to  a jury  not  connected  with 
either  party,  and  the  case  is  presided  over  by  a judge 
that  has  no  vested  interest  in  the  outcome. 

In  a State  Board  proceeding,  the  Board  decides  to 
prosecute  you.  Your  attorney  defends.  The  case  is  pros- 


*This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George.  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart- 
ment and  Director  of  Specif  Projects. 

tAddress  of  Vincent  A.  Maressa  at  the  Fifth  Annual  Medical- 
Legal  Seminar  of  MSNJ  and  MIIENJ,  September  12,  1984. 
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ecuted  by  a deputy  attorney  general  assigned  to  the 
Board  to  prosecute  and/or  advise  the  Board.  Roles  are 
alternated  as  cases  are  rotated.  The  case  then  is  as- 
signed to  an  administrative  law  judge,  who  hears 
proofs  and  submits  findings  and  recommendations. 
The  Board  receives  the  administrative  law  judge’s  re- 
port and  can  accept  reject  or  modify  on  all  issues. 
Another  deputy  attorney  general  advises  the  Board  as 
to  whether  the  State’s  case  has  been  proved.  That 
deputy,  later  that  day,  or  on  another  day,  can  be  the 
Board’s  prosecutor.  The  end  result  is  that  the  same 
people  who  decide  to  prosecute  the  case  also  vote  on 
guilt  or  innocence.  The  likelihood  of  prevailing  on  the 
merits  is  nil.  In  a civil  courtroom,  however,  defendant 
physicians  win  over  80  percent  of  the  verdicts. 

Let  us  now  examine  the  three  dramatic  instances 
where  issues  of  malpractice  went  before  the  Board.  The 
first  case  involved  a physician  who  altered  a patient’s 
record.  He  was  charged  with  gross  neglect.  No  demon- 
strated injury  to  the  patient  was  established.  The  hear- 
ing officer,  a retired  appellate  judge,  ruled  the  case 
should  be  dismissed  because  altering  a record  did  not 
constitute  negligence,  and  no  injury  resulted.  The 
State  Board  reversed  and  suspended  the  doctor’s 
license.  There  was  no  civil  malpractice  case  involved. 

The  second  situation  arose  initially  as  a civil 
malpractice  suit.  MIIENJ  was  the  insurer.  The  allega- 
tion centered  on  a tight  cast.  There  was  no  permanent 
damage.  MIIENJ  had  an  orthopaedic  panel  review  the 
case.  It  determined  the  matter  was  “medically  de- 
fensible.” The  State  Board  subsequentfy  charged  the 
doctor  with  gross  malpractice.  The  Board  action 
eventualfy  was  settled  by  a $500  fine,  and  no  ad- 
mission of  liability.  The  civil  malpractice  file  was  closed 
at  no  payment 

The  third  case  involved  the  medical  director  of  a 
county  geriatric  facility.  He  was  charged  with  gross 
malpractice  because  he  did  not  hospitalize  six  elderly 
senile  patients  that  had  acute  disease.  The  State  Board 
found  him  guilty  of  simple  negligence  by  exercising 
poor  judgment  in  two  of  the  cases.  They  then  said 
simple  negligence,  twice  committed  in  a career,  equals 
repeated  negligence.  No  civil  malpractice  was  asserted. 

So  you  see  you  can  be  brought  before  the  Board  for 
“gross  neglect”  or  repetitious  negligence  if  someone 
sues  you,  or  if  they  do  not  The  concept  of  negligence 
before  the  Board  is  different  from  civil  courts. 

It  seems  highly  unlikely  that  any  doctor  who  has 
been  reported  twice  by  a malpractice  carrier  will  escape 
a Board  action  unless  there  is  a reversal  of  the  estab- 
lished trend.  In  looking  at  the  issue  of  gross  neglect 
consider  that  the  Board  currently  is  prosecuting  a sur- 
geon who  failed  to  secure  a specific  written  consent 
from  a patient  for  radical  breast  surgeiy.  The  physician 
did  break  scrub,  and  secure  the  consent  of  the  hus- 
band. There  is  no  question  the  patient  had  infiltrating 
stage  two  metastatic  carcinoma  There  is  a collateral 
civil  malpractice  claim.  I find  it  difficult  to  accept  that 
the  State  Board  should  be  involved  in  this  case  at  all. 


Clearly  it  could  hold  any  Board  action  in  abeyance 
pending  completion  of  the  civil  suit. 

In  conclusion,  I feel  that  unless  the  State  Board  of ; 
Medical  Examiners  changes  its  position,  the  number ; 
of  cases  before  it  will  multiply  dramatically.  Clever  i! 
plaintiffs  attorneys  will  use  the  Board  for  “cheap  dis- ! 
covery”  and  “adverse  expert  reports.”  The  potential  for  • 
whipsawing  is  present,  and  the  result  could  be  devas- ' 
taring.  The  situation  requires  monitoring.  We  will  havei 
a better  view  of  the  impact  in  two  or  three  years,  j 

DID  YOU  KNOW  ...  j 

Once  final  disciplinary  action  was  taken  by  the  ij 
State  Board  of  Medical  Licensure,  any  complaint,  re- 
port, memorandum,  or  letter  made  part  of  the  record ; 
in  such  action  must  be  made  available  for  Inspection,  i 
a Kentucity  appellate  court  ruled?  A newspaper  re- 
porter requested  access  to  certain  material  relating  to  , 
complaints  filed  against  state  physicians.  The  Board 
said  that  the  reporter  could  look  only  at  those  files 
where  formal  complaints  had  been  filed  by  the  Board. 
The  reporter  and  his  newspaper  filed  suit  claiming  i 
that  the  limited  access  permitted  by  the  Board  was' 
unlawful.  The  court  found  that  the  Board  must  permit 
access  to  the  appropriate  records,  but  that  the  Board’s 
response  was  not  a willful  violation  of  the  Open  Re- 
cords Act  The  appellate  court  affirmed  (Kentucl<y 
State  Board  of  Medical  Licensure  v Courier-Journal 
and  Louisville  Times  Company,  663  S.W.2d  953,  Ky.  Ct 
of  App.,  Oct.  14,  1983)  (The  Citation,  Vol.  50,  No.  1, 
October  15,  1984). 

A New  York  research  service  claims  it  dramatically 
has  Increased  the  armamentarium  malpractice  law- 
yers can  use  against  you?  It  says  its  computerized 
data-retrieval  service  not  only  can  provide  attorneys  | 
with  all  the  standard  case  law  needed  to  successfulty ! 
conduct  a case  but  can  teU  the  attorney  his  chances  i 
for  winning— based  on  the  data  available,  the  disposi- ! 
tlon  of  the  courts  in  his  locality,  and  the  recent  history  i 
of  the  defendants.  For  an  additional  fee,  the  company  ■ 
will  research  the  publishing  history  of  any  medical 
specialist  scheduled  to  testify.  Although  the  service  | 
was  originally  Intended  for  plaintiffs  lawyers,  the  com-  ]! 
pany  says,  insurers  are  showing  increased  interest  in 
using  it  to  shore  up  their  defense  {Medical  Economics, 
October  15,  1984). 

Doctors  in  Britain,  not  unlike  their  U.S.  counter- 
pcirts,  are  concerned  about  rising  liability  premiums,  ! 
increases  in  the  severity  of  malpractice  awards,  and 
the  length  of  time  it  takes  to  settle  claims.  But  If  you 
live  In  high-risk  states  such  as  Florida  or  New  York,  i 
you  may  have  trouble  working  up  much  sympathy  for  ! 
their  plight.  Next  year,  they’ll  pay  only  9 percent  more  ; 
for  malpractice  coverage.  The  British  Medical  Associa-  I 
tion  blames  the  Increase  on  higher  awards,  estimating  ' 
that  they’re  up  nearfy  40  percent  from  last  year  [Medi- 
cal Economics,  October  15,  1984).  i 

i; 
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Angina  conies  in 
many  forms... 


So  does 


SORBITRATF 

(ISOSORBIDE  DINITRATE) 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


Unsurpassed  flexibility 
in  nitrate  therapy. 


5 mg  10  mg 

Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg 

Oral  “Swallow”  Tablets 


40  mg 

Sustained  Action 
“Swallow"  Tablets 


© 1985  ICI  AMERICAS  INC, 


See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(iSOSORBDE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to. 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  Isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  In  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  In  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose- related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  ot  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related-  In  clinioal  trials  at  various  doses,  the  following  have  been  observed; 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%),  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinioally  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  ot  hemoglobin  that  favor  methemoglobin  formation,  even  oonventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  ^D  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  Is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended-  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5,10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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“If  your  patients  are  not  paying  your  bills  . . . whyj 
not  engage  these  services  of  an  attorney  with ; 
twelve  years  of  experience  in  this  field  to  handle ^ 
your  medical  collection  problems  for  you?”  You  :; 
will  get  prompt  results  that  are  reasonable.  Pa- : 
tients  are  treated  with  courtesy  and  each  case  is? 
handled  in  a dignified  professional  manner.  Call  I 
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I.  LeVine  an  Attorney  at  law,  120  Prospect  Av-  j 
enue,  Hackensack,  N.J.  07601,  201-489-7900.  I 
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Editorial 


Board  of  Trustees’ 
Position  on 
“Physician  DRGs” 


The  Board  of  Trustees  of  the  Mediccd 
Society  of  New  Jersey  hew  taken  a firm 
position  on  the  DRG  principle  on 
reimbursement  of  physicians*  services. 


With  all  the  rumors,  threats,  and 
possibilities,  if  not  probabilities, 
of  the  application  of  the  DRG 
principle  on  reimbursement  of  physicians’  services, 
the  Board  of  Trustees  of  the  Medical  Society  of  New 
Jersey  has  taken  a position  on  the  matter.  Out  of  re- 
spect for  the  AMA,  they  waited  until  the  outcome  of 
the  recent  House  of  Delegates  meeting  in  Hawaii  was 
completed  to  see  if  that  organization  expressed  an  of- 
ficial opinion  on  the  matter.  They  did  not,  so  it  is 
imperative  that  New  Jersey  and  elsewhere  be  aware  of 
the  official  position  of  the  leaders  of  organized  medi- 
cine of  our  state. 

The  following  statement  was  prepared  by  Paul  J. 
Hirsch,  M.D.,  and  presented  to  the  Board  of  Trustees, 
which  approved  it  and  adopted  it  as  its  own: 

The  Medical  Society  of  New  Jersey,  on  behalf  of  our 
patients  and  the  people  of  New  Jersey,  strongly 
opposes  the  so-called  “Physician  DRG”  proposal, 
which  would,  in  effect,  ration  health  care  to  our 
patients.  The  reasons  for  our  opposition  include 
the  following: 

The  DRG  concept,  as  presently  utilized  by  the  fed- 
eral government  for  prospective  pricing  under 
Medicare,  currently  is  under  evaluation  by  the  Pro- 
spective Payment  Assessment  Commission 
(PROPAC),  and  has  not  been  proved  to  be  a satis- 
factory or  effective  tool. 

The  DRG  system  has  a number  of  incentives 
which  are  of  concern  to  us,  cmd  these  incentives 
would  cany  over  into  the  “Physician  DRG” 
proposal.  Included  are:  an  incentive  to  admit  un- 


necessarily; an  incentive  to  decrease  or  to  limit 
(ration)  care  to  the  patient,  per  admission;  an  in- 
centive to  decrease  length  of  stay  and  to  discharge 
early;  an  incentive  to  readmit  following  premature 
discharge;  an  incentive  to  shift  services  to  an  out- 
patient basis;  an  incentive  to  avoid  “unprofitable” 
patients.  This  combination  of  incentives  may  or 
may  not  eventually  prove  to  save  money;  the  poten- 
tial for  danger  to  our  patients  is  obvious. 

Under  the  hospital  DRG  program,  the  physician  is 
the  patient’s  advocate  or  protector  against  the  sys- 
tem. If  the  physician  is  drawn  tightly  into  the  sys- 
tem by  the  “Physician  DRG”  proposal,  a measure 
of  protection  for  the  patient  may  be  lost. 

The  so-called  “Physician  DRG”  program  provides 
a strong  disincentive  to  the  use  of  consultant  and 
specialist  medical  care  when  necessary;  and  a dis- 
incentive to  the  involvement  of  the  patient’s  per- 
sonal physician  when  hospitalized  by  another 
physician.  These  factors  would  decrease  the  quali- 
ty of  care  for  our  patients. 

This  proposal,  which  would  in  effect  “cap”  or  limit 
the  medical  care  for  a given  patient  with  a given 
diagnosis,  would  be  detrimental  to  the  health  of 
our  patients. 

The  Medical  Society  of  New  Jersey  recognizes  the 
need  to  control  the  cost  of  health  care,  and  supports 
this  concept.  However,  we  will  continue  to  oppose  any 
such  proposed  program  which  will  limit  the  quality  of 
care  for  our  patients  or  our  patients’  freedom  of  choice 
in  obtaining  treatment  and  consultation  from  the 
physicians  of  their  choice.  AK 
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Hospital  Governing 

BOARDS* 

Personality  and  Staff 
Privileges 


James  E.  George,  m.d„  j.d. 


May  admission  to  a hospital  medical 
staff  legcdly  be  conditioned  on  a 
physi<dan*s  ability  to  work  with  others? 


Federal  and  state  law  develop- 
ments, as  well  as  economic 
climate,  profoundly  have  af- 
fected the  individual  practicing  physician  and  his  rela- 
tionships with  the  hospital  and  other  members  of  the 
medical  staff.  Increased  pressures  upon  the  medical 
staff  to  assess  the  performance  of  physicians  may 
create  a climate  of  friction  and  conflict  among  phy- 
sicians and  between  the  medical  staff  and  the  hospital. 

In  an  attempt  to  maintain  quality  of  care 
responsibilities,  some  hospitals  and  medical  staffs 
have  adopted  bylaws  which  require  applicants  for 
membership  to  the  medical  staff  to  meet  certain  sub- 
jective requirements  in  addition  to  professional  com- 
petency. One  of  the  most  controversial  requirements 
is  the  ability  to  get  along  with  other  physicians  or 
hospital  personnel.  May  admission  to  a hospital  medi- 
cal staff  legally  be  conditioned  on  a physician’s  ability 
to  work  with  others? 

It  is  clear  that  physicians  may  not  be  excluded  from 
the  medical  staff  on  the  basis  of  arbitrary  or  dis- 
criminatory standards.  Nor  can  a physician  be  ex- 
cluded without  his  being  offered  the  opportunity  to 
respond  to  charges  against  him  in  a fair  hearing.  The 
question  of  whether  or  not  a physician’s  disruptive 
personality  or  his  inability  to  get  along  with  others  is 
a valid  criterion  in  and  of  itself  for  denial  or  revocation 
of  medical  staff  privileges  is  a complex  question  not 
yet  fully  resolved  by  the  courts  in  New  Jersey. 

Courts  in  jurisdictions  that  have  been  presented 
with  this  question  have  considered  several  factors. 


They  have  asked  whether  the  alleged  inability  of  the 
physician  to  work  with  others  has  been  documented 
adequately  through  a substantial  inquiry  and  whether 
the  physician  has  been  provided  an  opportunity  to 
confront  the  charges.  Other  courts  have  asked  whether 
the  physician’s  disruptive  personality  or  inability  to 
work  along  with  others  represents  a real  and  substan- 
tial danger  that  patient  care  might  be  affected  adverse- 
ly if  he  were  admitted  to  medical  staff  membership. 

In  a 1967  case  reported  at  95  N.J.  Super.  418,  the 
New  Jersey  Superior  Court,  Appellate  Division,  was 
presented  with  the  question  of  whether  a physician 
could  be  denied  admission  to  the  medical  staff  because 
of  his  personality  problems.  In  that  case,  the  hospital 
ostensibly  denied  an  application  to  the  medical  staff 
on  grounds  that  the  applicant  already  had  privileges 
at  two  other  area  hospitals.  The  rejected  physician 
then  sued  the  hospital. 

When  the  case  reached  the  appellate  level,  the  court 
found  that  the  “real  reason"  the  physician’s  appli- 
cation was  denied  was  because  of  this  personality 
problem  at  other  hospitals  where  he  had  privileges. 
The  court  noted  that  the  defendant  hospital’s  bylaws 
did  not  have  a provision  which  made  the  ability  to 
work  with  others  a condition  of  membership.  Never- 
theless, the  court  reviewed  the  testimony  of  a physi- 
cian hospital  administrator  who  had  been  offered  by 
the  hospital  as  an  expert  witness.  The  expert  testified 
that  three  factors  were  to  be  considered  in  evaluating 
an  applicant  for  medical  staff  privileges:  professional 
competency,  compliance  with  the  code  of  ethics,  and 
the  right  character.  Describing  the  third  factor,  the 
physician  said  it  meant  the  “capacity  to  cooper- 
ate . . . willingness  to  abide  by  a staff  organization ...  a 
cooperative  citizen  in  the  medical  community.” 

On  review  of  this  testimony,  the  court  cautioned  that 
“conscientious  physicians  should  not  be  deterred  from 
speaking  out  against  abuses  in  hospital  practices  by 
the  fear  that  their  criticisms  to  improve  the  quality  of 
patient  care  may  result  in  their  being  denied  staff 
privileges  in  some  other  hospital  solely  by  reason 
thereof” 

The  court  concluded  that  the  hospital’s  board 
reasonably  may  consider  the  factor  of  prospective  dis- 
harmony in  a staff  privileges  decision.  However,  the 
court  also  held  that  the  hospital  owed  a duty  to  the 
applicant  to  conduct  a substantial  inquiry  into  his 
fitness  to  serve  on  the  medical  staff.  Moreover,  the 
hospital  also  must  provide  the  applicant  with  a fair 
oppportunity  to  present  his  side  of  the  issue. 

In  a 1980  California  Supreme  Court  decision,  re- 
ported at  27  Cal.  3d  614,  the  Court  held  that  a substan- 
tial inquiry  into  the  personality  problem  and  an  op- 
portunity to  be  heard  were  not  a sufficient  basis  upon 
which  to  deny  an  applicant  staff  privileges.  The  Court 
held  that  the  hospital  must  be  able  to  demonstrate  a 
reasonable  nexus  between  the  standards  of  medical 
staff  membership  and  the  provision  of  quality  patient 
care.  The  Court  said,  “The  fact  that  a physician  seeking 
admission  to  staff  membership  is  shown  to  manifest 


‘The  materiai  for  this  column  is  coedited  by  Arthur  Krosnick, 
M.D.,  Editor,  The  Journal,  MSNJ;  Vincent  A.  Maressa,  J D„ 
Executive  Director,  MSNJ;  and  James  E.  George,  M.D.,  J.D., 
Director  of  Professionai  Liability. 
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characteristics  of  personality  which  other  staff  mem- 
bers or  administrators  find  personally  disagreeable  or 
annoying  is  not  in  itself  enough,  in  our  view,  to  justify 
rejection.  Rejection  on  this  basis  can  be  per- 
mitted . . . only  when  it  can  be  shown  that  the  appli- 
cant’s ability  to  work  with  others  in  the  hospital  set- 
ting is  limited  in  a manner  which  would  pose  a re- 
alistic and  specific  threat  to  the  quality  of  patient  care 
to  be  afforded  to  patients  at  the  institution.” 

SUMMARY 

New  Jersey  law  permits  hospitals  and  medical  staffs 
to  consider  a physician’s  personality,  temperament 
and  ability  and  willingness  to  work  with  others  in  staff 


membership  decisions.  However,  the  courts  will  re- 
quire that  careful,  accurate  documentation  of  prior 
episodes  of  disharmony  based  on  a substantial  inquiry 
be  made  along  with  the  provision  of  an  opportunity  for 
the  applicant  to  fairly  respond  to  the  charges.  In  its 
1967  decision  the  New  Jersey  court  said,  ‘To  accept 
the  personality  evaluation  of  a doctor  by  those  whom 
he  may  have  criticized,  without  hearing  the  other  side 
of  the  story,  is  not  an  adequate  fulfillment  of  the 
fiduciary  obligation  owed  in  passing  upon  an  appli- 
cation for  medical  staff  membership.”  Whether  the  law 
of  New  Jersey  will  evolve  to  further  require  a showing 
that  the  quality  of  patient  care  be  specifically 
threatened  if  the  applicant  were  admitted,  remains  to 
be  seen. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  Joumal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  in  farction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade."^ 
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The  appearance  ot  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'>  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg.  and  160  mg  capsules. 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  ot  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  Increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  ot  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activitv  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  In  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  be;  I 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  suoh  agents,  ej;i 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  sev]i 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  w J 
beta  blockers,  j* 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  s.; 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changesli 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  m’i‘! 
difficult  to  adjust  the  dosage  of  insulin  j' 

THYROTOXICOSIS;  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidisjj 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  sympto,;| 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tesil 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  beji 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycan 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 ( 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impair 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment 
hypertensive  emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patiei  t 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  rr  | 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  diseai  I 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS;  Patients  receiving  catecholamine-depleting  drugs  such  as  res 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamir  | 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activ  i 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncojoal  attacks,  ororthosta  I 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  Long-term  studies  in  animals  ha 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significi 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosa 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  w 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dot 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  shot  i 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  feti  I 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wh 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  ha 
rarely  required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hyp  I 
tension;  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency  usually  oft 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomn  I 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visi  I 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  i 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  ai 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhe 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic,  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achii 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopen 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  bei 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  imp 
fence,  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactioi 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practok 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDER/ 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeut 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  I 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  mi 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  intervi 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  rr 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  t , 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieve  1 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  6' 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  L 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimu 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  tf 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  ar 
safety  ot  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weel 
(see  WARNINGS), 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  L 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  t 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  n 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  theraf 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  > 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  tc 
limited  to  permit  adequate  directions  for  use 
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COMMENTARY 


ETHICS 


AND  TECHNOLOGY 

By  Francis  P.  Chinard,  M.D.* 


This  essay  is  an  overview  of  some 
of  the  eurrent  moral  and  ethieal 
problems  of  the  praetiee  of 
medieine  in  the  1980s.  The  aeerued  responsibilities 
that  eonfront  the  individual  physieian  and  the  medieal 
profession  as  a whole  result  from  the  teehnologieal 
revolution  in  medieine  and  its  aeeelerating  rate  over 
the  past  few  years.  The  effeets  of  this  revolution  here 
are  eonsidered  at  three  levels  of  aetual  or  implied  eon- 
traetual  obligations:  those  between  soeiety  and  the 
medieal  profession,  those  between  the  medieal  pro- 
fession as  a whole  and  its  individual  practitioners,  and 
those  between  the  patient  and  his  or  her  physician. 

THE  TECHNOLOGICAL  REVOLUTION 

The  extent  of  the  technological  revolution  in  medi- 


cine can  be  appreciated  in  several  ways.  One  way  is  to 
imagine  the  limitations  on  diagnostic  and  therapeutic 
modalities  if  the  lights  were  to  go  out:  no  electricity  at 
the  outlets. 

A few  examples  will  suffice.  Electrocardiograms,  x- 
rays  of  the  chest,  and  laboratory  data  as  could  be  ob- 
tained would  be  few  in  number  and  reduced  in  ac- 
curacy. In  hospitals,  there  would  be  no  monitoring 
systems  in  the  intensive  care  units,  no  ventilators  for 
artificial  respiration,  and  no  balloon  assist  pumps  for 
failing  hearts.  Many  surgical  operations  still  could  be 


‘From  the  Departments  ofMedicine  and  Physiology,  UMDNJ- 
New  Jersey  Medieal  Sehool,  Newark.  Correspondence  may  be 
addressed  to  Dr.  F.  Chinard,  Department  of  Medicine,  MSB 
1-530,  UMDNJ-New  Jersey  Medical  School,  100  Bergen  Street, 
Newark,  NJ  07103. 


VOL.  82— NUMBER  2— FEBRUARY  1985 


119 


COMMEMTAR 


carried  out  but  procedures  highly  dependent  on  ad- 
vanced technology  such  as  heart  transplants  and  open 
heart  surgery  would  be  precluded.  The  CAT  scanners 
and  their  successors— the  nuclear  magnetic  resonance 
machines — would  be  useless.  It  would  be  extremely 
difficult  to  carry  out  the  now  almost  routine  proce- 
dures of  bronchoscopy  and  sigmoidoscopy.  Hemo- 
dialysis for  patients  with  kidney  disease  would  not  be 
available.  All  support  procedures  such  as  intravenous 
feedings,  assisted  ventilation,  even  the  simple  adminis- 
tration of  increased  oxygen  would  become  much  more 
difficult  and  would  be  markedly  restricted.  Many  other 
examples  of  the  limitations  readily  would  occur  to 
those  who  provide  or  have  had  the  benefits  of  hospital 
care. 

These  limitations  are  indications  of  the  progress 
that  medicine  has  made  and  is  continuing  to  make. 
However,  that  progress  has  been  at  a certain  cost  to 
the  application  of  the  traditional  concept  of  the  pa- 
tient-physician relationship  that  many  believe  to  be  an 
essential  component  of  medical  care. 

This  problem  is  not  new.  Certain  aspects  were  dis- 
cussed over  2,000  years  ago  by  Plato  in  a dialogue' 
which  touches  on  the  categories  of  doctors: 

“Athenian:  It’s  just  the  same  with  doctors,  you 
know,  when  we’re  ill:  one  follows  one  method  of 
treatment,  one  another.  Let’s  recall  the  two 
methods,  so  that  we  can  make  the  same  request 
of  the  legislator  that  a child  might  make  of  its 
doctor,  to  treat  him  as  gently  as  possible.  You  want 
an  example?  Well,  we  usually  speak,  I think,  of 
doctors  and  doctors’  assistants,  but  of  course  we 
call  the  latter  ‘doctors’  too. 

Cleinias:  Certainly. 

Athenian:  And  these  ‘doctors’  (who  may  be  free 
men  or  slaves)  pick  up  the  skill  empirically,  by 
watching  and  obeying  their  masters;  they’ve  no 
systematic  knowledge  such  as  the  free  doctors 
have  learned  for  themselves  and  pass  on  to  their 
pupils.  You’d  agree  in  putting  ‘doctors’  into  these 
two  categories? 

Cleinias:  Of  course. 

Athenian:  Now’s  here  another  thing  you  notice.  A 
state’s  invalids  include  not  only  free  men  but 
slaves  too,  who  are  almost  always  treated  by  other 
slaves  who  either  rush  about  on  flying  visits  or 
wait  to  be  consulted  in  their  surgeries.  This  kind 
of  doctor  never  gives  any  account  of  the  particular 
illness  of  the  individual  slave,  or  is  prepared  to 
listen  to  one:  he  simply  prescribes  what  he  thinks 
best  in  the  light  of  experience,  as  if  he  had  precise 
knowledge,  and  with  the  self-confidence  of  a dic- 
tator. Then  he  dashes  off  on  his  way  to  the  next 
slave-patient,  and  so  take  off  his  master’s 
shoulders  some  of  the  work  of  attending  the  sick. 
The  visits  of  the  free  doctor,  by  contrast,  are  mostly 
concerned  with  treating  the  illnesses  of  free  men; 
his  method  is  to  construct  an  empirical  case  his- 
tory by  consulting  the  invalid  and  his  friends;  in 
this  way  he  himself  learns  something  from  the 
sick  and  at  the  same  time  he  gives  the  individual 


patient  all  the  instruction  he  can.  He  gives  nc!  3 
prescription  until  he  has  somehow  gained  the  in ! ^ 
valid’s  consent;  then  coaxing  him  into  continuec!  j 
co-operation,  he  tries  to  complete  his  restoration|  ^ 
to  health.  Which  of  the  two  methods  do  you  thinlsj  ( 
make  a doctor  a better  healer,  or  a trainer  morel , 
efficient?”  . 

It  is  apparent  that  early  on  physicians  were  con-j : 
sidered  to  be  of  some  effectiveness  despite  the  evident  1 
limitations  on  their  efficacy  and  that  importance  wash 
attached  to  patient-physician  relationships.  j 

That  these  relationships  and  even  the  quality  ol 
medical  care  provided  might  be  subsumed  to  the  phy-j 
sician’s  achieving  affluence  has  been  suggested  morej 
than  once  since  Plato’s  day.  Is  it  proper  for  physicians  i 
to  be  involved  financially  in  the  operation  of  hospitals,  j 
in  the  activities  of  pharmaceutical  industries,  or  in 
commercial  laboratories?  To  what  extent  are  pro-  ’ 
cedures  carried  out  by  physicians  because  they  are  1 
available  and  remunerative  rather  than  because  they 
are  needed?  To  what  extent  does  reimbursement  of  the 
physician  vary  with  the  site  of  delivery  of  medical  care 
outside  office  or  hospital  and  thereby  play  a role  in  I 
determining  whether  a given  patient  will  be  hospital- 
ized or  not? 

Some  of  these  problems  may  play  a major  role  in 
patient-physician  relationships.  The  question  really  is 
one  of  trust  in  the  judgment  and  impartiality  of  the 
physician  in  making  recommendations  to  the  patient 
that  are  not  guided  mainly  by  the  physician’s  pecu- 
niaiy  gain.  Beyond  the  medical  profession,  there  is  an: 
array  of  healers,  charlatans,  and  inspired  individuals 
who  may  lead  the  patient  away  from  reality  and  away 
from  his  savings  by  proposing  or  urging  untested  and 
unproved  modalities  of  treatment.  The  medical  pro- 
fession itself  is  not  yet  completely  free  of  what  chari- 
tably can  be  called  such  enthusiasms.  It  was  much  ! 
worse  at  one  time. 

An  important  figure  in  our  history,  Thomas  Jef- 
ferson, discussed  the  impact  of  fads  and  theories,  un- 
substantiated by  facts,  on  the  practice  of  medicine.  The  ! 
following  was  written  about  200  years  ago:  “1  have  lived 
myself  to  see  the  disciples  of  Hoffmann,  Boerhaave, 
Stahl,  Cullen,  Brown  succeed  one  another  like  the 
shifting  figures  of  a magic  lantern  and  their  fancies?| 
like  the  dresses  of  the  annual  dollbabies  of  Paris  be- 
coming from  their  novelty  the  vogue  of  the  day,  and 
yielding  to  the  next  novelty  their  ephemeral  favor.  The 
patient,  treated  on  the  fashionable  theory,  sometimes 
gets  well  in  spite  of  the  medicine.  The  medicine  there- 
fore restored  him  and  the  young  doctor  received  new 
courage  to  proceed  in  his  bold  experiment  on  the  lives 
of  his  fellow  creatures.  I believe  we  may  safely  affinn, 
that  the  inexperienced  and  presumptuous  band  of 
medical  tyros  let  loose  upon  the  world  destroys  more 
of  human  life  in  one  year  than  all  the  Robin  Hoods, 
Cartouches,  and  Macheaths  in  a century.” 

Medicine  has  made  much  progress  since  Jefferson 
wrote  those  lines.^  With  the  development  of  anatomy 
and  histology,  physiology  could  provide  the  basis  for 
an  understanding  of  the  interrelations  of  structure 
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and  function,  thus  paving  the  way  for  pathology.  These 
developments  led  to  what  might  be  called  the  age  of 
diagnostic  medicine  culminating  in  the  approaeh  de- 
' veloped  by  Osier  and  his  associates  at  McGill  and  Ox- 
ford as  well  as  at  Johns  Hopkins.  The  pharmaeopeias 
were  cleaned  up,  useless  nostrums  were  eliminated, 
and  the  physician-patient  relationship  was  enhanced 
with  the  reeognition  that  inaction  was  preferable  to 
action  that  could  be  harmful.  Patients  generally  do 
expeet  physicians  to  “do  something.”  This  is  the  quick 
fix  or  instant  gratification  syndrome.  To  explain  why 
it  may  be  better  not  to  interfere  with  ineffective  pro- 
eedures  or  medications  takes  time,  patience,  and 
understanding  of  the  natural  history  of  disease  pro- 
cesses and  patterns.  Knowledge  of  these  processes  and 
patterns  became  an  essential  part  of  medicine.  Parallel 
developments  in  the  teaching  of  medicine  were  ac- 
celerated following  the  publication  of  the  Flexner  re- 
port. Proprietary  medical  schools  designed  for  profit 
rather  than  education,  with  inadequate  facilities  and 
marginal  faculty,  largely  were  eliminated.  Medicine 
began  to  take  on  the  characteristics  of  a science. 

Preventive  measures  became  increasingly  effective 
and  therapy  received  a tremendous  impetus  with  the 
introduction  by  Ehrlich  of  synthetic  organic  com- 
pounds for  the  treatment  of  syphilis.  A further  impetus 
was  provided  by  the  introduction  of  the  first  of  a whole 
series  of  synthetic  sulfonamides  in  the  later  1930s. 
Penicillin  and  other  antibiotics,  originally  produced 
from  living  organisms,  with  their  wide  ranges  of  anti- 
bacterial activities  began,  from  1945  on,  to  have  a 
major  effect  on  the  odds  for  survival  in  many  infectious 
diseases  and,  in  particular,  tuberculosis.  We  now  had 
added  treatment  to  diagnostie  medicine. 


This  country  has  the  means  of  providing 
dialysis  treatments  to  all  those  needing 
them  at  the  expense  of  the  taxpayer. 


Through  the  developments  in  the  basic  sci- 
ences—particularly  in  biochemistry  and  what  has  be- 
come molecular  biology  and  the  component  genetics — 
more  and  more  has  been  understood  about  the  bases 
of  disease  processes.  As  knowledge  has  increased,  eaeh 
major  field  of  medicine  has  become  more  complex  and 
more  subdivided.  In  the  general  field  of  internal  medi- 
cine we  now  have  cardiologists,  endocrinologists, 
dermatologists,  gastroenterologists,  nephrologists, 
rheumatologists,  and  others.  There  are  as  many 
subspecialists  in  surgery  and  in  pediatrics — and  the 
fields  have  become  increasingly  complex  so  that  few 
specialists  in  one  field  care  to  cross  into  another  (and 
many  fear  to  undertake  the  care  of  the  patients 
without  a specific  diagnosis  in  their  specialty). 

Unfortunately,  with  the  subdivisions  in  medicine, 
the  patients  themselves  have  become  subdivided  and 
it  is  their  bits  and  pieces  that  generally  are  dealt  with. 


and  with  the  highest  degree  of  competence  by  the 
subspecialists.  But,  as  individuals,  the  patients  feel 
ignored.  It  often  is  the  responsibility  of  the  nonspecial- 
ist internist  to  try  to  stiek  Humpty  Dumpty  baek 
together  again. 

These  subdivisions,  in  a sense,  have  been  necessi- 
tated by  the  complexities  of  the  technological  develop- 
ments which  now  make  possible  procedures  and  mo- 
dalities of  treatment  which  hardly  were  conceivable  a 
few  decades  ago. 

Through  the  use  of  dialysis  machines,  we  now  can 
provide  patients  without  kidneys  with  survival  and  an 
aetive  life  for  a signficant  number  of  years.  This  coun- 
try and  a few  others  have  the  means  of  providing  these 
dialysis  treatments  to  all  those  needing  them  at  the 
expense  of  the  general  community — in  other  words,  at 
the  expense  of  the  taxpayer.  Other  countries,  e.g.  Eng- 
land, limit  paid  access  to  dialysis  to  those  50  years  of 
age  or  under.  Those  beyond  that  cut-off  age  must  fend 
for  themselves:  the  wealthy  can  avail  themselves  of 
these  treatments.  We  have  avoided  making  that  de- 
cision here.  There  are  no  social  or  economic  judgments 
in  determining  entry  into  a dialysis  program.  However, 
if  financial  exigency  necessitates  our  becoming  selec- 
tive, who  is  going  to  make  the  decisions?  And  on  what 
basis;  with  what  determinants  will  the  decisions  be 
made?  The  cost  per  patient  per  year  is  upwards  of 
$15,000  for  home  dialysis.  In  1983,  the  cost  in  dialysis 
centers  for  24,000  patients  was  reported  as  $2.2 
billion.  The  cost  is  less  if  a transplant  can  be  provided 
but  the  supply  of  donor  kidneys  is  limited  and  com- 
plications can  require  intensive  treatment  and  even 
periodic  return  to  the  dialysis  machine. 

What  happened  in  this  area  is  the  development  of 
contracts  between  society  and  the  medical  profession 
to  deliver  a type  of  management  of  late  renal  disease 
which  is  to  be  made  available  to  all  regardless  of  cir- 
cumstance, financial,  social,  or  ethnic.  As  physicians 
we  cannot  deny  a patient  aceess  to  dialysis.  We  cannot 
force  this  procedure  on  a patient  who  does  not  wish 
it  and  we  must  have  consent  and  indeed  cooperation 
in  order  to  provide  it.  The  patient  must  be  made  aware 
of  the  limitation  of  the  dialysis  procedures  and  of  the 
complications  that  may  result  from  its  use.  But  this 
is  no  different  from  what  we  must  do  in  order  to  carry 
out  diagnostic  and  therapeutic  procedures  for  any  pa- 
tient. We  must  obtain  the  patient’s  consent  just  as  we 
must  in  any  experimental  or  research  study.  The  con- 
tract between  the  medical  profession  and  society  to 
provide  the  treatment  now  has  become  a contract  be- 
tween the  physician  and  the  patient.  But  the 
procedure  cannot  be  carried  out  by  force.  It  can  be 
refused  by  the  patient.  Under  those  eircumstances, 
death  in  a short  time  generally  is  to  be  expected. 


THE  PATIENT  WHO  REFUSES 

Can  or  should  the  physician  intervene  without  the 
patient’s  consent  and  even  against  the  patient’s  wish- 
es? 

Two  examples  of  situations  in  which  such  a ques- 
tion arises  follow.  The  first  involves  a prisoner  on  a 
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hunger  strike.  The  authorities  do  not  want  him  to  die 
of  starvation.  He  is  brought  to  a hospital  because  of 
his  weakened  condition  and  because  of  the  possibility 
that  he  might  be  persuaded  to  accept  food.  The  pris- 
oner is  of  average  intelligence,  a high  school  graduate, 
and  mentally  competent.  The  prison  authorities  want 
him  to  be  force  fed.  The  patient  refuses.  The  author- 
ities specifically  request  the  physician  in  charge  to 
have  the  patient  force  fed.  What  should  the  physician 
do?  Must  he  obey  the  authorities?  Does  he  have  either 
the  right  or  the  obligation  to  force  feed  the  prisoner? 
Does  the  prisoner  have  the  right  to  starve  to  death? 

The  physician  refused  to  have  the  prisoner  force  fed 
but  did  manage  to  persuade  him  to  take  in  food  volun- 
tarily. The  prisoner  made  a relatively  uneventful  re- 
covery and  was  returned  to  jail. 

Was  the  initial  stand  of  the  physician  moral  and 
ethical  in  refusing  to  force  feed  the  patient?  That  ac- 
tion would  have  required  the  use  of  tranquilizers,  a 
nasogastric  tube,  the  possibility  of  aspiration,  a risk 
but  a lesser  risk  than  death  by  starvation.  Was  the 
action  of  the  physician  moral  and  ethical  in  urging  and 
eventually  persuading  the  prisoner  to  resume  volun- 
tarily the  intake  of  food? 

The  second  example  is  based  on  the  recent  press 
reports  of  the  young  woman  with  cerebral  palsy  who 
wishes  to  starve  to  death.  She  has  no  future  and  no 
possibility  of  independent  life.  There  is  no  question 
about  her  mental  competence.  Does  a physician  have 
the  duty  to  feed  this  patient  against  her  will?  If  that 
is  not  done  the  patient’s  condition  will  deteriorate  to 
the  point  where  clearly  she  is  about  to  die.  At  this  stage 
the  patient  will  be  confused  and  irrational.  Can  the 
physician  morally  and  ethically  then  interfere  and 
bring  the  patient  back?  And  what  if  the  patient, 
brought  back  to  consciousness,  again  refuses  to  eat? 

Does  a mentally  competent  person  have  the  right  to 
starve  to  death?  Does  a physician  have  a compelling 
duty  and  obligation  to  interfere?  If  a court  determines 
that  a hospital  has  the  obligation  to  force  feed  the 
actually  undertakes  that  forceful  intervention:  the 
physician  or  the  hospital  employees? 

Does  this  patient  have  less  right  to  determine  her 
fate  than  the  patient  with  renal  disease  who  rejects  the 
benefits  that  almost  certainly  would  be  provided  if  he 
were  to  avail  himself  of  hemodialysis? 

MAKING  A DECISION 

A patient  in  whom  the  diagnosis  of  cancer  has  been 
established  can  make  a choice.  He  can  accept  treat- 
ment, which  may  be  painful  and  debilitating  but  may 
offer  the  possibility  of  cure,  or  he  can  reject  treatment 
and  die,  probably  sooner,  with  only  the  pain  of  disease 
but  without  the  disability  of  treatment.  The  physician 
must  respect  that  patient's  choice.  But  the  physician 
must  inform  the  patient  of  the  predictable  conse- 
quences of  the  two  choices. 

In  general,  physicians  recognize  the  right  of  pa- 


tients— or  of  their  close  relatives— to  make  decisions 
regarding  the  use  of  heroic  or  extraordinary  measures  * 
in  maintaining  life.  To  an  increasing  degree,  for  pa- 
tients not  expected  to  recover,  specific  verbal  instruc-  ' 
tions  (sometimes  written  orders)  are  given  with  re-  1 
spect  to  the  use  of  resuscitation  measures  in  the  event  ; 
of  a cardiac  or  respiratory  arrest.  The  decision  to  in-  ; 
stitute  this  “no  code”  or  the  equivalent  “slow  code” 
policy  in  the  case  of  a given  patient  should  be  reached 
with  the  understanding  of  the  patient  if  the  patient  j 
is  competent  or  else  with  the  understanding  of  the  I 
patient’s  closest  relative.  j 

I 

Written  evidence  of  consent  is  required  before  cer- 
tain diagnostic  and  therapeutic  procedures  are  carried  |' 
out.  It  is  reasonable  to  expect  that  some  written  |: 
documentation  soon  will  be  required  for  the  “no  code”  | 
policy  to  be  instituted.  In  the  instance  of  a mentally 
competent  patient,  a new  form  of  contract  is  estab- 
lished between  patient  and  physician.  In  the  instance 
of  a mentally  incompetent  patient,  the  contract  is  be-  ^ 
tween  the  physician  and  the  family.  With  such  con- 
tracts, the  burden  of  the  responsibility  is  shared,  the 
rights  of  the  patient  are  protected,  and  explicit  orders 
can  be  written,  thus  leaving  less  room  for  mis- 
understanding. I 

This  contract  is  not  one  which  permits  euthanasia, 
whether  desired  by  the  patient  or  by  the  family.  Nor 
does  this  contract  permit  the  disconnection  of  life-  P 
supporting  systems  solely  on  the  basis  of  the  respon-  ' 
sible  physician’s  decision.  Euthanasia  in  the  sense  of  P 
the  deliberate  administration  of  an  agent  or  the  use  ■: 
of  a procedure,  which  has  no  potential  for  providing  | 
benefit  to  the  patient  and  is  given  solely  to  shorten  life,  | 
is  not  permitted  by  the  contract  between  society  and  ll 
the  medical  profession.  Society  does  permit  the  admin-  i, 
istration  of  potentially  lethal  agents  such  as  narcotics  i 
for  the  relief  of  pain  but  the  primary  intent  is  and  must  | 
be  relief  of  pain.  The  rejection  of  euthanasia  as  dif-  | 
ferentiated  from  suicide  probably  is  the  only  reason-  « 
able  stand  that  a civilized  society  can  take.  Nazi  Ger-  | 
many  eliminated  thousands  of  mentally  defective,  in-  i| 
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saiie,  and  chronically  ill  people  in  hospitals,  homes, 
and  custodial  institutions  before  World  War  11.  It  re- 
quires little  effort  to  reeognize  the  germ  of  the  “final 
solution”  in  those  actions.  Euthanasia  intended  to 
provide  relief  from  suffering,  once  instituted  could  be 
extended  to  others  who  were  judged  noneontributors 
to  the  social  and  economic  well-being  of  society. 

Why  then  is  abortion  aeeeptable  to  most  if  not  all  of 
the  medical  profession  if  euthanasia  is  not?  Probably 
because  the  rights  of  women  to  make  decisions  on 
matters  which  concern  them  increasingly,  if  somewhat 
reluctantly,  are  recognized  but  perhaps  more  because 
of  the  expectation  that  abortions  one  day  will  become 
an  unusual  and  rarely  earried  out  procedure.  There  are 
other  ways  to  limit  the  live  birth  rate.  Prevention  of 
conception  rather  than  interruption  of  pregnancy 
would  seem  by  all  accounts  to  be  the  more  rational 
procedure. 

It  is  elear  that  technological  advances  have  made 
abortions  on  a large  scale  safe  and  accessible.  The 
technological  advances  have  not  eliminated  some 
serious  ethical  problems  among  which  are  the  follow- 
ing: 1)  Should  the  parents  of  pregnant  minors  be 
notified?  Must  parental  consent  be  obtained  where  the 
individual  is  legally  a minor  and  is  seeking  an 
abortion?  2)  Does  a physician  of  a faith  that  does  not 
permit  abortion  have  the  right  to  delay  referral  to  an 
abortion  center  of  a patient  who  is  seeking  an  abortion 
until  the  state  of  pregnaney  reached  precludes  a legal 
abortion? 

Granted  that  a better  solution  to  unwanted  preg- 
nancies than  abortion  is  the  prevention  of  conception, 
more  counseling  and  interaction  would  be  required 
than  now  and  greater  effort  in  education  would  be 
required  from  physieians. 

Abortions  are  not  eheap  and  can  be  remunerative 
both  to  physicians  and  to  institutions.  A sustained 
educational  effort  directed  at  prevention  of  conception 
might  be  cheaper  in  economic  cost  and  less  traumatic 
in  emotional  cost  than  the  quick  fix  offered  by  an 
operation.  Physicians  should  not  be  cast  in  the  role  of 
destroyers  of  life. 

In  the  sense  that  abortions  are  seen  as  treatment  of 
an  established  process  and  are  not  prevention  of  preg- 
nancy, they  represent  the  application  of  what  Lewis 
Thomas  has  called  half-way  technology.  That  evalu- 
ation also  must  apply  to  dialysis  and  transplants  for 
renal  failure. 

Long-term  dialysis  is  coping  with  an  established  dis- 
aster. Can  the  disaster  that  requires  dialysis  be  pre- 
vented? Is  it  possible  to  arrest  the  progression  of  renal 
disease  at  an  early  enough  stage  so  that  patients  do 
not  require  dialysis?  Is  it  possible  to  find  alternates  to 
this  highly  technieal  management?  And,  indeed,  is  it 
reasonable  to  expeet  that  prevention  of  renal  disease 
can  be  achieved? 

The  arrest  of  progression  of  renal  disease  is  not  yet 
at  hand  but,  from  some  preliminary  studies,  it  seems 
probable  that  special  diets  and  continuing  guidance 
from  appropriately  trained  and  sufficiently  interested 
physicians  will  be  able  to  achieve  that  arrest  at  least 


in  some  patients.  The  prospects  look  very  good  indeed. 
The  patients  obviously  will  have  to  give  their  consent 
and  will  have  to  be  well  informed  about  the  potential 
risk  of  the  various  possible  courses  of  action.  Early 
identification  of  those  susceptible  to  such  disorders 
becomes  an  appropriate  goal  for  the  prevention  of 
some  diseases. 

CONCLUSION 

An  optimistic  view  of  the  future  would  suggest  that 
we  are  approaching  in  many  other  areas  a period  that 
already  has  been  reached  for  infectious  diseases:  pre- 
vention. Presently,  we  are  entering  a phase  in  which 
arrest  of  progression  of  disease  is  being  added  to  the 
diagnostic  and  treatment  achievements. 

How  rapidly  we  move  in  these  directions  will  depend 
in  part  on  the  education  of  the  publie  at  risk  and  on 
implementation  of  the  contractual  relationships  al- 
luded to:  1 ) between  society  and  the  medical  profession 
with  respect  to  the  elimination  or  decrease  of  en- 
vironmental or  other  risk  (including  radiation  from 
landfills  and  from  nuclear  weapons — as  well  as  smok- 
ing, alcohol,  and  other  addictions)  and  with  respect  to 
providing  more  information  to  the  public  about  medi- 
cine and  the  functioning  of  the  human  body  in  health 
and  disease;  2)  between  the  medical  profession  and  its 
constituent  members  with  respect  to  continuing  ap- 
praisal of  procedures  and  practices:  in  other  words 
continued  evaluation  of  what  are  optimal  standards  of 
care  and  their  achievement:  and  3]  between  the  patient 
and  the  physician  in  the  development  and  mainten- 
ance of  a collaborative  relationship  in  which  advice, 
education,  and  consent  or  concurrence  are  empha- 
sized and  from  whieh  paternalistic  and  dictatorial  ap- 
proaches are  absent.  These  goals  will  be  difficult  to 
achieve  fully  and  the  progress  made  will  depend  on  two 
main  factors:  1)  the  interactions  of  physicians  and 
patients  as  individuals  and  as  members  of  society;  and 
2)  the  continued  support  of  society  for  the  basic  and 
clinical  research  necessary  to  make  that  progress  pos- 
sible . 

These  propositions  were  adumbrated  by  Jefferson: 
“It  is  in  this  part  of  medicine  that  I wish  to  see  a 
reform,  an  abandonment  of  hypothesis  for  sober  facts, 
the  first  degree  of  value  being  set  on  elinical  observa- 
tion and  the  least  on  visionary  theories.  I would  wish 
the  young  practitioner,  especially,  to  have  deeply  im- 
pressed on  his  mind,  the  real  limits  of  his  art,  and  that 
when  the  state  of  his  patient  gets  beyond  these  his 
office  is  to  be  a watchful,  but  quiet  spectator  of  the 
operations  of  nature,  giving  them  fair  play  by  a well- 
regulated  regimen,  and  by  all  the  aid  they  can  derive 
from  the  excitement  of  good  spirits  and  hope  in  the 
patient.” 
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Three-Year  Experience  with  Gastric  Stapling 
FOR  Morbid  Obesity  


Robert  E.  Brolin.  m.d..  Daniel  P.  Greenfield,  m.d.,  Karen  Kasnetz.  r.d.. 
Lynn  Clemow.  mjv.,  new  Brunswick* 


Since  March  1981,  56  stapled  gastroplasties  and  20  gastric 
bypasses  have  beenpetformed  at  Middlesex  General-University 
Hospital  with  an  overall  complication  rate  of  6 percent.  At  18 
months,  48  percent  of  gastroplasty  patients  are  within  50  percent 
of  ideal  weight.  Obesity-related  medical  problems  were  improved 
in  90  percent  of  patients. 


Morbid  obesity  has  been  shown  to 
lead  to  a variety  of  other  health 
problems  including  a signifi- 
cantly shortened  life  span,  particularly  in  young  and 
middle-aged  adults.'  The  older  morbidly  obese  fre- 
quently are  housebound  or  otherwise  incapacitated  by 
the  sequelae  of  diabetes,  congestive  heart  failure,  and 
degenerative  arthritis.  In  addition  to  the  expenses  of 
managing  the  health-related  problems,  it  is  common 
knowledge  that  obesity  of  this  degree  is  associated 
with  a high  level  of  joblessness,  personal  embarrass- 
ment, and  frequent  discrimination  in  employment. 

Because  of  the  nearly  uniform  ineffectiveness  of 
nonoperative  treatment  measures  in  the  morbidly 
obese,  a variety  of  operations  has  been  devised  to 
induce  sustained  weight  loss  in  this  group  of  pa- 
tients.^’^  Jejunoileal  bypass,  which  once  was  con- 
sidered the  cornerstone  of  surgical  treatment  for 
morbid  obesity,  now  has  been  abandoned  because  of 
the  unacceptably  high  incidence  of  severe  late  com- 
plications.'^® In  1967,  Mason  introduced  the  concept  of 
gastric  reduction  surgery  which  induced  weight  loss 
by  reducing  functional  gastric  capacity  by  more  than 
90  percent.^  Reduced  gastric  capacity,  in  combination 
with  a small  calibrated  gastric  outlet,  triggers  the  satie- 
ty reflex  gifter  consumption  of  small  quantities  of  solid 
food.  Mason’s  early  gastric  reduction  procedures  were 
technically  difficult  to  perform  and  associated  with  a 
high  incidence  of  postoperative  complications.®®  In 


1979,  Pace  and  Carey  introduced  the  concept  of  sta- 
pled gastroplasty  as  a simple,  safe  alternative  to  gastric 
and  jejunoileal  bypass  and  reported  a less  than  10 
percent  incidence  of  complications  with  their  original 
technique.'®  Unfortunately,  Pace  and  Carey’s  original 
technique  of  gastric  stapling  was  associated  with  an 
unacceptably  high  incidence  of  early  failure  caused  by 
staples  gradually  opening  up  and  pulling  out  of  the 
stomach."  During  the  past  several  years,  a number  of 
technical  modifications  of  stapled  gastroplasty  have 
been  devised  both  to  eliminate  staple-line  disruption 
and  to  prevent  gradual  dilatation  of  the  outlet  stoma 
which  has  been  incriminated  as  a cause  of  inadequate 
weight  loss  in  some  patients. 

Our  clinicial  trial  of  stapled  gastroplasty  for  treat- 
ment of  morbid  obesity  employed  an  operative  tech- 
nique which  we  had  shown  to  be  both  safe  and  effec- 
tive in  our  laboratory  evaluation  of  seven  techniques 
of  gastric  stapling.'^'®  This  paper  summarizes  our 
three-year  experience  with  stapled  gastroplasty  in  56 

*From  the  Department  of  Surgery,  UMDNJ-Rutgers  Medical 
School,  New  Brunswick,  where  Dr.  Brolin  is  Associate 
Professor  of  Surgery;  and  from  the  Department  of  Psychiatry 
where  Dr.  Greenfield  is  Assistant  Professor  of  Psychiatry.  Ms. 
Kasnetz  is  Chief  Clinical  Dietitian  and  Ms.  Clemow  is  a 
Clinical  Psychologist  at  Middlesex  General-University  Hospi- 
tal, New  Brunswick.  Correspondence  may  be  addressed  to  Dr. 
Brolin,  Department  of  Surgery,  UMDNJ-Rutgers  Medical 
School,  Academic  Health  Science  Center,  CN  19,  New  Bruns- 
wick, NJ  08903. 
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morbidly  obese  patients  in  conjunction  with  a dis- 
cussion of  the  current  status  of  surgery  for  morbid 
obesity. 

CLINICAL  MATERIAL 

Wlien  we  began  our  clinical  study  of  stapled 
gastroplasty  for  the  treatment  of  morbid  obesity,  the 
long-term  results  of  this  operation  were  unknown. 
Since  March  1981,  we  have  performed  56  stapled 
gastroplasties  and  20  Roux-en-Y  gastric  bypasses 
upon  72  patients  at  Middlesex  General-University  Hos- 
pital. The  patients  ranged  in  age  from  19  to  64  and 
included  56  females  and  16  males.  All  but  one  of  these 
patients  conformed  to  the  traditionally  accepted  guide- 
lines for  morbid  obesity  surgery  in  that  they  were  more 
than  100  pounds  over  ideal  body  weight  and  free  of 
obesity- related  endocrine  disorders.  In  addition,  all  of 
these  patients  had  failed  serious  nonoperative  at- 
tempts at  weight  reduction.  All  prospective  patients 
have  separate  screening  interviews  with  the  operating 
surgeon,  clinical  dietitian,  and  psychiatrist.  The  sur- 
geon explains  the  nature  and  risks  involved  with  the 
operation  and  emphasizes  the  importance  of  long-term 
postoperative  followup.  The  dietitian  reviews  each  pa- 
tient’s diet  history  in  detail.  She  also  explains  the 
dietary  constraints  associated  with  gastric  reduction 
surgery  emphasizing  the  liquid  dietary  restriction 
which  is  required  for  the  first  six  weeks  following  oper- 
ation. The  psychiatrist  evaluates  the  personal,  psycho- 
logical, and  epidemiological  histoiy  seeking  to  de- 
termine the  patient’s  motivation,  expectations,  and 
long-term  goals  as  they  relate  to  the  operation.  In  ad- 
dition, the  psychiatrist  adminsters  several  psychologi- 
cal tests,  including  the  Symptom  Check  List-90 
(SCL-90),  the  Zung  Self-Rating  Depression  Scale,  and 
a standard  l.Q.  test.  To  date,  4 patients  have  been 
excused  as  candidates  for  gastric  reduction  surgery 
during  the  screening  process;  2 for  failure  to  demon- 
strate nonoperative  attempts  at  weight  reduction  and 
2 for  psychological  reasons.  Independent,  un- 
supervised attempts  at  weight  reduction  on  the  part 
of  patients  are  not  considered  sufficient  qualifications 
for  gastric  reduction  surgery.  No  patient  has  been  de- 
nied operation  for  medical  reasons.  Obesity-related 
medical  problems,  such  as  hypertension,  diabetes,  de- 
generative arthritis,  and  obesity-related  cardio- 
respiratory disorders  are  considered  specific  indica- 
tions for  operation.  Failure  of  previous  operations  for 
morbid  obesity,  such  as  jejunoileal  bypass  or  gastric 
stapling  procedures,  also  warrant  strong  consideration 
for  a subsequent  gastric  reduction  operation.  The 
criteria  for  candidacy  were  liberalized  for  1 patient 
with  refractory  hypertension  who  was  91  pounds  over 
ideal  body  weight  and  whose  internist  could  not  con- 
trol either  her  blood  pressure  or  diet.  Specific  contrain- 
dications for  gastric  reduction  operations  include  ac- 
tive peptic  ulcer  disease,  alcoholism,  and  failure  on  the 
part  of  the  patient  to  comprehend  the  nature  and  in- 
tent of  gastric  reduction  surgery.  Patients  over  the  age 
of  65  generally  are  not  considered  candidates  for  obesi- 
ty surgery.  Prior  to  operation,  all  patients  have  a 
banum  upper  GI  x-ray  examination  to  rule  out  occult 
peptic  ulcer  disease  and  an  ultrasound  study  of  the 
gallbladder  to  rule  out  occult  cholelithiasis.  We  rec- 


ommend concomitant  cholecystectomy  for  any  patient 
with  gallstones.  Cholecystectomy  generally  adds  no 
more  than  15  minutes  and  virtually  no  additional  risk 
to  the  operative  procedure  and  is  likely  to  save  the 
patient  the  need  for  choleeystectomy  at  a later  date.  We 
also  perform  thyroid  function  studies  and  a fasting 
serum  cortisol  in  all  patients  to  help  rule  out  un- 
suspeeted  endocrine  problems. 

OPERATIVE  PROCEDURES 

Candidates  for  operation  usually  are  admitted  to  the 
hospital  one  day  prior  to  surgery.  Patients  with  poorly 
controlled  medical  problems,  such  as  diabetes,  hyper- 
tension, or  asthmatic  bronchitis,  may  be  admitted  two 
or  three  days  prior  to  operation.  Both  stapled 
gastroplasty  and  gastric  bypass  are  performed  through 
an  upper  midline  incision.  The  esophagus  is  isolated 
and  bluntly  encircled  at  the  level  of  the  gastro- 
esophageal junction  with  a Penrose  drain.  A point 
along  the  upper  lesser  curvature  of  the  stomach  2 to 
3 cm  below  the  gastroesophageal  junction  then  is  de- 
vascularized  creating  a window  for  passage  of  the  TA 
stapling  instruments.  For  stapled  gastroplasty,  three 
staples  are  removed  from  the  eenter  of  the  TA-55 
cartridge  and  the  instrument  is  passed  across  the 
upper  stomach  with  the  aid  of  a 36-French  rubber 
tube.  The  TA-55  stapler  is  positioned  horizontally  and 
fired,  creating  an  upper  pouch  measuring  20  ± 5 cc 
liquid  eapacity.  After  removing  the  TA-55  stapler,  a 
TA-90  stapler  is  positioned  similarly  across  the  upper 
stomach  after  three  central  staples  have  been  removed 
from  the  cartridge.  The  TA-90  stapler  is  marked  at  the 
point  where  the  staples  have  been  removed  and  the 
mark  on  the  TA-90  is  precisely  aligned  with  the 
previously  created  stoma  in  the  center  of  the  staple- 
line. After  the  TA-90  is  fired  and  removed,  the  two 
double  rows  of  staples  are  reinforced  with  interrupted 
2-0  silk  sutures  placed  through  and  through  the  sta- 
ple-line. The  completed  operation  is  illustrated  in  the 
Figure.  The  peristomal  sutures  are  placed  precisely 


Figure — Suture  reinforced  stapled  gastroplasty  with  20  ± 5 
cc  capacity  upper  pouch  and  0.9  cm  stoma 
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Pre  Op  (56) 

292^ 


TABLE  1 

Mean  Weight  Ix)ss  After  Stapled  Gastroplasty 


18  Mo.  (12) 

66*^  (22%) 


3 Mo.  (56)*  6 Mo.  (52)* 

37**  (13%)  58^  (20%) 

Mean  weight  loss  in  pounds  in  56  patients  after  stapled 

gastroplasty.  Percentages  represent  percent  of 

; adjacent  to  the  staples  on  either  side  of  the  9 mm 
stoma  to  minimize  subsequent  stomal  dilatation.  Our 
technique  of  Roux-en-Y  gastric  bypass  is  similar  to 
that  performed  by  Pories''*  exeept  that  the  EEA  stapler 
is  used  to  construet  the  calibrated  gastrojejunostomy. 
The  upper  part  of  the  stomach  is  partitioned  using  two 
parallel  applications  of  the  TA-90  stapler  ereating  a 30 
± 5 cc  upper  gastric  pouch. 

The  typieal  postoperative  hospital  stay  is  seven  or 
eight  days,  most  of  which  time  is  spend  adjusting  to 
The  liquid  diet.  On  the  day  of  discharge,  a limited 
barium  upper  GI  is  performed  to  examine  the  integrity 
of  the  staple-line  and  stoma  Patients  are  discharged 
; on  a 1,000-calorie  full-liquid  diet  which  is  required  for 
six  weeks  after  operation.  The  dietitian  counsels  each 
patient  prior  to  discharge  and  emphasizes  the  import- 
ance of  balanee  within  the  liquid  dietary  restriction, 
as  well  as  the  need  for  a liquid  multivitamin  supple- 
ment during  the  first  few  weeks  of  convaleseenee.  At 
i the  initial  3-week  followup  visit,  the  dietitian  may  add 
' several  soft  solid  foods,  sueh  as  mashed  potatoes  and 
applesauce,  if  the  patient  is  doing  well  with  the  liquid 
diet.  At  6 weeks  after  operation,  the  liquid  diet  restrie- 
I tion  is  lifted  and  the  patient  is  given  a new  menu 
j whieh  ineludes  a variety  of  soft  solid  foods.  The  tran- 
sition from  soft  solid  foods  to  pulpy  fruits,  bread,  and 
lean  meat  usually  takes  several  months  to  accomplish. 
Patients  have  followup  at  12  weeks  and  then  at  three- 
month  intervals  for  the  remainder  of  the  first  year  after 
operation.  At  each  visit,  patients  are  cautioned  to  take 
small  bites,  ehew  thoroughly,  swallow  slowly,  and  stop 
eating  at  the  first  symptom  of  satiety.  Calorie  counting 
is  reinforced  with  great  emphasis  plaeed  on  avoiding 
high-calorie  liquids  which  can  defeat  these  operations. 
After  the  first  year,  patients  are  seen  at  three-  to  six- 
month  intervals  depending  upon  how  well  they  have 
progressed  in  terms  of  eating  behavior  and  weight  loss. 

RESULTS 

Mean  weight  loss  for  the  56  patients  who  underwent 
stapled  gastroplasty  is  shown  in  Table  1.  During  the 
eourse  of  our  study,  8 patients  (14  pereent)  were  either 
lost  to  followup  or  formally  withdrew  from  the  pro- 
gram. The  rate  of  weight  loss  after  stapled  gastroplasty 
ranged  from  3 to  5 pounds  per  week  during  the  first 
six  weeks  then  gradually  deelined  to  a rate  of  1 to  2 
pounds  per  week  after  several  months.  Weight  loss 
generally  begins  to  plateau  between  the  sixth  and 
ninth  month  after  operation.  Twenty-one  of  44  pa- 
tients (48  percent)  whose  weight  was  stabilized  pres- 
ently are  within  50  pereent  of  their  ideal  body  weight. 
Thirty- two  of  these  44  patients  (73  percent)  now  are 
less  than  100  pounds  over  ideal  body  weight  while  the 
remaining  12  patients  (27  percent)  still  are  more  than 
100  pounds  overweight  and  are  considered  failures  by 
all  criteria  Six  of  the  12  failures  weighed  more  than 


9 Mo.  (34)*  12  Mo.  (25)* 

65^^  (25%)  73^  (24%) 

preoperative  weight  loss.  Minimum  followup  is  three 
months.  Asterisk  * = number  of  patients  followed. 


TABLE  2 

Associated  Medical  Problems  38/56  (68%) 


1. 

Hypertension 

27 

(48%) 

2. 

Hyperlipidemia 

14 

(25%) 

3. 

Arthritis 

11 

(20%) 

4. 

Diabetes 

7 

(13%) 

5. 

Heart  disease 

7 

(13%) 

6. 

Bronchitis 

4 

(8%) 

7. 

Sleep  apnea 

2 

(4%) 

8. 

Venous  insufficiency 

2 

(4%) 

Hypertension  was  the  most  common  problem  presenting 
in  48  percent  of  patients.  Arthritis  invariably  involved 
weight-bearing  joints,  including  knees,  ankles,  and  lower 
back  Cardiac  problems  included  s}anptoms  of  congestive 
failure  in  four  patients  and  angina  in  three  patients. 


350  pounds  prior  to  operation.  Thirty-eight  of  56  pa- 
tients (68  percent)  had  obesity-related  medical  prob- 
lems prior  to  operation  as  shown  in  Table  2.  Only  5 
of  19  patients  (26  percent)  between  the  ages  of  20  and 
35  had  an  obesity- related  medical  disorder  whereas  33 
of  37  patients  (89  percent)  over  age  35  had  one  or  more 
assoeiated  medieal  problems.  The  response  of  the  vari- 
ous medieal  problems  to  the  weight  loss  afforded  by 
stapled  gastroplasty  is  shown  in  Table  3.  Amelioration 
of  obesity-related  medical  problems  with  weight  loss 
was  remarkable  even  in  patients  who  lost  as  little  as 
40  to  50  pounds.  Each  of  the  4 patients  in  whom 
medical  problems  were  unimproved  did  not  lose  a suf- 
ficient amount  of  weight. 

COMPLICATIONS 

There  have  been  only  four  early  postoperative  com- 
plications (7  percent)  among  the  56  patients  who 
underwent  stapled  gastroplasty  (Table  4).  We  have  had 
only  one  complieation  in  the  last  38  operations.  One 
of  the  two  staple-line  leaks  resulted  from  a malfunction 
of  the  TA-55  stapler,  while  the  other  was  suspected  but 
never  proved  either  by  a gastrograffin®  radiographic 
swallow  or  at  repeat  laparotomy.  Both  patients  with 
suspected  leaks  required  reoperation.  Wound  de- 
hiseenee  developed  in  a patient  with  a severe  attaek 
of  postoperative  asthmatie  bronchitis  whose  coughing 
spasms  could  not  be  controlled  with  medieations. 
There  have  been  no  splenic  injuries  or  postoperative 
wound  infections.  All  patients  reeeive  1 gm  of 
Cephazolin®  intravenously  prior  to  operation  which  is 
followed  by  three  divided  doses  of  1 gm  eveiy  eight 
hours  during  the  first  postoperative  day.  Our  only  late 
complieation  occurred  in  a 44-year-old  woman  who 
developed  stomal  stenosis  and  psychological  difficulty 
adjusting  to  the  change  in  eating  habits  forced  upon 
her  by  the  operation.  Although  she  was  always  able  to 
eat  soft  solid  foods  in  the  hospital,  she  invariably  de- 
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TABLE  3 

Medical  Problems 


Response  to  Weight  Loss 

Problem/^  Pts  Resolved  Improved 

Unchanged 

Hyptertension  (27) 

19 

7 

1 

Hyperlipidemia  (14) 

10 

1 

3 

Arthritis  (11) 

10 

1 

— 

Diabetes  (7) 

5 

2 

— 

Angina/C.H.F.  (7) 

7 

— 

— 

Bronchitis  (4) 

4 

— 

— 

Sleep  apnea  (2) 

2 

— 

— 

Venous  stasis  (2) 

2 

— 

— 

Medical  problems  either  improved  or  resolved  in  34  of  38 
patients  (90  percent).  Medical  problems  were  considered 
resolved  when  they  were  controlled  without  the  need  for 
medications  and  improved  when  controlled  on  reduced 
doses  of  medications. 


veloped  problems  with  vomiting  within  a few  days  after 
discharge.  After  three  hospitalizations  for  vomiting, 
her  gastroplasty  was  reversed  seven  months  after  the 
initial  operation.  We  have  recognized  one  case  of  post- 
operative staple-line  disruption  which  occurred  in  a 
woman  who  began  eating  solid  food  within  several 
days  of  discharge  from  the  hospital.  After  three  days 
of  protracted  vomiting,  she  noted  a sudden  loss  of  early 
satiety  with  concomitant  cessation  of  vomiting.  Ellison 
demonstrated  in  dogs  that  the  stomach  stapled  in  con- 
tinuity takes  four  to  six  weeks  to  heal  securely,  and  as 
a result,  recommended  that  all  patients  remain  on  a 
liquid  diet  for  six  to  eight  weeks  after  stapled 
gastroplasty.  ‘ ' An  occasional  episode  of  vomiting  is  not 
uncommon  after  gastric  reduction  surgery  and  gener- 
ally results  from  patients  eating  too  quickly.  Two  other 
patients  developed  postoperative  vomiting  of  sufficient 
severity  to  warrant  hospitalization.  Both  improved 
after  several  days  without  oral  feeding  and  with  in- 
travenous fluid  and  now  are  able  to  consume  small 
quantities  of  all  types  of  solid  food  without  difficulty. 
Repetitive  episodes  of  vomiting  can  cause  edema  of  the 
gastric  mucosa  at  the  stoma  resulting  in  transient 
stomal  stenosis.  Because  thiamin  and  other  nutri- 
tional deficiencies  have  been  reported  as  a result  of 
protracted  vomiting  following  gastric  stapling 
procedures,*^ we  promptly  rehospitalize  patients  who 
are  unable  to  maintain  themselves  on  a full  liquid  diet 
as  an  outpatient. 

Our  psychiatric  data  basically  have  supported  the 
commonly  held  notion  that  morbidly  obese  adults  do 
not  differ  psychologically  from  the  general  population. 
We  have  discovered  that  patients  with  high  SCI^90 
scores  suggesting  covert  “psychopathology”  tend  to 
have  earlier  onset  of  obesity  and  a much  lower  in- 
cidence of  familial  obesity  than  those  patients  with  low 
SCI^90  scores.  Our  measurements  of  intelligence 
strongly  correlate  with  the  patient’s  comprehension  of 
the  nature  and  intent  of  the  operative  procedure  and 
also  correlate  with  the  patient’s  ability  to  make  low- 
calorie  food  choices  after  operation. 


Because  of  the  inconsistencies  in  weight  loss  in  our 
experience  with  stapled  gastroplasty  and  several  recent 
reports  showing  significantly  greater  weight  loss  after  i 
gastric  bypass,  we  began  performing  Roux-en-Y  gastric  | 
bypass  for  morbid  obesity  in  June  1983.*“*  *^  During  the 
past  six  months,  we  have  performed  20  gastric 
bypasses  using  our  own  modification  of  the  Roux-en- 
Y technique.*®  Thus  far,  we  have  had  only  one  early 
postoperative  complication  (5  percent)  and  no  late 
complications.  Four  of  these  20  patients  have  had  re- 
visions of  failed  gastroplasties.  The  rate  of  weight  loss 
during  the  first  six  months  after  gastric  bypass  has 
been  greater  than  with  stapled  gastroplasty.  Mean 
weight  loss  in  5 patients  followed  for  four  months  has 
been  68  pounds. 


CASE  REPORT  1 


A 43-year-old  5’ 10”,  344-pound  man  was  presented  j 
to  us  as  a candidate  for  gastric  reduction  surgery.  At 
that  time,  he  had  hypertension  which  was  refractory  j 
to  dmg  therapy  and  a semm  glucose  of  497  mg/dl  at  i 
his  first  hospital  admission.  An  endocrinology  consult-  I 
ant  prescribed  a 1 ,000-calorie  ADA  diet,  and  one  week 
later  his  serum  glucose  was  303  mg/dl.  His  preoper-  I 
ative  lipid  profile  showed  a cholesterol  of  254  mg/dl 
(normal:  150  to  225  mg/dl)  and  a triglyeeride  level  of 
816  mg/dl  (normal:  50  to  150  mg/dl).  Stapled 
gastroplasty  was  performed.  His  eight-day  post- 
operative course  was  uncomplicated.  He  made  the 
transition  from  the  modified  full  liquid  diet  to  soft 
solid  foods  without  undue  difficulty.  Postoperative 
weight  loss  pattern  has  been  very  consistent.  At  eight  , 
months  after  operation,  his  weight  was  220  pounds, 
his  blood  pressure  was  130/80  without  medication, 
fasting  glucose  was  135  mg/dl  without  medication,  ; 
serum  cholesterol  was  205  mg/dl,  and  semm  ; 
triglyeeride  was  117  mg/dl.  He  eurrently  feels  better  j 
than  he  has  in  years.  } 

This  case  represents  a successful  result  by  all 
criteria  The  patient  has  eomfortably  lost  125  pounds 
in  eight  months  and  is  now  50  pounds  over  his  ideal  | 
body  weight  of  170  pounds.  All  of  his  obesity- related 
medical  problems  are  completely  resolved  without  the 
need  for  medieations.  His  current  ealorie  intake  ranges 
from  1,000  to  1,200  calories  per  day.  He  has  become 
very  calorie  conseious  and  avoids  the  high-calorie 
liquids  and  junk  food  which  can  defeat  the  operation. 
His  exercise  tolerance  has  increased  tremendously. 


CASE  REPORT  2 

A 56-year-old  5’2”,  269-pound  woman  underwent 
stapled  gastroplasty  at  Middlesex  General-University  • 
Hospital  in  Oetober  1982.  At  that  time,  she  was  in- 
capacitated by  severe  asthmatic  bronchitis  and  sleep  , 
apnea  syndrome.  She  also  had  essential  hypertension 
which  was  poorly  controlled  by  medications.  Her  post-  ■ 
operative  course  was  slightly  prolonged  by  her  severe 
steroid  dependent  lung  disease  but  otherwise  was  un- 
complicated. During  the  following  13  months,  her 
weight  loss  was  slow  but  consistent.  At  her  most  recent  * 
visit,  her  weight  was  193  pounds  and  blood  pressure 
was  140/70.  She  has  not  required  medication  for  her 
blood  pressure  since  the  second  month  after  operation.  , 
The  symptoms  of  sleep  apnea  syndrome  have  disap-  | 
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peared  completely  and  her  exercise  tolerance  has  im- 
proved markedly.  Her  only  eurrent  medication  is 
theophylline  elixir. 

This  patient  represents  one  of  our  most  gratilying 
results.  After  being  ineapacitated  by  severe  obstructive 
lung  disease  and  sleep  apnea  prior  to  operation,  she 
now  claims  to  be  a new  woman  and  is  leading  a normal 
life.  She  no  longer  is  housebound  by  her  pulmonary 
problems  and  is  able  to  buy  from  the  shelves  at  a 
regular  clothing  store  for  the  first  time  in  many  years. 
Her  present  intake  averages  approximately  1,000 
calories  per  day. 

CASE  REPORT  3 

A 39-year-old  5’6”,  312-pound  woman  underwent 
stapled  gastroplasty  in  November  1981.  Her  past  medi- 
cal history  was  unremarkable  exeept  for  a pulmonary 
embolus  following  an  abdominal  hysterectomy  seven 
years  earlier.  She  reeeived  mini-dose  heparin  pro- 
phylaxis for  several  days  after  operation  and  had  an 
uneventful  recovery.  Over  the  ensuing  1 1 months,  she 
lost  75  pounds,  reaching  a plateau  at  243  pounds  in 
October  1982.  However,  during  the  next  11  months, 
she  gradually  began  to  regain  some  of  her  lost  weight. 
Her  satiety  response  to  solid  food  was  satisfactory  but 
she  tended  to  concentrate  her  eating  efforts  on  sweets 
and  other  junk  food,  particularly  potato  chips  and  pret- 
zels. Her  daily  intake  inereased  from  approximately 
1,100  calories  to  more  than  2,000  calories  per  day.  She 
was  very  disappointed  in  her  weight  gain  and  ex- 
pressed interest  in  possible  revision  of  her  gastroplasty 
operation.  It  was  explained  to  her  that  a second  oper- 
ation would  not  guarantee  a successful  long-term  re- 
sult. With  this  mutual  understanding,  she  was  read- 
mitted to  Middlesex  General-University  Hospital  in 
September  1983  and  had  her  stapled  gastroplasty  re- 
vised to  a Roux-en-Y  gastric  bypass.  Prior  to  operation, 
she  underwent  upper  GI  endoscopy  which  showed  that 
her  stoma  had  dilated  gradually  from  the  original  9 
mm  diameter  to  approximately  14  mm.  Her  post- 
operative course  was  uncomplicated  and  she  was  dis- 
charged on  the  seventh  postoperative  day.  Since  her 
revision  to  Roux-en-Y  gastric  bypass,  she  has  lost  46 
pounds  during  the  first  four  months,  and  eurrently 
weighs  229  pounds. 

This  patient  represents  an  example  of  “maladapta- 
tion”  to  stapled  gastroplasty.  Despite  a good  satiety 
response  and  a relatively  minor  degree  of  stomal  dilata- 
tion, she  gradually  doubled  her  daily  calorie  intake  by 
eating  more  frequently  and  concentrating  her  eating 
efforts  on  soft  junk  foods  whieh  do  not  produce  mueh 
satiety.  Hence,  we  attribute  her  failure  with  stapled 
gastroplasty  to  maladaptation  rather  than  a teehnical 
failure.  It  remains  to  be  seen  how  well  this  type  of 
patient  will  fare  after  Roux-en-Y  gastric  bypass. 

DISCUSSION 

Stapled  gastroplasty  has  several  inherently  appeal- 
ing features  whieh  have  led  a number  of  prominent 
bariatrie  surgeons  to  eonsider  it  as  the  operation  of 
ehoiee  for  treatment  of  morbid  obesity.  The  stomach 
or  bowel  is  not  opened  and  normal  intestinal  eonti- 
nuity  is  not  disturbed.  The  operation  itself  is  teehnical- 
ly  easier  to  perform  than  gastrie  bypass  and  usually 
can  be  aeeomplished  in  less  than  two  hours.  The  in- 


TABLE  4 

Complications  After  Stapled  Gastroplasty 

Operative  Complications 

4/56  (7%) 

Staple-line  leak 

2 

Pulmonary  embolus 

1 

Wound  dehiscence 

1 

Deaths 

None 

Late  complications 

1/56  (2%) 

Technical  failure 

1/56  (2%) 

eidenee  of  postoperative  complications  has  been  ac- 
eeptably  low  with  virtually  all  of  the  current  modi- 
fications of  stapled  gastroplasty,*"*  ’®^®  but  weight  loss 
has  been  less  reliable  than  with  gastric  or  jejunoileal 
bypass.  Perhaps  the  greatest  problem  with  the  use  of 
stapled  gastroplasty  for  treatment  of  morbid  obesity  is 
that  several  of  the  new  operative  teehniques  have  been 
adopted  “en  masse”  before  long-term  results  have  been 
established  through  eontrolled  clinieal  trials.  In  1982, 
Mason  introduced  vertical  banded  gastroplasty  as  an 
operation  designed  to  remedy  the  problem  of  stomal 
dilatation  which  has  been  ineriminated  as  the  main 
reason  for  failure  of  the  earlier  teehniques  of  stapled 
gastroplasty  in  maintaining  long-term  weight  loss.^®^‘ 
By  wrapping  a premeasured  piece  of  Marlex»mesh 
around  a lesser  eurvature  stoma,  stomal  dilatation  is 
limited  to  the  diameter  of  the  Marlex®  strip.  Our  inde- 
pendent laboratory  studies  of  vertical  banded 
gastroplasty  have  eonfirmed  Mason’s  hypothesis  in 
this  regard. ‘3  Yet,  during  the  second  year  of  post- 
operative followup.  Mason’s  patients  have  shown  a 
cumulative  weight  gain  rather  than  continued  weight 
loss.22  Presently,  there  is  no  one  technique  of  stapled 
gastroplasty  which  has  withstood  the  test  of  time. 

All  gastric  reduction  operations  can  be  looked  upon 
as  an  enforced  method  of  behavior  modification  which 
effectively  prevent  consumption  of  large  quantities  of 
solid  food  by  reducing  the  reservoir  function  of  the 
stomach  by  approximately  95  percent.  On  the  other 
hand,  these  operations  offer  no  barrier  to  the  con- 
sumption of  liquids  or  any  type  of  solid  food  which  can 
be  liquified  during  the  process  of  chewing.  Although 
there  is  virtually  no  anatomical  difference  between  in- 
dividual gastroplasty  operations,  there  is  considerable 
difference  in  the  adjustment  of  individual  patients  to 
the  restrictions  placed  upon  their  eating  behavior  after 
this  type  of  surgery.  There  is  also  considerable  vari- 
ation among  patients  in  the  subjective  sensation  of 
early  satiety.  Some  patients  describe  the  typical  “feel- 
ing of  fullness”  while  others  report  varying  degrees  of 
discomfort  after  eating  small  quantities  of  solid  food. 
Since  there  is  no  malabsorption  associated  with  sta- 
pled gastroplasty,  the  knowledge  of  the  relative  caloric 
values  of  food,  particularly  liquids,  is  extremely  import- 
ant. As  patients  make  the  gradual  transition  from 
liquid  to  solid  food,  the  dietitian  recommends  a menu 
which  emphasizes  low-calorie  selections  within  each 
food  group.  Patients  who  have  followed  closely  the 
dietitian’s  advice  have  invariably  done  well  in  terms  of 
weight  loss.  On  the  other  hand,  those  patients  who 
have  not  lost  a sufficient  amount  of  weight  have 
usually  “maladapted”  to  the  operation  in  terms  of  their 
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postoperative  eating  habits.  Maladaptation  to  the 
satiety-producing  effects  of  gastric  stapling  operations 
assumes  two  basic  forms:  1)  abuse  of  high-calorie 
liquids  and  soft  junk  foods,  such  as  cookies  or  candy; 
and  2)  increased  food  contact  in  the  form  of  snacks 
which  generally  are  high  in  calories.  Our  postoperative 
dietaiy  data  suggest  that  when  daily  calorie  intake 
consistently  exceeds  1,200  calories,  weight  loss  tends 
to  cease,  particularly  in  the  older  more  sedentary  pa- 
tients. 

After  we  became  aware  of  Mason’s  two-year  results 
with  vertical  banded  gastroplasty  and  recognized  some 
of  the  same  problems  with  our  own  operative  tech- 
nique, we  became  interested  in  Roux-en-Y  gastric 
bypass  for  treatment  of  morbid  obesity.  Since  June 
1983,  we  have  performed  20  Roux-en-Y  gastric 
bypasses,  including  4 revisions  of  failed  stapled 
gastroplasties.  Our  interest  in  Roux-en-Y  gastric 
bypass  was  kindled  by  several  recent  prospective  ran- 
domized clinical  studies  comparing  gastric  bypass 
with  stapled  gastroplasty,  each  of  which  showed  sig- 
nificantly greater  weight  loss  following  gastric  by- 
pass.In  those  same  studies,  the  incidence  of  post- 
operative complications  was  similar  between  the  two 
techniques.  In  our  experience  with  20  Roux-en-Y 
gastric  bypasses,  there  has  been  only  1 nonfatal  post- 
operative complication  (5  percent)  and  no  late  com- 
plications. The  use  of  a defunctionalized  Roux-en-Y 
jejunal  limb  as  opposed  to  a loop  has  eliminated  the 
complications  associated  with  bile  reflux,  such  as 
stomal  stenosis  and  ulceration,  which  developed  in  10 
to  15  percent  of  patients  after  loop  gastric  bypass.®^® 
Success  in  weight  loss  ^vith  the  recent  modifications 
of  gastric  bypass  has  been  high.  Halverson^®  reported 
a 90  percent  success  rate  at  two  years  following  loop 
gastric  b}q)ass,  while  Pories  recently  reported  that 
all  of  his  42  Roux-en-Y  gastric  bypass  patients  lost  29 
percent  or  more  of  their  preoperative  weight,  with  a 
mean  weight  loss  of  98  pounds  by  12  months  after 
operation.  After  gastric  bypass,  weight  loss  eontinues 
for  approximately  18  months  before  stabilization  as 
compared  with  six  to  nine  months  of  steady  weight 
loss  after  stapled  gastroplasty.''*”’ Reasons  for  greater 
weight  loss  after  gastric  bypass  appear  to  be  more 
physiologic  than  anatomic  as  both  operations  utlize  a 
less  than  or  equal  to  50  cc  upper  gastric  pouch  and 
a less  than  or  equal  to  12  mm  stoma.  Exclusion  of  the 
duodenum  from  normal  alimentary  continuity  leads  to 
later  mixing  of  pancreatic  and  biliary  secretions  with 
the  digesta  and  probably  results  in  a clinically  in- 
significant degree  of  carbohydrate  and  fat  malabsorp- 
tion. It  has  been  hypothesized  that  this  small  degree 
of  malabsorption  accounts  for  the  significantly  greater 
weight  loss  seen  after  Roux-en-Y  gastric  bypass.'"* 
There  is  no  malabsorption  associated  with  stapled 
gastroplasty. 

The  incidenee  of  late  complications  after  both  sta- 
pled gastroplasty  and  gastric  bypass  is  significantly 
lower  than  after  jejunoileal  bypass.®'^®”  The  majority  of 
the  late  complications  after  gastric  reduction  oper- 
ations have  been  caused  by  stenosis  of  the  stoma 
Many  of  the  newer  techniques  of  stapled  gastroplasty 
incorporate  premeasured  pieces  of  prosthetic  ma- 
terials, such  as  Marlex-’  or  Silastic®,  as  a means  of 
preventing  stomal  dilatation.  These  materials  have 


been  known  to  erode  through  the  gastric  wall  causing  i 
obstruction  of  the  stoma  and  profuse  postprandial  , 
vomiting.^® Several  types  of  nutritional  deficiencies  ' 
have  been  reported  as  a result  of  protracted  vomiting  : 
following  gastric  reduction  operations.'®'®®"  Surpris- 
ingly, the  incidence  of  stomal  stenosis  is  higher  with  1 
stapled  gastroplasty  than  with  gastric  bypass.''*”'®®  ’ 
Three  of  our  56  gastroplasty  patients  have  required;, 
readmission  to  the  hospital  for  postprandial  vomitingyi 
Two  of  these  3 patients  gradually  improved  over  a'] 
period  of  a few  days  of  hospitalization  and  now  are  able  rj 
to  eat  all  types  of  solid  food  without  undue  difficulty.!" 
The  third  patient  did  not  improve  to  the  point  whereS 
she  was  able  to  eat  solid  foods  satisfactorily,  and  at  our. | 


insistence,  eventually  had  her  gastroplasty  reversed.,’ 
Two  of  our  20  gastric  bypass  patients  have  been  read- 
mitted to  the  hospital  with  postprandial  vomiting  but 
neither  had  radiographic  or  endoscopic  evidence  of 
stomal  stenosis.  The  2 gastric  bypass  patients  im- : 
proved  after  several  days  of  hospitalization  and  have' 
not  had  subsequent  difficulty.  We  have  a very  low 
threshold  for  rehospitalization  of  patients  with  post- 
prandial vomiting.  On  the  other  hand,  an  occasional  I 
episode  of  postprandial  vomiting  is  a relatively  com-  I 
mon  occurrence  during  the  early  phases  of  the  tran-  ; 
sition  from  liquids  to  soft  solid  food.  It  generally  takes  ; 
a few  weeks  for  most  patients  to  adjust  their  eating  | 
habits  to  the  restrictions  placed  upon  them  by  the  • 
operation.  Lean  meat  and  fibrous  vegetables  are  two  ■ 
of  the  most  difficult  types  of  food  to  eat  after  gastric  .'j 
reduction  surgery.  By  six  months  after  operation,  vir- 
tually all  of  our  patients  are  able  to  eat  small  quantities 
of  meat  and  fresh  vegetables. 

In  light  of  our  75-pound  mean  weight  loss  after  sta-  ^ 
pled  gastroplasty,  we  currently  recommend  Roux-en-Y  ' 
gastric  bypass  as  opposed  to  gastroplasty  for  all  pa- 
tients  who  are  more  than  150  pounds  over  ideal  body  i 
weight.  Because  successful  weight  loss  after  ; 
gastroplasty  requires  some  degree  of  dietary  self-con-  ' 
trol  on  the  part  of  the  patient,  we  also  recommend  : 
gastric  bypass  as  opposed  to  gastroplasty  for  any  pa-  ^ 
tient  whose  eating  habits  are  highly  unstructured  and 
include  frequent  in-between  meal  snacks.  In  the  long 
term,  it  is  unlikely  that  any  one  operation  will  result 
in  satisfactory  weight  loss  for  all  morbidly  obese  pa- 
tients. Both  stapled  gastroplasty  and  Roux-en-Y  gastric 
bypass  are  sufficiently  safe  in  terms  of  the  incidence  ; 
of  complications  and  effective  in  terms  of  amelioration 
of  obesity-related  medical  problems.  In  light  of  the  dis- 
mal results  of  nonoperative  treatment,  the  high  in- 
cidence of  successful  weight  loss  with  Roux-en-Y 
gastric  bypass  warrants  considerable  enthusiasm  for 
its  use  in  the  treatment  of  morbid  obesity. 


SUMMARY 

Surgery  for  morbid  obesity  should  be  performed  only 
in  a multidisciplinaiy  setting  by  a group  which  is  dedi- 
cated to  long-term  postoperative  followup  and  to  criti- 
cal analysis  and  reporting  of  the  long-term  results. 
Careful  analysis  of  the  long-term  results  of  these  oper- 
ations can  be  expected  to  lead  to  better  methods  of 
patient  selection  and  to  an  improved  understanding 
among  all  health  professionals  of  the  role  of  gastric 
reduction  surgery  in  the  treatment  of  morbid  obesity. 
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Low  incidence  of  side  effects 

CABDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

•Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronaiy  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Beduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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PROFESSIO^Al  USE  INFORMATION 

cotdizem. 

(diltiozenn  HCI) 

mg  and  60  mg  tablets 

DESCRIPTION 

CAROIZEM'^’  (diltiazem  hydrochloride)  is  a calcium  Ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)-cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  In  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  ot  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  eflect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  tew  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduotion 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Oiltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  ot  959  chronically  treated  patients. 

Pharmacokinetics  and  Metaboiism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metaboiism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorofhiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours,  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  ot 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indioated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  ot  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  ot  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (jtarticularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  In  combinafion  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  (unction.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertiiity.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality, These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  it  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacoiogy 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2,4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  i 
asthenia  (1.2%),  AV  block  (1,1%).  In  addition,  the  following 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular:  Flushing,  arrhythmia,  hypotension,  hr; 

dia,  palpitations,  congestive  heart! 
syncope. 

Nervous  System:  Paresthesia,  nervousness,  somno 

tremor,  insomnia,  hallucinations,  and  an 
Gastrointestinal:  Constipation,  dyspepsia,  diarrhea,  vo 

mild  elevations  of  alkaline  phosphatase,, 
SGPT,  and  LOH. 

Dermatologic:  Pruritus,  petechiae,  urticaria,  photosem 

Other:  Polyuria,  nocturia. 

The  following  additional  experiences  have  been  noted; 

A patient  with  Prinzmetal's  angina  experiencing  episoc 
vasospastic  angina  developed  periods  of  transient  asympt 
asystole  approximately  five  hours  after  receiving  a single  i 
dose  of  CARDIZEM, 

The  following  postmarketing  events  have  been  reporter)! 
quently  in  patients  receiving  CARDIZEM:  erythema  multiform 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  bi 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establishe 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  II 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tol 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagg 
response,  appropriate  supportive  measures  should  be  empic 
addition  to  gastric  lavage.  The  following  measures  may  be  consi 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg),  f 
is  no  response  to  vagal  blockade,  adm 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  wii 
diac  pacing. 

Administer  inotropic  agents  (isoprote 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levart 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  judgment  and  experience  of  the  tr 
physician. 

The  oral/LDjo's  in  mice  and  rats  range  from  415  to  740 1 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LC 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  I 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethalil 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  Ir 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  asso 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pal 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  r 
bedtime,  dosage  should  be  increased  gradually  (given  in  d 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervali 
optimum  response  is  obtained.  Although  individual  patient! 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  dataco 
ing  dosage  requirements  in  patients  with  impaired  renal  or  h 
function.  If  the  drug  must  be  used  in  such  patients,  titration  she 
carried  out  with  particular  caution. 

Concomitant  Use  With  Dther  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  but 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  lAfARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  lOOi 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  ci 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  s 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  andi 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each! 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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Cardiac  Sarcoidosis* 


Lawrence  A.  Gaetano,  m.d.,  and  Ludmila  M.  Engelbach,  m.d.,  toms  river* 


A case  of  sudden  death  in  a 70-year-old  man  with  suspected 
coronary  arterial  disease  and  sarcoidosis  is  presented.  The 
autopsy  revealed  severe  damage  to  the  extramural  coronary 
circulation  caused  by  granulomatous  angiitis  superimposed  on 
a preceding  arteriosclerotic  process. 


Sarcoidosis  involving  the  heart 
has  been  known  as  a speeific 
clinical  entity  since  1929  when 
Bernstein  described  a granulomatous  lesion  at 
autopsy.'  In  1939,  Cotter  was  able  to  correlate  clinical 
information  with  autopsy  confirmation  in  an  18-year- 
old  male  with  atrial  fibrillation  and  eomplete  heart 
block.2  The  most  eomplete  and  concise  report  came 
from  a Johns  Hopkins  Hospital  and  Massachusetts 
General  Hospital  combined  study  of  200  cases  of 
sareoidosis  in  which  20  percent  of  92  autopsied  cases 
had  confirmed  myocardial  involvement.^ 

Since  the  Johns  Hopkins  study,  many  reviews  and 
reports  have  reached  the  literature  but  added  little  to 
our  knowledge  of  the  disease.  Myocardial  sarcoidosis 
has  become  more  predictable  in  its  clinical  presen- 
tation. Such  manifestations  as  arrhythmias,  con- 
gestive heart  failure,  pericardial  effusions,  and  valvular 
involvement  are  well  described  and  searched  for  by  the 
astute  clinician,  but  cardiac  sarcoidosis  is  recognized 
only  as  the  result  of  postmortem  examination. 

The  following  ease  report  and  discussion  will  review 
the  clinical  and  morphologic  features  of  cardiac 
sarcoidosis  and  offer  another  variation  to  its  mode  of 
involvement. 

CASE  REPORT 

A 70-year-old  white  male  with  a history  of 
atheroselerotie  heart  disease,  ehronic  schizophrenia, 


and  possible  sareoidosis  was  hospitalized  following  a 
syncopal  episode.  Approximately  two  years  prior  to  ad- 
mission, he  suffered  a myoeardial  infarction  at  another 
hospital,  where  the  diagnosis  of  sarcoidosis  was 
suspected  and  reportedly  eonfirmed.  Physical  examin- 
ation was  significant  only  for  a grade  111/lV  systolic 
murmur  at  the  aortic  area  and  an  S4  gallop. 

Pertinent  laboratory  data  showed  the  following:  The 
. hemoglobin  was  13.7  gm/dl,  the  WBC  was  9,200  with 
a normal  differential  eount.  The  urea  nitrogen  was  31 
mg/dl,  the  creatinine  1.3  mg/dl,  the  ealeium  9.2  mg/dl, 
and  the  total  protein  6.1  gm/dl  (the  albumin  3.8  gm/dl, 
the  globulin  2.3  gm/dl).  The  glucose  was  126  mg/dl; 
the  uric  acid  was  4.0  mg/dl.  The  creatine  phos- 
phokinase  was  25  U per  liter,  the  SCOT,  17  units,  and 
the  LDH,  201  units.  The  total  bilirubin  was  0.7  mg/dl, 
the  alkaline  phophatase  was  44  units.  The  serum  elec- 
trolytes and  urine  were  normal.  An  antinuclear  anti- 
body titer  was  1 :20  with  a diffuse  pattern.  A VDRL  was 
nonreactive  and  an  angiotensin-converting  enzyme 
was  23  lU  (normal  12  to  36).  A tuberculin  skin  test 
(PPD,  5TU)  was  negative. 

A ehest  xvray  demonstrated  bilateral  hilar  promi- 
nence (Figure  1).  His  initial  electrocardiogram  revealed 
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Figure  1— Chest  x-ray  demonstrating  bilateral  hilar  promi- 
nence. 

a first  degree  AV  heart  block,  frequent  premature  ven- 
tricular contractions,  and  a pattern  suggesting  an- 
terolateral wall  infarction  (Figure  2).  Subsequent  elec- 
trocardiograms and  cardiac  enzymes  were  not 
diagnostic  of  myocardial  infarction.  A 24-hour  Hotter 
monitor  study  revealed  frequent  multifocal  premature 
ventricular  contractions,  at  times  in  couplets.  An 
echocardiogram  to  determine  the  significance  of  his 
aortic  murmur  demonstrated  increased  echoes  on  the 
aortic  valve  suggesting  calcification,  mild  thickening 
of  the  posterior  wall  and  septum,  and  anterior  clear 
space  indicating  a pleural  or  pericardial  effusion. 

The  patient  was  treated  with  procainamide  and 
achieved  therapeutic  levels.  He  was  discharged  with  a 
diagnosis  of  syncope,  secondary  to  a cardiac  ar- 
rhythmia and  possible  sarcoidosis.  The  medical  re- 
cords confirming  his  sarcoidosis  were  pending  at  the 
time  of  discharge.  Three  days  later  he  had  another 
Stokes-Adams  attack  and  was  taken  to  the  emergency 
room,  where  cardiopulmonary  resuscitation  was  in- 
stituted. His  initial  rhythm  was  cardiac  standstill: 
although  periods  of  marked  sinus  bradycardia  were 
noted  before  resuscitation,  attempts  were  considered 
futile. 

Postmortem  examination  revealed  enlarged  hilar, 
mediastinal,  and  peiipancreatic  lymph  nodes  which 
were  replaced  entirely  by  noncaseating  granulomata 
These  were  typical  for  sarcoidosis  showing  in- 
conspicuous necrosis,  hyalinization,  and  collections  of 
lymphocytes  and  gieint  cells  (Figure  3).  Similar  lesions 
were  found  in  the  liver.  Focal  collections  of 
lymphocytes,  histiocytes,  and  giant  cells  containing  oc- 
casional asteroid  bodies  were  observed  also  around 
small  vessels  in  the  lung  and  pancreas. 

The  heart  showed  biventricular  dilatation  with  peri- 
cardial effusion  (100  cc  of  serous  fluid)  and  patchy 
fibrotic  scarring  of  the  anteroseptal  wall.  A single 


Figure  2 — Patient’s  initial  electrocardiogram. 


Figure  3 — Noncaseating  granulomata  in  hilar  lymph  nodes 
(H&E  X 50). 


cluster  of  lymphocytes  and  epithelioid  cells  without 
definite  granuloma  formation  was  present  in  proxim- 
ity to  an  intramural  artery,  but  no  other  intramural 
granulomas  were  seen.  The  aortic  valve  was  stenosed 
with  small  calcific  deposits  in  the  posterior  cusp  which 
were  surrounded  by  scattered  lymphocytes  but  no 
granulomas. 

Proximal  segments  of  both  coronary  arteries  showed 
considerable  luminal  narrowing.  The  most  severely  af- 
fected was  the  descending  branch  of  the  left  coronary 
artery  which  showed  focal  adventitial  lymphocytic  cuf- 
fing and  medial  fibrinoid  changes  attributable  to  the 
arteriosclerotic  process.  The  internal  elastic  mem- 
brane was  disrupted.  Early  granulomatous  inflamma- 
tion within  the  media  unrelated  to  the  fragmented 
elastic  fibers,  consisted  of  scattered  epithelioid  cells 
and  small  necrotic  foci  without  any  stainable  bacteria 
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Figure  4 — Intimal  fibroblastic  proliferation  and  inflamma- 
tion around  the  recanalized  lumen  of  the  descending  branch 
f of  the  left  coronary  airtery  (H&E  x 50). 


and  fungi.  Marked  luminal  narrowing  was  caused  by 
'a  variable  degree  of  fibroblastic  intimal  proliferation 
’and  inflammation.  The  inflammatory  infiltrate  con- 
sisted of  lymphocytes  and  giant  cells  accompanied  by 
rare  epithelioid  cells  (Figure  4).  Giant  cells  were  of  the 
Langhans’  type  with  peripherally  located  nuclei  and 
rare  asteroid  bodies  within  their  cytoplasm  (Figure  5). 
The  endothelial  surface  seemed  to  remain  intact  ex- 
cept for  the  short  segment  of  the  artery  where  recent 
thrombus  developed  and  caused  near  complete 
luminal  occlusion  (Figure  6). 

CLINICAL  DISCUSSION 


Sarcoidosis  is  a multisystem  disease  characterized 
by  the  presence  of  noncaseating  epithelioid  granu- 
lomas in  various  organs.  They  are  known  to  occur  in 
the  lung,  lymph  nodes,  spleen,  liver,  skin,  eyes,  and 
heart.  Cardiac  sarcoidosis  is  found  in  approximately 
20  percent  of  known  cases  of  sarcoidosis  in  autopsy 
series.3  The  various  modes  of  presentation  depend  on 
the  extent  of  cardiac  involvement.  The  granulomas 
may  be  small  and  discrete  but  strategically  located  on 
a conduction  fiber,  or  they  may  be  diffuse  and  infiltrate 
the  entire  myocardium  and  adjacent  pericardium.  The 
major  clinical  manifestations  of  cardiac  sarcoidosis 
are  arrhythmias  with  sudden  death,  congestive  heart 
failure,  and  pericardial  effusions.  Less  often  featured 
are  valvular  lesions  producing  murmurs  or  direct  cor- 
onaiy  artery  lesions  causing  electrocardiographic 
changes  suggesting  myocardial  infarction. 

Arrhythmias  and  conduction  disturbances  are  the 
most  common  presenting  features  of  cardiac 
sarcoidosis.  Roberts  et  al.,  in  a study  of  1 13  necropsy 
patients,  found  that  67  percent  of  patients  whose 
cardiac  dysfunction  clearly  was  the  result  of  sarcoid 
granulomatous  infiltration  had  a sudden  death  ar- 
rhythmia‘s Ventricular  tachycardia  is  the  most  fre- 
quent major  arrhythmia^  and  has  been  found  to  be 
extremely  resistant  to  standard  antiarrhythmic  ther- 
apy.® 

Other  conduction  disturbances  seen  in  cardiac 
sarcoidosis  include  first  and  second  degree  heart 
block,  complete  heart  block,  or  isolated  bundle-branch 
block.  It  appears  that  localization  of  granulomas  at 
various  strategic  areas  of  the  conduction  system  can 
explain  these  conduction  disturbances.  In  1971,  Gozo 
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Figure  5 — Inflamed  intima  with  giant  cell  containing  asteroid 
body  (H&E  x 400). 


Figure  6 — Thrombus  within  the  lumen  (Alcian  green  x 50). 


et  al.  reported  a case  of  direct  involvement  of  the 
SA  node  in  a patient  who  had  a sudden  death  ar- 
rhythmia and  postulated  that  sinus  arrest  with 
cardiac  standstill  was  the  cause  of  death. ^ James  de- 
scribed an  affinity  of  sarcoid  granulomas  for  the  AV 
node  and  His  bundle,  which  would  explain  the  high 
incidence  of  heart  blocks.®  Bharati  et  al.  discussed  a 
case  in  which  the  electrocardiogram  revealed  right 
bundle-branch  block  with  a first  degree  and  inter- 
mittent third  degree  AV  blocks  and  recurrent  ven- 
tricular tachycardia®  Postmortem  examination  con- 
firmed sarcoid  infiltration  of  the  AV  node.  His  bundle, 
and  bundle  branches. 

It  appears  that  in  our  case,  a finding  of  first  degree 
AV  block,  multifocal  premature  ventricular  contrac- 
tions with  an  initial  Stokes-Adams  attack,  and  a sud- 
den death  arrhythmia  suggest  disturbances  of  cardiac 
conduction  and  impulse  formation.  His  final  rhythm 
is  suspicious,  but  certainly  not  diagnostic,  of  sinus 
node  involvement  producting  sinus  arrest,  then  ex- 
treme sinus  bradycardia 

Another  common  presenting  feature  of  cardiac 
sarcoidosis  is  congestive  cardiomyopathy.  In  the  series 
by  Roberts,  cardiomyopathy  accounted  for  40  percent 
of  the  patients  with  myocardial  infiltration  by  granu- 
lomas.'* The  most  frequent  observation  is  a deposition 
of  granulomas  and  fibrous  scars  involving  a major 
portion  of  the  left  ventricular  free  weill.  A case  report 
and  discussion  by  Virmani  described  a 35-year-old 
white  male  who  developed  congestive  heart  failure. 
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diagnosed  premortem  as  idiopathic  dilated  cardio- 
myopathy.Echocardiogram  revealed  dilated 
chambers  and  a thickened  left  ventricular  free  wall  and 
septum.  Autopsy  reported  diffuse  involvement  of  all 
chambers  with  sarcoid  granulomas. 

Our  patient  displayed  no  symptoms  or  signs  of  con- 
gestive heart  failure,  most  likely  due  to  the  discrete 
nature  of  the  involvement.  Thickening  of  the  left  ven- 
tricular posterior  wall  and  septum  were  reported 
premortem  in  the  echocardiogram,  but  offered  no 
clinical  significance.  In  addition,  there  was  no  notable 
sarcoid  infiltration  of  the  myocardium. 

A third  and  less  common  presentation  of  eardiac 
sarcoidosis  is  pericardial  disease.  Shiff  reported  the 
first  documented  case  of  pericardial  effusion  due  to 
sarcoid  granulomas."  At  surgery  for  partial  peri- 
cardiectomy,  one  liter  of  serous  fluid  was  drained  and 
histology  confirmed  the  diagnosis  in  that  case."  A 
somewhat  different  finding  was  noted  in  one  of  two 
cases  reported  by  Gozo  who  described  the  first  case  of 
hemorrhagic  pericarditis  with  effusion  in  sarcoidosis.^ 

In  our  patient,  the  echocardiogram  noted  the  ap- 
pearance of  an  anterior  clear  space  suggestive  of  peri- 
cardial effusion.  The  autopsy  confirmed  the  presence 
of  100  cc  of  pericardial  fluid,  described  as  the  classic 
serous  type. 

Valvular  lesions  are  another  infrequent  outcome  of 
sarcoidosis.  In  the  Roberts’s  study,  18  percent  of  the 
patients  had  apical  murmurs  and  only  38  percent  of 
those  had  sarcoid  granulomas  in  the  papillary  muscle 
itself It  was  concluded  that  granulomatous  infiltra- 
tion of  the  papillary  muscles  and  the  free  wall  beneath 
them  is  not  the  most  common  cause  of  mitral  regurgi- 
tation in  sarcoidosis.  It  appeared  more  often  that  the 
cause  of  the  murmurs  was  the  direct  effect  of  altered 
papillary  muscle  function  due  to  the  dilated  left  ven- 
tricular chamber. 

As  discussed  earlier,  the  echocardiogram  in  our  pa- 
tient was  done  for  suspected  aortic  stenosis,  suggested 
by  a grade  Ill/fV  systolic  murmur  over  the  aortic  area. 
The  study  revealed  aortic  echoes,  and  hemodynamical- 
ly  nonsignificant  aortic  stenosis  was  concluded.  The 
necropsy  report  deseribed  the  involvement  of  the  aortic 
valve  by  calcifications  of  the  posterior  cusp.  No 
evidence  of  sarcoidosis  was  suggested  and  only  mini- 
mal lymphocytic  infiltration  was  reported. 

More  recently,  some  discussion  has  surfaced  regard- 
ing the  direct  involvement  of  the  coronary  circulation 
by  sarcoidosis.  A typical  presentation  of  angina  has 
been  reported  by  Stephen,  in  which  the  electrocardio- 
gram was  highly  suggestive,  but  autopsy  showed  the 
eoronary  arteries  were  not  involved. James  described 
fibrous  dysplasia  of  the  SA  and  AV  nodal  arteries.®  He 
also  observed  that  granuloma  frequently  surrounded 
the  small  caliber  intramural  coronary  arteries  with 
occasional  Invasion  into  the  adventitia  or  media.  The 
luminal  narrowing  was  a result  of  intimal  fibroblastic 
proliferation. 

Multiple  sections  of  the  severely  damaged  anterior 
descending  branch  of  the  left  coronary  artery  in  our 
patient  showed  sparse  lymphocytic  aggregates  within 
the  adventitia  and  focal  fibrinoid  change  within  the 
media.  These  changes,  together  with  fibroblastic  in- 
timal proliferation  and  fragmentation  of  the  internal 
elastic  lamin  are  characteristically  found  in  arteri- 


osclerotic vessels.  They  were  expressed  in  mild  degree  1 
and  it  is  reasonable  to  assume  that  they  preceded  thej* 
inflammation.  Numerous  authors  (James,  Virmanfjl 
and  Morales]  observed  fibroblastic  intimal  prolifera-i 
tion  within  the  small  intramural  arterial  branches 
where  the  resulting  intraluminal  narrowing  was  ag- 
gravated by  granulomas  present  in  the  adjacent 
myocardium  or  within  the  adventitia  or  media®  *'"'*  On 
the  contrary,  in  our  case,  the  granulomatous  inflam-i 
mation  rested  in  the  intimal  medial  junction  and: 
within  the  intima  The  giant  cells  did  not  show  relation 
to  the  fragmented  internal  elastic  membrane  and  the 
presence  of  asteroid  bodies  within  them  were  consis- 
tent with  the  sarcoid  arteritis.  Asteroid  bodies  occur 
rarely  in  other  conditions. 

Our  patient  had  a history  of  a myocardial  infarction 
two  years  earlier,  after  having  been  found  in  the  street 
hallucinating,  agitated,  and  irrational.  There  were 
never  any  complaints  of  chest  pain  reported,  but  his 
electrocardiogram  was  highly  suggestive  of  an  infarc- 
tion. Similarly,  a syncopal  episode  prompted  ad- 
mission and  a diagnosis  of  myocardium  infarction  was  | 
entertained  as  a result  of  his  electrocardiogram  despite  ; 
the  absence  of  chest  pain.  The  autopsy  reported  mod-  * 
erate  atherosclerosis  of  the  left  anterior  descending 
artery  and  fibrosis  of  the  anteroseptal  wall  with  no 
morphological  evidence  of  an  acute  episode.  It  would 
seem  then  that  the  sarcoid  arteritis  was  the  most  sig- 1 
nificant  factor  contributing  to  this  patient’s  demise 
and  it  seems  reasonable  to  inelude  cardiac  sarcoidosis 
in  the  list  of  causes  of  occlusive  coronary  artery  dis-  j 
ease.  j 

I 
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Panic  Disorder: 

Fear  Disguised  as  Medical  Illness 


Kenneth  J.  Weiss,  m.d.,  camden* 


I;  Panic  disorder  masquerades  as  a variety  of  medical  ailments. 
li  Clinicians  should  take  afresh  look  at  their  patients  with  severe 
episodic  anxiety,  mysterious  bodily  symptoms,  and  irrational 
avoidances,  and  see  if  they  fit  the  pattern  of  panic  disorder. 


Anyone  is  liable  to  become  ter- 
rified when  faced  with  a life- 
threatening  stimulus.  In  ad- 
dition to  the  awareness  that  there  is  an  emergency,  the 
sympathetic  nervous  system  provides  the  well-known 
fight-flight  reaction:  blood  flow  is  shunted  from  the 
viscera  to  the  muscles,  the  heart  races,  the  pupils 
dilate,  the  body  is  tense  and  tremulous,  and  the  mouth 
is  dry.  Suppose  there  were  a condition  in  which  this 
autonomic  reaction  occurred  seemingly  spontan- 
eously. An  individual  would  find  himself  in  the  midst 
of  a fight-flight  response  with  no  awareness  of  a life- 
threatening  stimulus.  This  is  exactly  the  situation  in 
the  anxiety  syndrome  known  as  panic  disorder. 

Although  anxious  individuals  long  have  been  known 
to  have  panic  attacks,'  the  concept  of  panic  disorder 
did  not  reach  awareness  in  the  medical  community 
until  the  publication  of  the  new  psychiatric  nomencla- 
ture in  1980.2  In  this  manual,  what  formerly  was  called 
“anxiety  neurosis”  was  divided  into  generalized 
anxiety  and  panic  disorder.  The  following  criteria  apply 
to  panic  disorder; 

1.  There  are  at  least  three  panic  attacks  within  a 
three-week  period  in  circumstances  other  than  during 
marked  physical  exertion  or  in  a life-threatening  situ- 
ation. 

2.  Panic  attacks  are  manifested  by  discrete  periods 
of  apprehension  or  fear,  and  at  least  four  of  the  follow- 


ing symptoms  appear  during  each  attack  dyspnea, 
palpitations,  chest  pain  or  discomfort,  choking  or 
smothering  sensations,  dizziness,  feelings  of  unreality, 
paresthesias,  hot  and  cold  flashes,  sweating,  faintness, 
trembling,  or  fear  of  dying  or  going  crazy. 

These  criteria  are  in  contrast  with  generalized 
anxiety,  in  which  the  symptoms  persist  continuously 
for  a month  or  more  and  are  milder  in  intensity. 

Since  normal  fear,  warranted  anxiety,  and  panic  dis- 
order follow  the  same  final  common  pathway  (the  auto- 
nomic nervous  system),  an  anxious  individual  charac- 
teristically will  ascribe  meaning  to  the  symptoms.  In 
the  case  of  normal  fear  and  anxiety,  the  source  of  stress 
ordinarily  is  apparent.  In  panic  disorder,  the  attacks 
seem  to  come  out  of  the  blue.  Hence,  the  term  “en- 
dogenous anxiety”  has  been  proposed.^  As  the  symp- 
tom list  implies,  the  patient  may  sense  that  something 
is  terribly  wrong  within  his  body.  It  curiously  is 
characteristic  of  patients  with  panic  disorder  that  they 
ascribe  the  symptoms  to  a nonpsychiatric  illness.'* 
Hence,  one  estimate  indicated  10  to  14  percent  of  the 
practice  of  cardiologists  is  comprised  of  panic  disorder 
patients.^ 

The  prevalence  of  panic  disorder  is  1 to  2 percent 
of  the  general  population.®  Because  physicians  have 
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not  been  aware  of  panic  disorder  and  its  mani- 
festations, we  generally  have  relegated  these  patients 
to  pejorative  categories  such  as  hypochondriac, 
cardiac  neurotic,  or  "crock.”  Commonly,  patients  are 
given  antianxiety  drugs  in  small  dosages,  which  do 
little  for  the  panic  attacks  but  may  help  with  antici- 
patory anxiety  (about  when  the  next  attack  will  occur). 
Since  patients  are  unaware  that  panic  attacks  are 
spontaneous  outpourings  of  autonomic  activity,  it  is 
natural  for  them  to  ascribe  the  episodes  to  a stressor 
in  the  environment. 

The  following  is  an  illustration  of  the  typical  onset 
and  early  evolution  of  panic  disorder: 

A patient  reported  she  was  looking  at  fruit  at  the 
supermarket  when  she  was  seized  by  an  overwhelming 
sense  of  doom  and  an  irresistible  urge  to  flee.  She 
experienced  a shortness  of  breath,  a pounding  heart 
beat  and  a feeling  that  she  would  lose  control.  She  fled 
to  the  parking  lot  and  was  about  to  call  for  help  when 
the  attack  subsided.  The  episode  was  frightening  to 
the  extent  that  she  made  several  adaptations.  First  she 
ascribed  her  attack  to  her  presence  in  the  super- 
market. (Although  this  was  an  irrational  idea,  she  re- 
fused to  return  to  the  supermarket  for  several  months.) 
Second,  she  had  a medical  evaluation,  including  physi- 
cal examination,  blood  tests,  cardiogram,  and  glucose 
tolerance  test  (her  mother  was  diabetic);  all  tests  were 
negative.  Finally,  her  self-image  began  to  change.  Fol- 
lowing the  initial  attack,  there  were  three  more  attacks 
outside  the  home.  She  began  to  feel  extremely  vulner- 
able and  unsafe  in  the  world.  Her  response  was  to  avoid 
unsafe  areas,  which  by  that  time  had  expanded  to 
include  the  shopping  mall  and  a bridge.  Her  physician 
could  not  offer  her  more  than  reassurance  and  a con- 
sultation with  a psychiatrist.  The  psychiatrist  rec- 
ognized the  signs  of  panic  disorder  and  after  educating 
the  patient  about  the  condition,  prescribed  phenelzine 
(Nardil®)  in  doses  up  to  60  mg/day.  The  patient  was 
able  to  give  up  her  irrational  avoidances,  and  the  at- 
tacks were  controlled  by  the  medication. 

This  patient  was  “ideal”  in  that  the  time  between  the 
onset  of  panic  and  the  psychiatric  consultation  was 
weeks.  On  the  average  it  takes  years  before  panic  dis- 
order is  detected  in  most  patients.  In  the  intervening 
time,  patients  are  treated  for  a variety  of  medical  ail- 
ments, always  with  unsatisfactory  results.  Some  de- 
velop avoidant  adaptations  to  their  attacks  (“the  fear 
of  fear”). 

PATHOPHYSIOLOGY 

Research  in  the  area  of  anxiety  disorders  is  begin- 
ning to  uncover  the  basis  for  the  dysregulation  seen 
in  panic.  It  appears  that  at  the  level  of  the  brain  stem, 
the  locus  coeruleus  may  contribute  to  the  autonomic 
discharge.^  Experimentally,  patients  can  be  stimulated 
to  produce  panic  by  yohimbine  and  protected  by 
clonidine.®  Panic  attacks  also  can  be  precipitated  by 
the  rapid  infusion  of  sodium  lactate  into  susceptible 
individuals.®  The  mechanism  for  this  is  obscure  and 
the  test  is  not  used  routinely. 

Since  everyone  experiences  anxiety  and  fear,  it  is 
worthwhile  to  ask  what  makes  certain  individuals 
panic-prone.  It  appears  that  panic  attacks  are  related 
to  primitive  separation  reactions  that  can  be  seen  in 
animals  and  human  infants.  According  to  Klein,  per- 


sons predisposed  to  panic  have  a lowered  threshold  for; 
the  release  of  separation-induced  panic.*®  Hence,  it  isl 
not  unusual  to  find  early  separation,  unresolved  grief,  l! 
and  current  marital  discord  in  panic  patients.  j 

Although  not  thought  to  be  etiological,  prolapsed  ji 
mitral  valve  is  found  in  many  patients  with  panic  dis- 
order.® This  syndrome,  when  s}miptomatic,  also  can 
cause  episodic  chest  discomfort  and  feelings  of 
anxiety.  Unless  mitral  valve  prolapse  strongly  is 
suspected,  an  echocardiogram  is  not  recommended  fori 
routine  study  of  the  anxiety  patient.  Conditions  to  be 
ruled  out  may  include  hypoglycemia,  hyperthyroidism, 
pheochromocytoma,  sedative  drug  withdrawal,  and 
stimulant  intoxications. 

TREATMENT 

The  most  important  interventions  for  physicians  are 
to  recognize  panic  disorder,  educate  the  patient  about 
it,  and  apply  appropriate  counseling  and  drug 
therapies.  The  counseling  will  include  exposure  to  | 
feared  situations,  as  well  as  attempts  at  resolution  of 
active  or  unresolved  interpersonal  losses.  The  drug 
therapy  should  include  an  antipanic  drug.®  The  best- 
known  drugs  for  panic  are  imipramine  (Tofranil®)  and 
phenelzine  (Nardil®).  The  dosages  are  150  to  300  mg 
of  imipramine  and  1 mg/kg  for  phenelzine.  Beta- 
blockers  may  help  patients  whose  symptoms  predomi- 
nantly are  in  the  cardiovascular  area  Although  the 
benzodiazepines  generally  are  not  useful  in  blocking 
panic  attacks,  alprazolam  (Xanax®)  may  have  anti- 
panic properties,  with  fewer  side  effects  than  other 
drugs."  The  patient  should  be  treated  for  at  least  six 
months  once  a panic-blocking  dosage  has  been 
reached.®  Some  patients  will  have  a remission  but 
many  will  relapse  if  the  psychosocial  stressors  have  not 
been  removed.  With  all  the  drugs,  the  patient  should 
be  warned  never  to  abruptly  discontinue  therapy. 
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I 

1 

; Nonsteroidal  anti-inflammatory  drugs  are  divided  into  families 
I because  of  chemical  similarities.  This  review  highlights  their 
I proposed  mechanism  of  action,  indications,  and  most  common 
I toxicities.  Salicylates,  particularly  aspirin,  still  are  an  excellent 
I choice  because  of  their  long  record  of  use,  low  cost,  and 
predictable  effects. 


I 

I 


The  nonsteroidal,  anti-inflam- 
matory drugs  (NSAIDs)  are  valu- 
able agents.  However,  at  this 
time  at  least  five  of  them  have  an  added  indication, 
analgesia  They  are  effective  for  such  diverse  pain  as 
dysmenorrhea  headache,  and  odontalgia  Physicians 
have  a wide  variety  of  agents  from  which  to  choose 
(Figure  1 ).  The  agents  do  not  lead  to  tolerance  or  physi- 
cal addiction.  Because  of  widespread  usage  and  the 
recent  controversy  over  benoxaprofen  (Oraflex®)  and 
zomepirac  (Zomax®),  a review  of  these  agents’  mechan- 
ism of  action,  indication,  and  toxicity  is  in  order. 

MECHANISM  OF  ACTION 

Although  the  mechanism  of  action  of  these  drugs  is 
complicated  and  probably  multifactoral,  the  leading 
hypothesis  is  the  effect  on  the  formation  of  prostaglan- 
dins. These  drugs  appear  to  decrease  the  body’s  supply 
of  prostaglandins  which  are  active  mediators  in  the 
inflammatory  process.'  Arachidonic  acid,  which  is  re- 
leased with  ceU  injury,  is  rapidly  converted  to 
prostaglandins  by  the  catalytic  action  of  cyclo-ox- 
ygenase. The  NSAIDs  inhibit  this  step  (Figure  2). 

INDICATIONS 

The  NSAIDs  are  a first  line  of  treatment  in  almost 
all  inflammatory  types  of  rheumatism  such  as 
rheumatoid  arthritis,  gout,  spondylitic  syndromes, 
acute  bursitis,  and  tendonitis.  In  addition,  we  have 


noted  clinically  that  they  are  effective  in  less  severe 
inflammatory  conditions  such  as  low  back  strain,  os- 
teoarthritis of  various  joints,  ligamental  strain, 
fibrositis,  and  muscle  spasm.  Benefit  here  is  probably 
via  their  analgesic  properties. 

WHICH  AGENT  TO  USE? 

There  is  no  absolute  answer  to  the  question  of  what 
agent  to  use.  We  are  fortunate  to  have  such  a wide 
variety  of  agents  from  which  to  choose  since  patients 
who  fail  to  respond  to  one  of  these  agents  may  respond 
well  to  another.  Also,  patients  who  have  a particular 
side  effect  to  one  agent  may  not  have  the  same  reaction 
to  another.  The  physician  who  uses  these  drugs  is  like 
the  baseball  pitcher  who  has  a wide  variety  of  pitches 
in  his  repertoire. 

The  following  comments  are  based  on  “folklore”  and 
this  author’s  bias  since  good  clinical  trials,  comparing 
“apples  to  apples,”  are  lacking. 

Salicylates  are  the  rheumatologist’s  drugs  of  choice 
for  anti-inflammatory  effect.  Aspirin  is  cheap,  predict- 
able, and  effective.  Therapeutic  blood  levels  can  be 
monitored  by  the  patient’s  complaint  of  tinnitus. 
Silvoso  et  al.  reported  that  enteric-coated  aspirin  did 
not  cause  as  much  gastric  irritation  while  developing 
adequate  blood  salicylate  levels.^  Despite  reduced 

*Dr.  Solomon  is  a rheumatologist  and  a member  of  The 
Journal's  editorial  board.  Correspondenee  may  be  addressed 
to  Dr.  Solomon.  1860  Green  tree  Road,  Cheny  Hill,  NJ  08003. 
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gastrointestinal  side  effects  with  enteric-coated 
aspirin  and  some  of  the  other  salicylates,  the  tinnitus, 
giddy  feeling,  and  hearing  loss  often  lead  to  discon- 
tinuance of  this  group  of  drugs.  Diflunisal  (Dolobid®), 
a relatively  new  compound  which  is  a difluorphenyl 
derivative  of  salicylic  acid,  currently  is  marketed  as  an 
analgesic  and  as  an  anti-inflammatory  for  use  in  os- 
teoarthritis. Its  long  half  life  of  1 1 hours  aillows  twice 
daily  usage.  It  does  not  seem  to  behave  as  a salicylate 
since  blood  levels  cannot  be  measured  and  tinnitus 
rarely  is  a problem. 

The  proprionic  acids  such  as  ibuprofen  (Motrin®), 
naproxen  (Naprosyn®),  and  fenoprofen  (Nalfon®)  are 
good  substitutes  for  patients  with  rheumatoid 
arthritis  who  have  side  effects  to  salicylates. 
Naprosyn’s®  long  half  life  leads  to  better  compliance 
with  a twlce-a-day  dosage. 

The  indoleacetic  acids  include  indomethacin  (In- 
docin®),  sulindac  (Clinoril®),  and  tolmetin  (Tolectin®). 
These  work  well  in  acute  crystal  deposition  diseases 
(gout  and  pseudogout),  spondyloarthropathies 
(ankylosing  spondylitis),  and  soft-tissue  rheumatism 
(bursitis).  Sulindac  (Clinoril®)  has  the  advantage  of 
twice-a-day  dose  leading  to  better  compliance. 
Zomepirac  (Zomax®)  also  is  in  this  class  but  has  little 
anti-inflammatory  effect  and  presently  is  banned  by 
the  FDA.  Indocin®  has  been  found  to  be  very  effective 
in  osteoarthritis  of  the  hip.^  I have  found  it  helpful  to 
use  the  sustained-release,  75  mg  capsule  (Indocin  SR®) 
as  a nighttime  dose  to  help  these  groups  of  patients 
sleep  through  the  night  and  awaken  with  less  morning 
stiffness. 

Among  the  newer  agents,  Oraflex®  has  been 
withdrawn  from  the  market.  Meclofenemate  sodium 
(Meclomen®)  is  indicated  for  rheumatoid  arthritis  and 
osteoarthritis  but  frequent  lower  bowel  toxicity  limits 
use.  Piroxicam  (Feldene®)  is  the  first  of  a new  family 
of  drugs  known  as  oxicams,  which  appear  to  have  great 
potential  in  the  arthritides.  However,  Feldene®  has  not 
lived  up  to  our  expectations. 

The  pyrazoles  as  represented  by  phenylbutazone  are 
very  effective  in  both  spondylitis  and  gout  but,  because 
of  their  toxicity,  at  present  should  be  used  as  a last 
resort. 

TOXICITY 

Although  the  NSAIDs  generally  are  well  tolerated,  all 
have  the  potential  to  cause  gastrointestinal,  hepatic, 
renal,  and  hematological  toxicity  (Table). 

Upper  gastrointestinal  side  effects  are  the  single 
most  common  reason  for  discontinuance  of  NSAIDs. 
These  symptoms  probably  occur  because  of  decreased 
protection  of  the  gastric  mucosa  from  reduced  pro- 
duction of  prostaglandin  All  patients  should  be 
instructed  to  take  these  drugs  with  or  immediately 
following  meals  and  to  avoid  other  gastric  irritants 
such  as  alcohol.  When  NSAIDs  must  be  continued  be- 
cause of  severe  arthritis,  the  addition  of  regular  doses 
of  antacids  and/or  the  H2  inhibitors  (Zantac®, 
Tagamet®)  may  control  the  gastrointestinal  symp- 
tomatology. Some  Medical  Letter  consultants  warn 
that  Feldene®,  the  newest  NSAID  and  the  one  with  the 
longest  half  life,  might  accumulate  in  elderly  patients 
and  cause  more  gastrointestinal  bleeding  than  other 
drugs  in  the  class.® 


Generic  Name 

Trade  Name 

Salicylates 

aspirin 

— 

aspirin  with  buffering  agent 

Ascriptin® 

choline  magnesium  salicylate 

Trilisate® 

salsalate 

Disalcid® 

diflunisal 

Dolobid® 

Phenylproprionic 

Acids 

ibuprofen 

Motrin® 

fenoprofen 

Nalfon® 

naproxen 

Naprosyn® 

naproxen  Na 

Anaprox® 

benoxaprofen* 

Oraflex® 

Indoleacetic  Acids 

indomethacin 

Indocin® 

tolmetin 

Tolectin® 

sulindac 

Clinoril® 

zomepirac** 

Zomax® 

Anthranilic  Acids 

meclofenamate  sodium 

Meclomen® 

Oxicams 

piroxicam 

Feldene® 

pyrazolones 

phenylbutazone 

Butazolidine®, 

oxyphenbu  tazone 

Azolid® 

Tandearil®,  Oxalid® 

‘Permanently  withdrawn  from  the  market. 
“Temporarily  withdrawn  from  the  market. 


Figure  1 — Nonsteroidal,  anti-inflammatory  agents. 
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Figure  2 — Inhibition  of  PG  synthesis. 


All  of  these  drugs,  including  salicylates,  theoretically 
inhibit  renal  prostaglandin  which  helps  regulate  renal 
blood  flow,  glomerular  filtration,  and  renal  sodium  and 
water  excretion.  For  that  reason  fluid  retention  often 
is  seen.  This  seems  to  be  more  of  a problem  in  patients 
who  have  compromised  renal  function  because  of  age, 
congestive  heart  failure,  use  of  diuretics,  systemic 
lupus  eiythematosis,  or  intrinsic  renal  disease.  Such 
patients  maintain  renal  function  by  producing  in- 
creased levels  of  prostaglandins  which  increase  renal 
blood  flow,  capillary  permeability,  and  salt  excretion. 
The  NSAIDs  interfere  with  these  compensatory  mech- 
anisms and  may  lead  to  a deterioration  of  renal  func- 
tion. A recent  paper  suggests  strongly  that  Clinoril® 
(sulindac)  is  an  exception  and  may  be  used  safely  in 
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' TABLE 

Adverse  Effects  of  NSAJDs 

1.  Gastrointestinal 

Gastric  mucosa 

Hepatic 

2.  Nephrotoxic 

Fluid  retention 

Renal  insufficiency 
I Interstitial  nephritis 

3.  Hematologic 

Bleeding  disorders 
j Agranulocytosis 

patients  with  impairment  of  renal  function.®  Prompt 
withdrawal  of  the  NSAID  often  leads  to  improvement 
in  renal  function  in  such  patients.  Regular  monitoring 
'of  serum  creatinine  is  mandatory  in  patients  taking 
NSAJDs.  In  addition,  an  acute  interstitial  nephritis  as- 
jsociated  with  nephrotic  syndrome,  which  appears  to 
be  unrelated  to  prostaglandin  inhibition,  has  occurred. 

Liver  function  abnormalities,  especially  elevation  of 
j transaminase  enzymes,  are  seen  in  up  to  15  percent 
of  patients  taking  NSAlDs.  Medical  Letter  rec- 
ommends stopping  the  drug  if  the  raised  level  exceeds 
three  times  normal.’’  Benoxaprofen’s  downfall  occurred 
after  a report  of  five  cases  of  fatal  cholestatic  jaundice.® 
Periodic  liver  function  studies  are  mandatoiy  in  pa- 
tients maintained  on  NSAlDs. 

Hematologic  effects  include  blood  dyscrasias  and 
bleeding  disorders.  Bone  marrow  toxicity  has  been 
most  publicized  in  association  with  phenylbutazone 
but  has  been  reported  now  with  almost  all  of  the 
NSAlDs.  These  problems  are  rare  but  obviously  are 
extremely  worrisome;  as  more  experience  accumulates, 
we  may  find  some  of  the  NSAlDs  are  less  toxic  to  the 
bone  marrow  than  others. 

Other  than  gastrointestinal  bleeding,  which  is  multi- 
factoral  with  the  NSAlDs,  1 have  found  that  bleeding 
disorders  are  rare.  In  the  test  tube,  aspirin  acetylates 
cyclo-oxygenase  in  platelets  permanently.  Such 
platelets  lack  a nucleus  and  cannot  synthesize  new 
proteins;  hence  cyclo-oxygenase  activity  is  eliminated 
for  the  life  of  the  platelet.  For  normal  platelet  function 
to  return,  new  platelets  must  be  formed  from  the  bone 
marrow  and  this  takes  four  to  seven  days.  Other 
NSAlDs  reversibly  bind  to  cyclo-oxygenase.  As  the  drug 
is  cleared  from  the  blood,  dissociation  from  the  enzyme 
protein  restores  enzyme  activity.  Platelet  function  can 
return  to  normal  with  short-acting  agents  such  as 
Indocin®  or  Motrin®  in  a few  days,  but  with  longer- 
acting  compounds  such  as  Naprosyn®  this  could  take 
longer,  i.e.  one  week  Keep  in  mind  that  aspirin  and 
phenylbutazone  more  than  the  other  NSAlDs  actively 
compete  with  warfarin-like  drugs  for  protein  binding 
sites;  hence,  neither  agent  should  be  used  in  a patient 
receiving  anticoagulants  of  the  warfarin  family.  Other 
NSAlDs  may  be  used,  but  more  frequent  prothrombin 
times  should  be  obtained  until  a new  steady  state  is 
determined. 

Other  side  effects  have  been  reported  including  skin 
rashes,  central  nervous  system  toxicity,  and  allergic 
reactions.  Keep  in  mind  that  urticaria,  asthma,  nasal 
polyposis,  and  anaphylactic  shock  can  occur  with  all 
of  the  NSAlDs.  Cross  reactions  do  occur  so  that  if  a 
patient  develops  a true  allergie  reaction  to  one  of  the 


NSAlDs,  all  other  NSAlDs  should  be  avoided  in  most 
cases. 

SUMMARY 

The  degree  of  confusion  concerning  the  NSAlDs 
directly  is  proportional  to  the  number  of  agents  ap- 
pearing on  the  scene.  Currently,  there  are  about  15  to 
20  NSAlDs  on  the  market  with  another  12  just  over 
the  horizon  under  FDA  scrutiny.  In  order  to  reduce 
this  confusion,  the  following  generalizations  are  in 
order; 

1 . All  the  NSAlDs  are  antipyretic,  anti-inflammatory, 
and  analgesic.  At  present  Motrin®,  Nalfon®,  Dolobid®, 
Anaprox®,  and  Zornax®  (temporarily  off  the  market)  are 
approved  for  use  as  analgesics  in  any  pain  disorders. 

2.  The  NSAlDs  should  be  the  physician’s  first  drugs 
in  musculoskeletal  disease  since  they  are  effective  and 
nonaddicting. 

3.  Since  little  is  known  about  interaction  with  these 
drugs,  they  should  not  be  given  concomitantly;  for  ex- 
ample Naprosyn®  for  the  patient’s  arthritis  and 
Motrin®  for  her  dysmenorrhea 

4.  Aspirin  still  is  a veiy  effective  NSAID.  In  high 
doses  (3  to  4 gm/day),  it  gives  reliable  anti-inflam- 
matoiy  effects  at  much  lower  cost. 

5.  The  nonacetylated  salicylates  probably  are  less 
toxic,  require  less  frequent  doses,  but  are  more  costly 
than  aspirin. 

6.  The  newer  NSAlDs  (nonsalicylates)  probably  are 
as  effective  as  aspirin  with  less  gastrointestinal  and 
inner  ear  toxicity  but  at  much  higher  costs. 

7.  The  large  number  of  agents  available  is  very  help- 
ful therapeutically  since  a patient  may  respond  well  to 
one  after  failing  on  several  others. 

8.  Know  the  minimum/maximum  dose  of  each 
agent;  initiate  therapy  with  a lower  dose  and  slowly 
increase  if  the  patient  is  not  responding.  Do  not  jump 
from  one  agent  to  another  without  allowing  for  a 
steady  state  to  be  reached  (usually  a matter  of  weeks). 

9.  Allergic  reactions  are  not  uncommon.  When  they 
oecur,  the  risk  of  cross  reaction  is  high  if  another 
NSAID  is  tried. 

10.  Despite  many  marketing  claims,  it  is  not  clear 
that  any  one  NSAID  is  the  drug  of  choice  for  any  one 
rheumatic  disease. 

11.  Patients  taking  these  drugs  should  have  per- 
iodic complete  blood  counts,  hepatic  enzymes  levels, 
and  renal  function  tests. 
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Impaired  Physicians:  The  Medical  Family- 
Strengths,  Weaknesses,  Insuring  Survival 


Edward  G.  Reading,  m.div.,  lawrenceville* 


The  medical  jamily  has  many  strengths  and  weaknesses.  Its 
uniqueness  requires  special  understanding.  Insuring  its  survival 
is  a goal  of  the  Impaired  Physicians  Program  which  is  concerned 
with  prevention  of  impairment  as  well  as  the  impaired  physician. 


Getting  into  medical  school  is  a 
process  that  is  filled  with  many 
altruistic  goals;  some  personal, 
some  relating  to  the  community,  and  some  to  God.  In 
addition,  however,  the  competition  involved  creates  a 
tremendous  amount  of  stress.  Once  in  medical  school, 
the  continued  competition,  intense  study,  and  self- 
understanding as  “healer”  begin  to  create  additional 
forms  of  stress.  Upon  graduation,  the  realization  that 
“I’m  responsible  for  a human  life”  creates  stress.  Dur- 
ing residency  years,  working  80  hours  a week  and  a 
lack  of  personal  time  add  physical,  emotional,  and 
spiritual  stresses.  Additionally,  many  physicians  learn 
that  if  they  become  “emotionally  attached”  to  patients, 
they  can  suffer  along  with  them.  For  this  reason,  many 
learn  to  control  their  emotions. 

Paying  back  debts  and  beginning  a practice  can 
create  new  stresses,  and  may  lead  to  work  addic- 
tion—the  compulsive  drive  to  do  more  and  more.  The 
physician  depends  on  high  stress  levels  as  a way  of  life. 

Once  in  practice,  the  threat  of  a malpractice  suit  is 
ever  present.  If  a suit  occurs,  it  makes  the  physician 
and  family  feel  as  if  the  physician  is  a “bad”  or  in- 
competent doctor.  If  a suit  is  filed,  there  is  publicity 
telling  the  public  to  avoid  that  doctor;  watching  a prac- 
tice quickly  fall  apart  and  seeing  the  prestige  and  se- 
curity of  the  physician  and  family  disappear,  add  new 
stresses. 

When  finding  a spouse,  the  physician  has  to  find  a 


very  special  person  who  understands  and  accepts  the 
fact  that  the  profession  frequently  will  come  before 
personal  and  family  life.  This  can  be  viewed  as  marry- 
ing someone  knowing  there  always  will  be  another 
“lover.” 

A seemingly  simple  response  may  be  self-medication 
with  alcohol  or  other  mood-altering  drugs.  This  can 
lead  to  dependency,  addiction,  and  personal  and  family 
problems.  i 

The  physician  and  spouse  who  do  not  learn  healthy! 
ways  of  understanding  and  coping  with  stress  are 
doomed  to  nonpersonal  relationships  which  can  lead 
to  divorce,  to  families  where  children  are  caught  up  in 
the  high  stresses  of  their  parents,  and  to  depression, 
anger,  family  violence,  and  suicide.  f 

The  Impaired  Physicians  Program  and  the  Aux-  i 
iliaries  of  the  Medical  Society  of  New  Jersey  and  the  j 
New  Jersey  Association  of  Osteopathic  Physicians  are  | 
cosponsoring  a one-day  seminar  geared  to  leading! 
healthy,  happy  lives.  This  seminar,  “The  Medical  Fam-  | 
ily;  Its  Strengths,  Its  Weaknesses  and  Insuring  Its  | 
Survival,”  will  be  held  on  Sunday,  March  24,  1985.  A ■ 
raffle  to  benefit  the  Treatment  Loan  Fund  of  the  Im-  | 
paired  Physicians  Program  will  be  held.  The  regis-:| 
tration  application  is  on  the  following  page.  •! 


*Rev.  Reading  is  Assistant  Director,  Impaired  Physicians  Pro- 
gram,  MSNJ.  Correspondence  may  be  addressed  to  Rev.  Read- 
ing,  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 
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THE  MEDICAL  FAMILY 
ITS  STRENGTHS,  ITS  WEAKNESSES 
AND  INSURING  ITS  SURVIVAL 

Sunday,  March  24,  1985 
9:30  a.m. 

The  Impaired  Physicians  Program  and  the  Auxiliaries  to  the  Medical  Society  of  New  Jersey  and  the 
New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  invite  you  and  your  spouse  to  attend 
this  day  of  enlightenment.  Topics  to  be  addressed  include: 

THE  PHYSICIAN’S  FAMILY— STRENGTHS  AND  WEAKNESSES 
THE  IMPAIRED  PHYSICIAN 

THE  IMPAIRED  PHYSICIAN’S  FAMILY  AND  FAMILY  THERAPY 

THE  EMOTIONAL  IMPACT  OF  A MALPRACTICE  SUIT  ON  THE 
PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY 

GEARING  UP  FOR  RETIREMENT 

THE  PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY- 
SURVIVAL  AND  SOLUTIONS 

GUEST  SPEAKERS 
M.O.  Vincent,  M.D.,  Ontario,  Canada 
Sara  Charles,  M.D.,  University  of  Illinois 
Frank  C.  Snope,  M.D.,  Piscataway,  New  Jersey 

Application  has  been  made  for  CME  Credit  Hours! 


REGISTRATION  FORM 
THE  MEDICAL  FAMILY 

Please  print 

Name(s)  of  those  to  attend 

Address 

Telephone 

[ ] Enclosed  is  my  check  for  $15.  This  will  cover  my  registration  only. 

[ 1 Enclosed  is  my  check  for  $25.  My  spouse  will  accompany  me. 

YOUR  REGISTRATION  FEE  INCLUDES  LUNCHEON 
FOLLOWING  THE  SEMINAR! 

PLEASE  COMPLETE  AND  RETURN  YOUR  REGISTRATION  FORM 
AS  SOON  AS  POSSIBLE.  SPACE  IS  LIMITED!!! 

Return  to:  Impaired  Physicians  Program 

c/o  Medical  Society  of  New  Jersey 
2 Princess  Road 
Lawrenceville,  New  Jersey  08648 
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DOCTOR’S 

NOTEBOOK 


Trustees’  Minutes 
December  16,  1984 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  De- 
eember  16,  1984,  at  the  Executive 
Offices  in  LawrenceviUe.  Detailed 
minutes  are  on  file  with  the  sec- 
retaiy  of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  the  President  . . . 

(1)  Role  of  Officers  of  MSNJ  at 
County  Medical  Society  Meetings 

. . . Noted  that  one  of  the  key  roles 
of  MSNJ  officers  is  to  communicate 
to  members  the  MSNJ  position  on 
current  issues  facing  the  member- 
ship. 

Report  of  Ehcecutive  Director  . . . 

(1)  MSNJ  Paid  Membership  . . . 

Noted  that  there  were  7,578  dues- 
paying  members  as  of  November  30, 
1984. 

(2)  Review  of  MSNJ  Financial 
Statements  . . . Approved  the 
financial  statements  for  the  periods 
ending  October  31  and  November 
30,  1984;  noted  that  expenses  for  at- 
tendance of  Hospital  Medical  Staff 
Section  chairman  at  AMA  meetings 
would  be  in  the  next  budget. 


(3)  State  of  New  Jersey  Rein- 
surance Association  Deficit  . . . 

Noted  that  the  Committee  studying 
the  State  Reinsurance  Association 
will  recommend  that  the  deficit  of 
the  Association  be  charged  to  those 
physicians  insured  by  the  Associa- 
tion. Also,  noted  that  this  Commit- 
tee is  to  study  the  malpractice  prob- 
lem; persons  with  suggestions 
should  contact  Drs.  Riggs,  Fares,  or 
Doyle. 

(4)  AMA  Litigation— Medicare  . . . 

Noted  the  structure  of  the  AMA  liti- 
gation against  the  Deficit  Reduction 
Act;  the  trial  will  begin  in  mid-Janu- 
aiy. 

(5)  Peer  Review  Organization  . . . 

(a)  Legislation  . . . Approved  a rec- 
ommendation for  MSNJ  to  hold 
three  regional  meetings  for  the 
purpose  of  conducting  a forum  on 
the  PRO  issue.  Also,  noted  that 
members  of  the  Ad  Hoc  Committee 
To  Review  PRO  Criteria  include;  Drs. 
Krosnick,  Fleisher,  Kristeller, 
Ratner,  Reilly,  Rush,  Sachs,  Saroff, 
and  Paine. 

(b)  Hospital  Contracts  . . . Noted 
that  Mr.  Maressa  has  reviewed  with 
the  staff  of  the  NJ  Hospital  Associa- 
tion the  most  current  draft  of  their 
master  contract  with  the  PRO  of 
New  Jersey. 

(6)  Litigation  . . . 

Hospital’s  Right  To  Deny  Reap- 
pointment . . . Noted  that  phone 
calls  were  received  regarding  the 
article  in  Medical  Economics  (De- 
cember 10,  1984)  relating  a case  al- 
leged to  have  been  litigated  in  New 
Jersey  Superior  Court. 

(7)  Physician  Medicare  Reim- 
bursement in  Rehabilitation  Hospi- 
tals . . . Advised  that  Prudential  will 
adjust  initial  screening  criteria  if 
physicians  specializing  in  rehabili- 
tation medicine  and  the  rehabili- 
tation hospital  can  show  that  the 
screens  were  inappropriate. 

(8)  Federal  Trade  Commission  v 
MSNJ  . . . Noted  that  the  in- 
vestigator submitted  his  report  with 
the  recommendation  that  the  file  be 
closed. 

(9)  Subordinated  Loan  Certifi- 
cates— Internal  Revenue  Service 

. . . Noted  that  case  still  is  pending. 

UMDNJ  . . . Received  a report  from 
Dr.  Bergen  noting  the  following; 
UMDNJ  name  change  will  be  de- 
ferred for  at  least  30  days;  Dr.  Bergen 
will  give  the  first  State  of  the  Univer- 
sity Address  on  January  16,  1985; 


New  Jersey’s  students  scored  well  ! 
above  the  average  on  the  National  i 
Boards;  and  the  Board  of  ECFMG  is  ] 
moving  forward  with  their  clinical  i 
skills  test. 


NJ  Hospital  Association  ... 

(1)  Medicare  Waiver  . . . Noted! 
that  the  outcome  of  the  new  waiver 
still  is  being  negotiated  between  the  1 
White  House  and  the  State  House. 

(2)  Eliminate  State’s  Dependence 
on  a Waiver  . . . Noted  that  NJHA  is 
exploring  a number  of  alternatives 
for  the  fincmcing  of  uncompensated 
care  without  a waiver. 

(3)  TEFRA— Compliance  and  Im- 
plications . . . Noted  the  Depart- 
ment of  Health  will  propose  a meth- 
odology to  the  Hospital  Rate-setting 
Commission  for  complying  with 
HCFA’s  requirements  and  has  not 
proposed  applying  this  treatment  to 
the  other  payers. 

(4)  PRO  Contract . . . Noted  that  a 
proposed  model  agreement  that  hos- 
pitals would  use  to  negotiate  the 
agreements  they  must  have  with 
PROS  almost  is  finalized. 

(5)  Licensure  and  Certification 
. . . Noted  that  NJHA  actively  is  sup- 
porting S-2282/A-2554  which 
would  review  all  licensure  requests, 
weighing  them  against  nationally 
recognized  criteria 

(6)  Indigent  Care  . . . Noted  that 
the  New  Jersey  legislature  is  looking 
into  expanding  its  current  Medicaid 
program  to  include  all  individuals 
who  currently  are  not  covered  under 
the  existing  program,  i.e.  the  medi- 
cally needy. 


Council  on  Medical  Services  . . . 

(1)  1983  House  of  Delegates— 
Resolutions  ^14,  ^15,  and  ^16  . . . | 

Did  not  approve  the  following  rec-  | 
ommendation;  i 


That  the  Board  of  Trustees  strongly 
protest  the  legislation  that  now  governs 
the  generic  prescribing  system  on  the  ' 
grounds  that  it  has  the  potential  to  affect  j 
adversely  the  quality  of  medical  care  and  I 
increase  physician  liability  in  prescrib-  ^ 
ing  drugs  over  which  he  has  very  little 
control. 

(2)  Medicare  and  Medicaid’s  De-  j 
nial  of  Payment  for  Hospital  and  ' 
Attending  Physician  Care  . . . Ap-  I 

proved  the  following  recommen- 
dation; i 

That  the  Board  of  Trustees  protest  the  j 
delay  in  requesting  a refund  from  John  ! 
J.  Crosby,  Jr.,  M.D.,  and  supports  and  | 
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I urges  that  a reconsideration  hearing  be 
granted  in  this  matter. 

I Note:  The  Council  reviewed  cor- 
respondence regarding  Medicaid’s 
denial  for  payment  of  Dr.  Crosby’s 
services  as  attending  physician  be- 
cause the  hospital  claim  for  the  cor- 
responding period  was  denied. 

(3)  Expiration  Date  on  Prescrip- 
tion Labels:  Approved  the  following 
resolution; 

Whereas,  all  prescribed  medications 
have  expiration  dates;  and 
Whereas,  many  patients  do  not  com- 
plete their  total  amount  of  prescribed 
medication  for  a particular  illness  or  in- 
jury, therefore  leaving  some  prescribed 
medication  unused;  and 
Whereas,  this  unused  prescribed  medi- 
cation may  be  taken  at  a later  date  for  the 
same  or  similar  eondition,  by  the  same 
patient  or  someone  else;  and 
Whereas  the  expiration  date  of  these 
prescribed  medieations  may  have 
passed;  and 

Whereas,  these  unused  prescribed 
medications  may  not  be  indicated  for 
this  particular  use  by  the  patient;  and 
Whereas,  this  use  by  the  patient  may 
be  not  only  ineffectual  but  harmful;  now 
therefore  be  it 

Resolved,  that  all  agencies  dispensing 
prescribed  medications  be  required  by 
law  or  regulations  to  place  the  expiration 
date  of  the  prescribed  medication  on  the 
label  of  the  eontainer. 

Council  on  Public  Relations  . . . 

Noted  that  regarding  the  Union 
County  public  relations  proposal, 
the  AMA  has  prepared  brochures 
and  posters  on  the  new  Medicare 
regulations. 

Old  Business  . . . 

(1)  Chiropractic  Scope  Regu- 
lations . . . Noted  that  an  editorial 
in  the  January  issue  of  The  Journal 
by  Dr.  Arthur  Krosnick  makes  refer- 
ence to  the  problem  of  the  State 
Board’s  amendment  to  the  chiro- 
practic scope  regulation. 

(2)  AFL-CIO  Meeting  on  Health 
Care  Costs  . . . Requested  the  Presi- 
dent and  Executive  Director  to  ob- 
tain information  and  take  whatever 
action  they  deem  appropriate  about 
the  labor- designed  HMO-PPO  con- 
cept with  the  hospitals  in  New  Jer- 
sey. 

New  Business  . . . 

(1)  Position  Statement  on  Physi- 
cian DRGs  . . . Adopted  the  position 
paper  submitted  by  Paul  J.  Hirsch, 
M.D.,  regarding  physician  DRGs.  (A 


copy  of  the  statement  appears  on 
page  111). 

(2)  Public  Hearing  on  DRGs  . . . 

Noted  that  a second  public  hearing 
on  DRGs  will  be  held  in  Perth 
Amboy. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

Disquieting  findings  about  the 
doubled  likelihood  of  a possibly 
precancerous  abnormality  in  wom- 
en exposed  to  DES  (diethylstil- 
bestrol)  have  been  reported  by  one  of 
our  faculty  members. 

The  results  of  a seven-year  study 
led  by  Stanley  J.  Robboy,  M.D.,  chair- 
man of  pathology  at  UMDNJ-New 
Jersey  Medical  School,  were  dis- 
cussed at  a Newark  campus  news 
conference  and  published  in  the  De- 
cember 7,  1984,  issue  of  the  Journal 
oj  the  American  Medical  Associa- 
tiort  The  study,  part  of  the  National 
Collaborative  Diethylstilbestrol- 
Adenosis  (DESAD)  Project,  was  com- 
pleted while  Dr.  Robboy  was  at 
Massachusetts  General  Hospital  in 
Boston. 

The  incidence  of  dysplasia,  tissue 
abnormalities  identified  as  a precur- 
sor of  the  most  common  forms  of 
cervical  and  vaginal  cancer,  was  1 5.7 
cases  per  1,000  for  women  whose 
mothers  took  DES  to  prevent  mis- 
carriage, compared  to  7.9  cases  per 
1,000  among  a control  group  of 
women  not  exposed.  Dr.  Robboy 
found.  The  use  of  DES  to  prevent 
miscarriage  has  been  banned  since 
the  early  1970s  because  the  drug 
was  linked  to  a rare  form  of  vaginal 
cancer  developing  in  DES  daugh- 
ters. 

Dr.  Robboy  told  reporters  that  the 
study  presented  the  most  conclusive 
proof  to  date  that  the  risk  of  dys- 


plasia and  certain  venereal  diseases 
increased  with  the  number  of  sexual 
partners  among  both  DES-exposed 
and  unexposed  women. 

The  research  study  will  continue 
to  follow  the  approximately  5,000 
women  who  participated  in  this 
aspect  of  the  DESAD  Project. 

The  commitment  of  UMDNJ  to  be- 
come a major  research  force  in  medi- 
cal education  is  reflected  in  1984 
being  a banner  year  for  research 
grants,  showing  a 23.4  percent  in- 
crease over  the  previous  year. 

For  the  year  ended  June  30,  1984, 
374  research  grants  were  received 
for  a total  value  of  $14,823,000.  The 
previous  year  showed  338  grants  for 
$ 1 2 million.  Ten  years  ago  the  direct 
costs  of  funded  research  programs 
at  the  University  amounted  to  only 
$4.6  million. 

One  of  our  larger  research  efforts 
is  the  study  of  collagen  at  UMDNJ- 
Rutgers  Medical  School.  Darwin  J. 
Prockop,  M.D.,  Ph.D.,  professor  and 
chairman  of  the  department  of 
biochemistry  at  the  Piscataway 
school,  recently  received  a five-year 
$2.5  million  grant  from  the  National 
Institutes  of  Health  to  continue  his 
collagen  research. 

The  Prockop  group  has  focused  its 
attention  on  osteogenesis  imperfec- 
ta, the  rare  inherited  disorder  of 
children  known  as  “brittle  bone  dis- 
ease.’’ The  coUagen  genes,  which 
have  major  defects  in  children  af- 
flicted with  osteogenesis  imperfecta, 
may  have  minor  mutations  which 
predispose  individuals  to  develop  os- 
teoporosis, arthritis,  and  similar  ail- 
ments later  in  their  adult  life,  the 
researchers  have  suggested. 

By  the  time  you  read  this,  the  first 
electronic  ear  implanted  in  New  Jer- 
sey may  be  bringing  new  hearing  to 
a deaf  person. 

In  December  1984,  the  Food  and 
Drug  Administration  approved  gen- 
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eral  use  of  the  eochlear  implant,  de- 
veloped by  Dr.  William  House  of  Los 
Angeles  and  subjected  to  sfx  years  of 
design  and  testing.  The  implant 
enables  previously  deaf  persons  to 
hear  the  sounds  of  auto  horns,  tele- 
phones, and  smoke  alarms,  but  not 
to  distinguish  the  sounds  of  spoken 
words. 

Dr.  Anthony  F.  Jahn,  associate 
professor  of  surgeiy  and  director  of 
otolaryngology  at  UMDNJ-New  Jer- 
sey Medical  School,  immediately 
began  preparations  and  evaluations 
to  perform  the  first  implant  at  Uni- 
versity Hospital  in  Newark. 

In  another  development.  Univer- 
sity Hospital  has  received  three-year 
accreditation  from  the  Joint  Com- 
mission on  the  Accreditation  of  Hos- 
pitals. The  note  to  the  core  teaching 
hospital  of  UMDNJ-New  Jersey 
Medical  School  was  received  by 
Leonard  Lopez,  UMDNJ  vice-presi- 
dent and  chief  executive  officer  of 
the  hospital. 


AMNJ  Report 

Robert  S.  Rigolosi,  M.D. 

President 

The  Academy’s  1983  Internal 
Medicine  Review  Course  began  on 
January  16,  1985,  and  will  run  for 
19  successive  Wednesdays  from  3:00 
to  6:00  p.M.  Dr.  Michael  Bernstein  is 
program  chairman  and  the  course  is 
being  held  at  Overlook  Hospital, 
Summit.  The  course  is  designed  to 
provide  a comprehensive  review  of 
contemporary  concepts  in  internal 
medicine  and  is  directed  at  practic- 
ing internists  and  family  practi- 
tioners. 

On  Saturday,  January  19,  1985, 
the  Academy  held  a retreat  for  its 
Board  of  Trustees  at  the  Parsippany 
Hilton,  Morris  County.  The  overall 
purpose  of  the  event  was  to  reflect 
on  the  Academy’s  current  position 
and  explore  future  direction.  An  ex- 
perienced facilitator  was  employed 
to  direct  our  efforts  and  to  help  de- 
velop a statement  of  future  direction 
which  would  maintain  our  current 
significant  growth  and  success. 

The  fourth  First  Wednesday  at  the 
Academy  luncheon  meeting  of  the 
year  was  held  on  Wednesday,  Febru- 
ary 6,  1985,  at  12  noon  at  the  Ex- 
ecutive Offices.  Our  guest  speaker 
was  Dr.  William  J.  “Terry”  Kane, 
Vice-President  and  Medical  Director 
of  HMO  of  New  Jersey.  The  topic  was 


“The  Importance  of  HMO’s  on  the 
Future  Practice  of  Medicine.”  The 
fifth  meeting  of  the  year  will  be  held 
on  Wednesday,  March  6.  Dr.  Robert 
Cassidy  will  be  our  guest  speaker 
and  he  will  address  biomedical  eth- 
ics issues  including  the  terminally 
ill  and  aged.  Professor  Cassidy  is  a 
faculty  member  of  Rutgers  Medical 
School  and  is  a consultant  to  the 
MSNJ  Committee  on  Biomedical 
Ethics. 

The  Academy’s  new  Public  Educa- 
tion Speaker’s  Bureau  officially 
began  in  September  with  83 
speakers  and  70  topics.  Since  pub- 
licity announcements  were  released, 
1 1 requests  for  speakers  have  been 
received  at  the  Executive  Offices. 
Although  the  program  is  running 
smoothly,  speakers  are  needed  from 
the  northern-most  and  southern- 
most counties.  Interested  partici- 
pants should  send  their  names,  ad- 
dresses, and  topics  along  with  any 
geographic  or  time  restrictions  on 
participation. 


Ph3rsicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  writ- 
ten to  the  Executive  OflBces  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Narciso  P.  Mendoza,  M.D.,  1 
Dodd  Ter.,  Verona,  NJ  07044. 
UERMMMC  (Philippines)  1974.  Board 
eligible.  Also,  immunology.  Solo,  part- 
nership, group.  Available. 

ANESTHESIOLOGY — P.  Poovendran, 
M.D.,  Box  35,  Westchester  County 
Medical  Center,  Valhalla,  NY  10595, 
Ceylon  (Sri-Lanka)  1974.  Board 
eligible.  Group  or  partnership.  Avail- 
able June  1985. 

CARDIOLOGY — John  T.  Cardone,  M.D., 
1035  Southern  Arteiy,  Apt.  707,  Quin- 
cy, MA  02169,  SUNY-Buffalo  1980. 
Board  certified.  Partnership  or  group. 
Available  July  1985. 

DERMATOLOGY — Catherine  A Nordby, 
M.D.,  871  Beaconsfield,  Grosse  Pointe 
Park,  Ml  48230.  St.  Louis  1980.  Board 
eligible.  Specialty  or  multispecialty 
group.  Available  July  1985. 

EMERGENCY  MEDICINE— Gerard  B. 
Martin,  M.D„  871  Beaconsfield,  Grosse 
Pointe  Park,  Ml  48230.  St.  Louis  1980. 


Board  eligible.  Teaching  hospital  with 
emergency  medicine  residency  or 
trauma  center  with  research  potential. 
Available  July  1985. 

FAMILY  MEDICINE— Alena  Bilek,  M.D., 
2600  Netherland  Ave.,  Apt.  2808, 
Bronx,  NY  10463.  Charles  (Czechoslo- 
vakia) 1970.  Group  or  partnership. 
Available  July  1985. 

Francis  C.  Imbarrato,  M.D.,  505 

Hawthorne  Ave.,  Williamsport,  PA 
17701.  Guadalajara  (Mexico)  1981. 
Board  eligible.  Solo,  associate,  partner- 
ship, group,  HMO,  Available  July  1986. 

GASTROENTEROLOGY— Ronald  J. 
Cirillo,  M.D.,  7 Sandpiper  Dr., 

Voorhees,  NJ  08043.  Guadalajara 
(Mexico)  1978.  Also,  internal  medicine. 
Board  eligible  (IM),  Any  type  practice. 
Available  July  1985. 

James  D.  Kutch,  M.D.,  323  Obispo  Ave., 
^207,  Long  Beach,  CA  90814.  UMDNJ 
1979.  Board  eligible.  Board  certified 
(IM).  Group  or  partnership.  Available 
July  1985. 

Steven  M.  Samuels,  M.D.,  4908  David 
Ct.,  Cincinnati,  OH  45215.  Louvain 
(Belgium)  1980.  Also,  internal  medi- 
cine. Board  certified  (IM).  Group  or 
partnership.  Available  July  1985. 

HEMATOLOGY— Hoon  Park,  M.D.,  112 
W.  65  St.,  Apt,  3,  Westmont,  IL  60559. 
Kyung  Hee  (Korea)  1973.  Board 
certified  (IM).  Also,  internal  medicine. 
Solo,  group,  partnership,  institution. 
Available  July  1985. 

IMMUNOLOGY — Narciso  P.  Mendoza, 
M.D.,  1 Dodd  Ter.,  Verona,  NJ  07044. 
UERMMMC  (Philippines)  1974.  Board 
eligible  (AL).  Also,  allergy.  Solo,  partner- 
ship, group.  Available. 

INTERNAL  MEDICINE— Kurt  N. 
Bausback,  M.D.,  415  S.  Van  Pelt  St., 
Apt.  D-4,  Philadelphia,  PA  19146.  Stan- 
ford 1982.  Board  eligible.  Group,  multi- 
specialty, hospital,  emergency  center. 
Available  July  1985. 

John  T.  Cardone,  M.D.,  1035  Southern 
Arteiy,  Apt,  707,  Quincy,  MA  02169. 
SUNY-Buffalo  1980.  Board  certified. 
Also,  cardiology.  Partnership  or  group. 
Available. 

Ronald  J.  Cirillo,  M.D.,  7 Sandpiper  Dr., 
Voorhees,  NJ  08043,  Guadalajara 
(Mexico)  1978,  Subspecialty,  gastro- 
enterology. Board  eligible.  Any  type 
practice.  Available  July  1985. 

Phillip  A.  Lecso,  M.D.,  5138  Regency 
Dr..  Toledo,  OH  43615.  Medical  College 
of  Ohio  1982.  Board  eligible.  Single, 
multispecialty  group,  partnership. 
Available  July  1985. 

Narain  D.  Mangila,  M.D.,  4111 
Crenshaw  Dr.,  Corpus  Christi,  TX 
78413.  Medical  School  of  New  Delhi 
(India)  1972.  Solo.  Available  July  1985. 
Dominic  Mazzocchi,  M.D.,  1231  E. 
89th  St.,  Brooklyn,  NY  11236.  Puerto 
Rico  1981.  Board  eligible.  Group  or 
partnership.  Available  Januaiy  1985. 
Richard  Narvaez,  M.D.,  516  Berkley  Rd„ 
Narberth,  PA  19072.  Temple  1982. 
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Group,  partnership,  HMO,  solo.  Avail- 
able July  1985. 

Hoon  Park,  M.D.,  1 12  W.  65  St.,  Apt.  3. 
Westmont,  IL  60559.  Kyung  Hee 
(Korea)  1973.  Board  certified.  Also, 
hematology.  Solo,  group,  partnership, 
institution.  Available  July  1985. 
Steven  M.  Samuels,  M.D.,  4908  David 
Ct.,  Cincinnati,  OH  45215.  Louvain 
(Belgium)  1980.  Subspecialty, 
gastroenterology.  Board  certified. 
Group  or  partnership.  Available  July 
1985. 

Jerrold  P.  Schwartz,  M.D.,  69  Gold  St, 
Apt.  12-C,  New  York,  NY  10038.  Dijon 
(France)  1982.  Group,  clinic,  hospital- 
based,  long-term  care.  Available  July 
1985. 

Lewis  B.  Zimet,  M.D.,  4313  Carambola 
Circle  S.,  Coconut  Creek,  FL  33066.  Far 
Eastern  (Philippines)  1981.  Board 
eligible.  Solo,  group,  partnership,  in- 
dustrial, hospital-based.  Available. 

OBSTETRICS  / GYNECOLOGY—  Karen 
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(India)  1975.  Group,  partnership,  solo, 
staff  position.  Available. 

RADIOLOGY — Martin  J.  Lachman,  M.D., 
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Michaels  Dr,  Temple,  TX  76502.  BJ 
Medical  (India)  1968.  Board  eligible. 
Solo,  group,  partnership,  multi- 
specialty,  academic.  Available. 
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Gradual  Release 
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Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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New  studies 
uncover  the 
potassium  effects  of 
beta-2  blockade 


I Clinical  pharmacology 
data  from  the 
New  England  Journal 
of  Medicine: 

1...when  normal  young  men  are  given  infu- 
I sions  of  epinephrine  at  levels  such  as  those 
j that  circulate  in  patients  with  myocardial 
I infarction,  their  serum  potassium  concen- 

Itrations  fall  by  about  0.8  mmol  per  liter. 
Hypokalemia  is  prevented  by... beta-2 
blockade."' 


INDERAL 
(propranolol  HCI) 
prevented  beta-2 
mediated  hypokalemia 

In  a pharmacological  study  comparing 
INDERAL  with  atenolol,  10  hypertensive 
patients  were  infused  with  the  nonselective 
beta  agonist,  isoproterenol,  which  also 
stimulates  beta-2  mediated  hypokalemia. 
At  doses  high  enough  to  overcome  beta-1 
mediated  heart  rate  reductions,  the  hypo- 
kalemia caused  by  isoproterenol  was 
blunted  by  INDEI^M,  but  not  by  atenolol.^ 

INDERAL  compared  with  atenolol: 
change  in  plasma  potassium  after 
beta-agonist  infusion^ 


}.5  7 14  35  70 

ng/kg  ’ min  ' 

INDERAL  tablets,  80  mg  qid 
Atenolol,  100  mg  qd 
No  beta  blockade 


—adapted  from 
Vincent  et  al,  p1122 


Please  see  last  page  for  brief  summary  of  prescribing  information. 


From  the  Lancet: 

"Although  both  diuretics  and  adrenaline  are 
known  to  cause  hypokalaemia,  we  believe 
that  this  is  the  first  demonstration  that  these 
two  factors  can  act  in  an  additive  manner. 
Routine  monitoring  of  serum  fx>tassium  in 
patients  on  thiazide  diuretics  may  under- 
estimate the  risks  ofhypokalaemia."^ 

Epinephrine  drives  potassium  into  cells- 
an  effect  that  has  been  shown  to  be  under 
beta-2  receptor  control'*;  thiazides  promote 
excretion  of  potassium.  When  these  ac- 
tions occur  together,  hypokalemia  can 
intensify  significantly.^ 


Epinephrine-induced 
hypokalemia  can  cause 
ECG  abnormalities 
typical  of  other  forms 
of  hypokalemia 

In  a study  of  the  effects  of  epinephrine- 
induced  hypokalemia  on  the  electro- 
cardiogram, it  was  shown  that  levels  of 
plasma  epinephrine  similar  to  those 
observed  during  myocardial  infarction 
can  produce  changes  in  ventricular  re- 
polarization, which  are  reflected  in 
T-wave  flattening  and  QT  prolonga- 
tion in  normal  subjects.^ 

In  clinical  pharmacology  studies  of  hyper- 
tensive and  normal  patients,  epinephrine- 
induced  hypokalemia  was  prevented  by 
beta-2  blockade.^'* 


Please  see  last  page  for  brief  summary  of  prescribing  information, 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Patients  with  "uncomplicated"  hyper- 
tension may  develop  ventricular 
arrhythmias  in  the  presence  of  hypo- 
kalemia.^ Once-daily  INDERAL  LA 
maintains  smooth  blood  pressure  reduc- 
tions without  a negative  effect  on  serum 
potassium  and  provides  patients  with 
broad  cardiovascular  benefits-all  in 
a convenient  daily  dose. 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


And  for  lifetime 
benefits  in  foundation 
treatment  of  angina 

Once-daily  INDERAL  LA  provides  24-hour 
control  of  angina  symptoms-plus  the 
cardiovascular  benefits  of  the  world's  lead- 
ing beta  blocker.  And  unlike  calcium 
channel  blockers,  INDERAL  LA,  alone  or 
with  a nitrate,  is  recommended  for  first-line 
treatment  of  stable  angina. 

Simply  start  new  patients  on  80  mg 
INDERAL  LA  once  daily.  Dosage  may 
be  increased  to  160  mg  once  daily  to 
achieve  maximal  control. 


II 

120  mg  160  mg 


The 


appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
Please  see  last  page  for  brief  summary  of  prescribing  information. 


I 

80  mg 


MDER4I. 

iimmaaHai  TABLETS 


10  mg  20  mg  40  mg  60  mg  80  mg  90  mg 

The  appearance  of  these  tablets  is  a registered  trademark  of  Ayerst  Laboratories, 


Once-daily 

tWBtALLA 

(fKmmxHci 


L J 


80 

mg 


120,  160  i 

mg  - * mg 


LONG  ACTING 
CAPSULES 


The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  (propranolol  hydrochloride)  Tablets  and  Injectable 
INDERAL®  LA  (propranolol  hydrochloride)  Long  Acting  Capsules 
INDICATIONS  AND  USAGE— INDERAL  Tablets 

Hypertension:  INDERAL  (propranolol  hydrochloride)  is  indicated  in  the  management  of 
hypertension  It  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atheroscierosis:  INDERAL  Is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Cardiac  Arrhythmias: 

1. )  Supraventricular  arrhythmias 

a)  Paroxysmal  atrial  tachycardias,  particularly  those  arrhythmias  induced  by  cate- 
cholamines or  digitalis  or  associated  with  the  Wolff-Parkinson-White  syndrome.  (See  W-P-W 
under  WARNINGS.)  b)  Persistent  sinus  tachycardia  which  is  noncompensatory  and  impairs 
the  well-being  of  the  patient,  c)  Tachycardias  and  arrhythmias  due  to  thyrotoxicosis  when 
causing  distress  or  increased  hazard  and  when  immediate  effect  is  necessary  as  adjunctive, 
short  term  (2-4  weeks)  therapy.  May  be  used  with,  but  not  in  place  of,  specific  therapy.  (See 
Thyrotoxicosis  under  WARNINGS.)  d)  Persistent  atrial  extrasystoles  which  impair  the  well- 
being of  the  patient  and  do  not  respond  to  conventional  measures  e)  Atrial  flutter  and 
fibrillation  when  ventricular  rate  cannot  be  controlled  by  digitalis  alone,  or  when  digitalis  is 
contraindicated 

2. )  Ventricular  tachycardias 

Ventricular  arrhythmias  do  not  respond  to  propranolol  as  predictably  as  do  the  supra- 
ventricular arrhythmias.  a)Ventricular  tachycardias.  With  the  exception  of  those  induced  by 
catecholamines  or  digitalis,  INDERAL  is  not  the  drug  of  first  choice.  In  critical  situations  when 
cardioversion  technics  or  other  drugs  are  not  indicated  or  are  not  effective,  INDERAL  may  be 
considered  If.  after  consideration  of  the  risks  invoived,  INDERAL  is  used,  it  should  be  given 
intravenously  in  low  dosage  and  very  slowly.  (See  DOSAGE  AND  ADMINISTRATION.)  Care  in 
the  administration  oNNDERAL  with  constant  electrocardiographic  monitoring  is  essential  as 
the  failing  heart  requires  some  sympathetic  drive  for  maintenance  of  myocardial  tone,  b) 
Persistent  premature  ventricular  extrasystoles  which  do  not  respond  to  conventional  mea- 
sures and  impair  the  well-being  of  the  patient 

3. )  Tachyarrhythmias  of  digitaiis  intoxication 

If  digitalis-induced  tachyarrhythmias  persist  following  discontinuance  of  digitalis  and  cor- 
rection of  electrolyte  abnormalities,  they  are  usually  reversible  with  oral  INDERAL.  Severe 
bradycardia  may  occur,  (See  OVERDOSAGE.)  Intravenous  propranolol  hydrochloride  is 
reserved  for  life-threatening  arrhythmias.  Temporary  maintenance  with  oral  therapy  may  be 
indicated.  (See  DOSAGE  AND  ADMINISTRATION  in  the  package  circulars.) 

4. )  Resistant  tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia. 
Tachyarrhythmias  due  to  excessive  catecholamine  action  during  anesthesia  may  some- 
times arise  because  of  release  of  endogenous  catecholamines  or  administration  of  cate- 
cholamines. When  usual  measures  fail  in  such  arrhythmias,  INDERAL  may  be  given 
intravenously  to  abolish  them.  All  general  inhalation  anesthetics  produce  some  degree  of 
myocardial  depression.  Therefore,  when  INDERAL  (propranolol  hydrochloride)  is  used  to 
treat  arrhythmias  during  anesthesia,  it  should  be  used  with  extreme  caution  and  constant 
EGG  and  central  venous  pressure  monitoring.  (See  WARNINGS.) 

Myocardial  Infarction:  INDERAL  is  indicated  to  reduce  cardiovascular  mortality  in 
patients  who  have  survived  the  acute  phase  of  myocardial  infarction  and  are  clinically  stable. 

Migraine:  INDERAL  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta  receptor  stimulation. 
Clinical  improvement  may  be  temporary. 

Pheochromocytoma:  After  primary  treatment  with  an  alpha-adrenergic  blocking 
agent  has  been  instituted,  INDERAL  may  be  useful  as  adjunctive  therapy  if  the  control  of 
tachycardia  becomes  necessary  before  or  during  surgery. 

It  IS  hazardous  to  use  INDERAL  unless  alpha-adrenergic  blocking  drugs  are  already  in 
use,  since  this  would  predispose  to  serious  blood  pressure  elevation.  Blocking  only  the 
peripheral  dilator  (beta)  action  of  epinephrine  leaves  its  constrictor  (alpha)  action 
unopposed. 

In  the  event  of  hemorrhage  or  shock,  there  is  a disadvantage  in  having  both  beta  and 
alpha  blockade  since  the  combination  prevents  the  increase  in  heart  rate  and  peripheral 
vasoconstriction  needed  to  maintain  blood  pressure. 

With  inoperable  or  metastatic  pheochromocytoma,  INDERAL  may  be  useful  as  an  adjunct 
to  the  management  of  symptoms  due  to  excessive  beta  receptor  stimulation 
INDICATIONS  AND  USAGE— INDERAL  LA  Long  Acting  Capsules 

Hypertension:  INDERAL  LA  (propranolol  hydrochloride)  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihyperten- 
sive agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management 
of  hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for 
the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and_propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-in- 
duced angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  perfor- 
mance. The  effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a 
reduction  of  the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor 
stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  and  INDERAL  LA  are  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial 
asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a 
tachyarrhythmia  treatable  with  INDERAL 


WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  | 
in  patients  with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  I 
diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
h©3rt  muse  I© 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  ^ 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  (propranolol  hydrochloride)  therapy.  Therefore,  when  discontinuance  of 
INDERAL  is  planned  the  dosage  should  be  gradually  reduced  over  at  least  a few  weeks, 
and  the  patient  should  be  cautioned  against  interrujotion  or  cessation  of  therapy  without 
the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and  exacerbation  of  angina 
occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take  other  measures 
appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary  artery 
disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  pro- 
pranolol for  other  indications, 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)— 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  ; 
receptors.  i < 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  denoted,  however,  that  the  impaired  ability  of  : 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures, 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
Its  effects  can  be  reversed  by  administration  of  such  agents,  e.g.,  dobutamine  or  iso- 
proterenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension. 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta 
blocksrs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adreneraic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  func- 
tion tests, 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with 
impaired  hepatic  or  renal  function,  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease,  . 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or 
orthostatic  hypotension. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  empioying  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of 
significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of 
the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility 
that  was  attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human 
dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rareiy  required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia;  congestive  heart  failure:  intensification  of  AV  block;  hypo-  : 
tension,  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  ; 
the  Raynaud  type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomnia,  ; 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  I 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  i 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  i 
and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  : ' 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  : 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm. 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  i 
reported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- ; 
tence,  and  Peyronie's  disease  have  been  reported  rareiy.  Oculomucocutaneous  reactions  | 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

REFERENCES. 

1.  Epstein  FH,  Rosa  RM:  Adrenergic  control  of  serum  potassium.  N Engl  J Med 
1983;309:1450-1451.  2.  Vincent  HH,  Boomsma  F,  Man  in't  Veld  AJ,  et  al:  Effects  of  selective 
and  nonselective  p-agonists  on  plasma  potassium  and  norepinephrine.  J Cardiovasc  Phar- 
macol 1984;6:107-114.  3.  Struthers  AD,  Whitesmith  R,  Reid  JL;  Prior  thiazide  diuretic  treat- 
ment increases  adrenaline-induced  hypokalaemia.  Lancet  1983;1:1358-1361.  4.  Brown  MJ, 
Brown  DC,  Murphy  MB:  Hypokalemia  from  bet^-receptor  stimulation  by  circulating  epi- 
nephrine, N Engl  J Med  19fe;309:1414-1419.  5.  Struthers  AD,  Reid  JL.  Whitesmith  R,  et  al: 
Effect  of  intravenous  adrenaline  on  electrocardiogram,  blood  pressure,  and  serum  po- 
tassium. Br  Heart  J 1983;49:90-93.  6.  Holland  OB,  Nixon  JV,  Kuhnert  L:  Diuretic-induced 
ventricular  ectopic  activity.  Am  J Med  1981;70:762-768.  i, 
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starting  A Practice?...  Already  In  Practice? 
Here^s  The  Practical  Guide  You  Need . . . FREE! 


MidLantic 

NORTH 


Member  FDIC. 


This  booklet  will  assist  you  in  developing  and  executing  a 
strategic  business  plan  that  will  enable  you  to  secure  the 
financing  required  to  build  a successful  practice. 

Written  by  David  J.  Shuffler,  Vice  President  of  Midlantic 
National  Bank/North  and  a specialist  in  medical  practice 
financing,  this  new  guide  will  prove  invaluable. 

For  your  free  copy,  call  David  Shuffler  now  at  201-881-5191 
or  mail  the  coupon  below. 


Mail  To:  David  J.  Shuffler,  Vice  President 
Midlantic  National  Bank/North 
PO.  Box  2177,  Paterson,  NJ  07509 

Please  send  me  my  free  copy  of  The  Beginning  Physician’s 
Guide  for  Financing  a Practice. 
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THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
THE  NEW  JERSEY  STATE  DEPARTMENT  OF  HEALTH 
Alcohol,  Narcotic  and  Drug  Abuse  Unit 
THE  NEW  JERSEY  PSYCHIATRIC  ASSOCIATION 

and 

THE  NEW  JERSEY  DENTAL  ASSOCIATION 

present  a symposium  on 


SUBSTANCE  ABUSE  IN  THE  PROFESSIONS 


WEDNESDAY,  MARCH  27,  1985 
8:30  A. M.— 4:00  P.M. 

at 

MSNJ  HEADQUARTERS,  Lawrenceville,  N.J. 


Individuals  attending  this  symposium  should  gain  an  understanding  of  the  problems  related  to  substance  abuse 
among  professionals;  become  familiar  with  professional  support  and  assistance  groups  (especially  those  which 
are  active  in  New  Jersey)  and  be  provided  with  a resource  manual  for  services  available  to  specific  types  of 
impaired  professionals  and  be  better  able  to  interface  the  alcoholism/drug  abuse  treatment  system  with 
professional  self-help  groups. 

PROGRAM  COMMITTEE:  DANIEL  P.  GREENFIELD,  M.D.,  M.P.H.,  Chairman 

RICHARD  M.  LISS,  M.D. 

EDWIN  A.  TURNER,  JR.,  M.D. 


Four  concurrent  workshops  will  be  presented  from  2:30  P.M.  to  4:00  P.M. 
Participants  will  be  able  to  take  part  in  ONE  of  these  sessions. 


WORKSHOP  A 
WORKSHOP  B 
WORKSHOP  C 
WORKSHOP  D 


DEALING  WITH  “PROFESSIONALS”  IN  TREATMENT  GROUPS 
William  Annitto,  M.D. 

PSYCHO-SOCIAL  ISSUES  IN  “PROFESSIONAL  FAMILIES” 
Edward  G.  Reading,  M.Div.,  C.A.C. 

PSYCHIATRIC  DISORDERS  AND  SUBSTANCE  ABUSE 
Daniel  P.  Greenfield,  M.D.,  M.P.H. 

CASE  STUDIES 


Please  indicate  your  choice  of  workshop  on  registration  form  below  and  return  to  THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY. 


REGISTRATION  APPLICATION:  WEDNESDAY,  MARCH  27,  1985 

“SUBSTANCE  ABUSE  IN  THE  PROFESSIONS ’MSNJ  Headquarters,  Lawrenceville 

REGISTRATION  FEE:  $30.00  (Includes  Coffee  Breaks,  Lunch  & Handouts) 

Please  make  checks  payable  to:  THE  ACADEMY  OF  MEDICINE  OF  NEW  JERSEY 

and  mail  to:  TWO  PRINCESS  ROAD,  LAWRENCEVILLE,  NJ  08648 

I will  be  attending  the  following  workshop: 


A B C D 


I enclose  $ for Reservation(s).  Additional  names  listed  separately. 

NAME  

(PLEASE  PRINT) 


ADDRESS 


NO  REFUNDS  AFTER  PROGRAM  IS  HELD 
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CME  Calendar 


Thejollowing  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  throu^  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

Mar. 

26th  Annual  Postgraduate 
Anesthesiologists  Seminar 

23  8A.M.-5P.M. 

24  8 A.M.- 1 P.M.— The  Hyatt,  Cherry 
Hill 

(NJ  State  Society  oj 
Anesthesiologists  andAMNJ) 

CARDIOLOGY 

Mar. 

20  Joint  Conference 

9  A.M.-3:45  P.M. — Coachman  Inn, 
Cranford 

(NJ  Chapter,  American  College  of 
Chest  Physicians,  NJ  Thoracic 
Society,  and  AMNJ) 

Apr. 

24  New  Era  in  Diagnosis  and 

Treatment  of  Coronary  Heart 
Disease 

12  noon-4;30  P.M.— Sheraton 
Fairfield  Hotel 

(NJAJfiliate  and  Metropolitan 
Chapter,  American  Heart 
Association  andAMNJ) 


MEDICINE 

Mar. 

1 Renal  Conferences  in  Nephrology 

15  4-5  P.M  — UMDNJ-Rutgers  Medical 

School,  Med.  Education  Bldg., 

Rm.  393 

(Nephrology  Society  of  NJ  and 
AMNJ) 

Critical  Care — New  Techniques  for 
the  1980s 

2 9 a.m. -6  P.M. 

3 9 AM.-2  P.M.— Woodcliff  Lake  Hilton 
Inn,  Woodcliff  Lake 

(NJ  Chapter,  American  College  of 
Physicians,  Pascack  Valley 
Hospital,  andAMNJ) 

6  Hyperthyroidism 

1:30  P.M. —Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

6 Statewide  Tumor  Board 
Conference  and  Dinner 

5:30  P.M. — MSNJ,  Two  Princess  Rd„ 
Lawrenceville 

(Oncology  Society  of  NJ  and 
AMNJ) 

6 Ehidocrine  Conferences 

13  3:30-5  P.M. —Rotates  between 

Newark  Beth  Israel  Medical  Center, 
University  Hospital,  United 
Hospitals  Medical  Center,  Newark, 
and  VA  Medical  Center,  Orange 
(Endocrinology  Section,  AMNJ) 

6 Internal  Medicine  Review  Course 

13  3-6  P.M. —Overlook  Hospital, 

20  Summit 
27  (AMNJ) 

6 Medicine  Morbidity  and  Mortality 
Conference 

8-9  A.M.— Rutgers  Medical  School, 
Medical  Education  Bldg.,  New 
Brunswick 
(UMDNJ  and  AMNJ) 

6 Medical  Grand  Rounds 

13  12  noon- 1 P.M.— Rutgers  Medical 

20  School,  Medical  Education  Bldg., 

27  New  Brunswick 
(UMDNJ  andAMNJ) 

7 Distinguished  Lecture  Series 

14  11  AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

7 Immunoreguladon:  Basic 
1 4 Concepts  and  Applications 

21  4-6  P.M.— Institute  for  Medical 

28  Research,  Copewood  St.,  Camden 
(Institute for  Medical  Research 
and  AMNJ) 

1 2 New  Forms  of  Therapy  for 
Cutaneous  Ulcers 

8-10  P.M.— Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

13  Annual  Convention 

14  Harrah’s  Trump  Plaza, 

15  Adantic  City 

16  (NJ  Academy  of  Family 
Physicians) 

1 9 Workup  and  Treatment  of  the 

Primary  Cancer  Patient 

12  noon— St.  Maiy's  Hospital, 

Orange 

(AMNJ) 


19  Basal  Cell  Skin  Cancer 
Conference  of  New  Jersey 

1 0 AM  — Offiee  of  Dr.  T.  Warshaw, 
519  E.  Broad  St.,  Westfield 
(Basal  Cell  Skin  Cancer  Conf.  of 
NJ) 

20  Potassium  Homeostasis 

1 -2:30  P.M  — VA  Medical  Center, 
Lyons 

(VA  Medical  Center  and  AMNJ) 

20  Dermatologic  Conferences 

6-9  P.M. —Rutgers  Community 
Health  Plan,  US.  Hwy.  1 & Rt.  18, 
New  Brunswick 
(UMDNJ) 

28  Update  on  Superficial  Fungal 
Iiifections 

1 1 AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(AMNJ) 


Apr. 

3 Internal  Medicine  Review  Course 

10  3 6 P.M. — Overlook  Hospital, 

17  Summit 

24  (Overlook  Hospital  andAMNJ) 

3 Endocrine  Conferences 

10  3:30-5  P.M.— Rotates  between 

17  Newark  Beth  Israel  Medical  Center, 

24  University  Hospital,  and  United 
Hospitals  Medieal  Center,  Newark, 
and  VA  Medieal  Center,  E.  Orange 
(Endocrinology  Section,  AMNJ) 

4 Immunoreguladon:  Basic 

1 1 Concepts  and  Applicadons 

18  4-6  P.M. —Institute  for  Medical 

25  Research,  Copewood  St„  Camden 
(Institute for  Medical  Research 
and  AMNJ) 

5 Renal  Conferences  in  Nephrology 

19  4-5  P.M. —Medical  Education  Bldg., 
Rm.  393,  Rutgers  Medical  School 
(UMDNJ  andAMNJ) 

9 Dermatological  Conference 

8-10  P.M.— Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

1 1 Distinguished  Lecture  Series 

1 1 AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

12  Andbiodc  Therapy:  1985 

8  AM  - 12  noon— Overlook  Hospital, 
Summit 

(Overlook Hospital  andAMNJ) 

16  What  Have  We  Learned  firom  24- 
Hour  Blood  Pressure  Monitoring? 

12  noon— St.  Mary’s  Hospital, 
Orange 

(AMNJ) 

17  Dermatological  Conference 

6-9  P.M. — Rutgers  Community 
Health  Plan,  57  US.  Hwy.  1, 

New  Brunswick 

(UMDNJ-Rutgers  Medical  School 
and  AMNJ) 

1 8 New  Strategies  in  Confirondng  the 
Cigarette  Experience 

5-7:30  P.M.— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 
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NINETEENTH  ANNUAL  MAIN  LINE  CONFERENCE 

THURSDAY,  APRIL  25  Thru  SATURDAY,  APRIL  27,  1985 
BRYN  MAWR,  PENNSYLVANIA 

TOPICS  INCLUDE: 

Acute  Myocardial  Infarct 
Rehabilitation 
Sexuality 
Geriatrics 

GUEST  SPEAKERS  INCLUDE: 

Robert  A.  Bruce,  M.D., 

University  of  Washington 

Theodore  A.  Stern,  M.D. 

Massachusetts  General  Hospital 

APPROVED: 

AMA,  PMS  24  hours— Category  I 

AAFP  20  hours— Prescribed 

AOA,  ACGPOMS  18V2  hours— Category  2-D 

TUITION:  $190  (includes  3 luncheons,  dinner  and  cocktails) 

FOR  INFORMATION: 

Mrs.  Marie  M.  Erben 
The  Bryn  Mawr  Hospital 
(215)  896-3053 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  & Hospital 

230  N.  Broad  Street,  Philadelphia,  Pennsylvania  19102  (215)  448-8063 

CARDIOLOGY  UPDATE.  . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE  SURVEY  OF  THE 
CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY.  . . 

WEDNESDAY,  MARCH  6,  1985 

VALVULAR  HEART  DISEASE 

MODERATOR:  ABDULMASSIH  S.  ISKANDRIAN,  M.D. 

3:00  CASE  PRESENTATION  Gary  S.  Mintz,  M.D. 

3:30  BEDSIDE  DIAGNOSIS  OF  VALVULAR  HEART  DISEASE  loannis  P.  Panidis,  M.D. 

4:00  WHAT  ARE  THE  INDICATIONS  FOR  CARDIAC  CATHETERIZATION  IN  PATIENTS 
WITH  VALVULAR  HEART  DISEASE?  Charles  E.  Bemis,  M.D. 

4:30  WHAT  IS  THE  CORRECT  TIME  TO  INTERVENE  WITH 

SURGERY?  Abdulmassih  S.  Iskandrian,  M.D. 

5:00  WHAT  ARE  THE  RESULTS  OF  PROSTHETIC  VALVE 

REPLACEMENT?  Stanley  Spitzer,  M.D. 

LECTURE  HALL  "A”— 2nd  floor  New  College  Building,  Hahnemann  University 
15th  and  Vine  Streets,  Philadelphia,  PA 
• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED  • 

• CME  CATEGORY  I CREDITS  CERTIFIED  • 

**WINE  & CHEESE  SERVED  FOLLOWING  CONFERENCE** 


t 


Dermatology 

Antibiotics 

Oncology 

Rheumatology 


William  R.  Stayton,  Th.D., 
Jefferson  Medical  College 

Jay  S.  Goodman,  M.D. 
University  of  Maryland 
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NEUROLOGY/PSYCHIATRY 

Mar. 

4 Another  Affair  in  a Young 
Marriage 

8;  1 5- 1 0;30  P.M. — 543  Park  Street, 
Upper  Montclair 
(Essex  Psychiatric  Seminar  and 
AMNJ) 

7 Case  Seminars 

21  8-10  P.M.— 310  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

7 Medication  for  Treating 
Borderline  Syndrome 

1 4 Recent  Developments  in 
Behavioral  Medicine 

2 1 New  Directions  for  Cognitive 
Therapy 

12  noon-1  P.M. —Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

1 8 Family  Therapy  with  Adolescents 

1 -4  P.M. — Fair  Oaks  Hospital, 
Summit 

(Fair  Oaks  Hospital  and  AMNJ) 

18  Lecture  Series 

8:30-10:30  P.M.— 301  Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

20  Psychotropic  Drugs  and 
Interactions 

10:30  A.M.- 12  noon— Greystone 
Park  Psychiatric  Hospit^ 
(Greystone  Park  Psychiatric 
Hospital  and  AMNJ) 

21  Neuro-ophthalmology,  Multiple 
Sclerosis,  and  Nutritional 
Deficiencies 

2 P.M. — John  E.  Runnells  Hospital, 
Berkeley  Heights 

(AMNJ) 

2 1 Psychiatric  Medical  and  Physical 
Aspects  of  Drug  and  Alcohol 
Abuse 

3 P.M. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

Apr. 

2 Role  of  Lithium  in  Child 
Psychiatry 

8:30- 1 0:30  P.M. — Ramada  Inn, 
Clark 

(NJ  Council  of  Child  and 
Adolescent  Psychiatry  and  AMNJ) 

4  Case  Seminars 

18  8-10  P.M.— 310  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

4 Clinical  Impact  of  Doctor /Patient 
Relationship 

1 1 Telling  the  Truth  to  Patients— Is 

This  Good  Medicine? 

18  Cognitive  Therapy  in  Adolescents 

12  noon-1  P.M. —Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

15  Lecture  Series 

8:30- 10:30  P.M  — 301  Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

16-  Electroconvulsive  Therapy: 


1 7 Current  Practice  and  Efficacy 

9 AM. -5  P.M —Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

18  Coordination  of  Psychiatric 
Treatment  in  the  Hospital  and 
Community 

3 P.M. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

20  Phobias  and  Panic  Disorders 

9 AM. -3:30  P.M. —Middlesex  General 
University  Hospital,  New 
Brunswick 

(New  Jersey  Psychoanalytic 
Society  and  AMNJ) 

PEDIATRICS 

Mar. 

8 Pediatric  Emergency  Care 

8 am.-  1 2 noon — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

14  Compensatory  Digestive 

Mechanisms  in  the  Newborn 

6:30-7:45  P.M.— NJ  Medical  School, 
Newark 

(Statewide  Perinatal  Services  and 
Research  Center,  UMDNJ,  and 
AMNJ) 

RADIOLOGY 

Mar. 

20  Dinner  Meeting 

6:30-9:30  P.M. — The  Manor, 


West  Orange 

(Radiotherapy  Section,  AMNJ) 

2 1 NMR:  A Bright  Future 

5-7:30  P.M, — Somerset  Medical 
Center 

(Somerset  Medical  Center  and 
AMNJ) 

21  Radiology  Meeting 

7:30  P.M. — Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
AMNJ) 

23  Obstetrical  and  Perinatal 
Ultrasound 

8:30  AM. -4:30  P.M. — The  Sheraton 
Inn,  Newark  Airport 
(NJ  Institute  of  Ultrasound  in 
Medicine,  Radiological  Society  oj 
NJ,  and  AMNJ) 

26  High  Field  NMR  Imaging 

8-10  P.M. — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

28  Visiting  Professorship  Program 

1:30-5  P.M —Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

Apr. 

1 6  Topic  To  Be  Announced 

7:30-10  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 


Daily  Schedule 
219th  Annual  Meeting 

May  2-5,  1985 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Thursday,  May  2,  1985 

9:00  AM. — Registration  Opens 
9:00  AM. — Message  Center  Opens 
2:00  P.M. — House  of  Delegates 

4:00  P.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 

Friday,  May  3,  1985 

7:30  AM. — Registration  Opens 
9:00  AM. — House  of  Delegates  (election) 

9:00  AM. — Message  Center  and  Exhibits  Open 
12:00  NOON — Golden  Merit  Award  Ceremony  Followed  by  Reception 
2:30  P.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 
5:00  P.M. — JEMPAC  Political  Forum 
5:45  P.M. — JEMPAC  Wine  and  Cheese  Reception 

Satmday,  May  4,  1985 

8:00  AM. — Registration  Opens 
8:30  AM. — House  of  Delegates 
9:00  AM. — Message  Center  and  Exhibits  Open 
1:30  P.M. —House  of  Delegates 

6:30  P.M. — Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  5,  1985 

8:00  AM. — Registration  Opens 
9:00  AM. — Message  Center  and  Exhibits  Open 
9:00  AM  — Program  of  Major  Interest  to  Physicians 
12  NOON — Luncheons  and  Board  of  Trustees’  Meeting 
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SPECIAL  MEETING  ANNOUNCEMENT 

ALCOHOL  AND  DRUG  ADDICTION  IN  DOCTORS 
DIAGNOSIS  AND  TREATMENT 

APRIL  11,  1985  till  noon  on  APRIL  15,  1985 

Place:  GOVERNOR  MORRIS  INN.  Morristown.  NJ  07960 
April  11.  1985  will  include  a special  program  providing  6 CMS  credit 
hours  which  is  entitled:  RECENT  ADVANCES  IN  ALCOHOLISM  & THE 
NEW  JERSEY  IMPAIRED  PHYSICIANS  PROGRAM. 

April  12-15  will  be  an  AA  Recovery  Program  Attendance  Limited  to 
Physicians  who  have  or  may  have  a problem  with  Alcohol  and/or  Drugs, 
PERSONAL  ANONYMITY  WILL  BE  PRESERVED. 

Sponsored  by  the  N.J.  Professional  group  in  A. A. 

For  further  information,  write  to: 

Secretary,  86  Miller  Road,  Morristown,  N.J.  07960 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED 
MEDICAL  TOPICS 

Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediter- 
ranean. 7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN,  MEXICAN,  & ALASKAN  CRUISES. 
Execellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  require- 
ments. 

Information;  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 


THE  NEW  JERSEY  INSTITUTE 
OF  ULTRASOUND  IN  MEDICINE 

in  cooperation  with 

THE  ACADEMY  OF  MEDICINE  OF 
NEW  JERSEY 

present  a symposium  on 

OBSTETRICAL  AND  PERINATAL  ULTRASONOGRAPHY 

SATURDAY,  MARCH  23,  1985 
8:30  A.M.-4:00  P.M. 
at 

SHERATON  INN,  NEWARK  AIRPORT 

The  registrant  will  be  exposed  to  a thorough  review 
of  the  state  of  the  art  in  obstetrical  and  newborn  ultra- 
sonography. The  speakers  are  internationally  known 
authorities  in  the  field. 

PROGRAM  CHAIRMAN:  CHARLES  WHELAN,  M.D., 
Director  of  Radiology,  Mountainside  Hospital,  Mont- 
clair, NJ.,  Assistant  Clinical,  Professor  Radiology,  New 
York  University  School  of  Medicine. 

For  further  information  please  contact: 

EXECUTIVE  OFFICES 

THE  ACADEMY  OF  MEDICINE  IN  NEW  JERSEY 
Two  Princess  Road,  Lawrenceville,  NJ  08648 
(609)  896-1717 


SYMPOSIUM  ON  CURRENT  TECHNIQUES 
IN  EYELID  AND  LACRIMAL  SURGERY, 
April  27,  1985. 

The  University  of  Medicine  and  Dentistry  of  New 
Jersey— New  Jersey  Medical  School,  Christine 
Zolli,  M.D.,  Program  Director,  Registration  infor- 
mation can  be  obtained  from  the  UMDNJ-Con- 
tinuing  Education,  100  Bergen  Street,  Newark,  NJ 
(201)  456-4267. 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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18  Oncology:  Current  Radiation  and 
Therapy 

1 1  A.M.— St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

18  Radiology  Meeting 

7:30  P.M.— Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
Radiology  Section  and  AMNJ) 

20  Basic  M-Mode  Ek:hocardiography 

2 1 for  Ph3Tsicians  and  Technologists 
9 A.M.-5  P.M.— The  Center  for  Health 
Affairs,  Prineeton 

(The  National  Foundation  JorNon- 
invasive  Diagnostics  and  AMNJ) 
25  'Visiting  Professorship  Program 
1:30-5  P.M.— Saint  Barnabas 
Medieal  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

SURGERY 

Mar. 

6 Surgical  Treatment  of  Morbid 
Obesity 


1 P.M. — Christ  Hospital,  Jersey  City 
(AMNJ) 

1 2 Surgical  Grand  Rounds 

19  7-9  A.M.— Hackensack  Medieal 
Center 

(Hackensack  Medical  Center  and 
AMNJ) 

13  Dinner  Meeting 

6:30  P.M. — The  Manor,  West  Orange 
(NJ  Society  of  Colon  and  Rectal 
Surgeons  and  AMNJ) 

Apr. 

2 Surgical  Grand  Rounds 

16  7-9  A.M.—Haekensack  Medical 

30  Center 

(Hackensack  Medical  Center  and 
AMNJ) 

23  Use  of  Laser  in  the  G.I.  Tract 

8-10  P.M. —Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

SURGICAL  SPECIALTIES 
Mar. 

1 Vascular  Surgical  Rounds 

8 4-5  P.M. —Medical  Education  Bldg., 


15  Rm.  593,  New  Brunswick 
22  (UMDNJ) 

29 

Apr. 

4 Vascular  Surgical  Rounds 

11  4-5  P.M  — Medical  Education  Bldg., 
18  Rm.  593,  Rutgers  Medical  School 
25  (UMDNJ) 

12  10th  Annual  NJ  Orthopaedic 

13  Symposium 

UMDNJ-Rutgers  Medical  School 
(NJ  Orthopaedic  Society  and 
AMNJ) 

18  Orthopedic  Problems: 

Nonoperative  Management  of 
Chronic  Back  Pain 

2 P.M. — John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

MISCELLANEOUS 

Apr. 

14  Regional  Scientific  CME  Meeting 

UMDNJ-New  Jersey  Medical 
School,  Newark 

(American  College  of  Physicians, 
NJ  Associates) 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 

WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 

Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 

Copies  of  this  special  issue  are  available  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 

Please  send  a copy  of  the  William  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore  1 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  how  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s— got  together  to  solve 
the  problem. 

We  heat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit— and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 
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BOOK  REVIEWS 


Christensen*s 
Introduction  to  the 
Physics  oj  Diagnostic 
Radiology,  Third  Edition 

Thomas  S.  Cany,  III,  James  E. 
Dowdey,  Robert  C.  Murry,  Jr.  Phila- 
delphia, PA  Lea  & Febiger,  1984. 
Pp.  515.  lllustratedL  ($30) 

This  volume  is  the  latest  edition  of 
a book  that  enjoys  a reputation  of 
being  one  of  the  best  introductory 
texts  on  the  physics  of  radiology. 
The  authors  have  maintained  the 
purpose  of  the  late  Dr.  Christensen, 
to  minimize  formulas  and  to  maxi- 
mize explanations  of  underlying 
concepts. 

The  additions  of  this  book  follow 
the  progress  of  new  technologies  in 
the  field  of  radiology.  The  chapter  on 
NMR  principles  is  one  of  the  clearest 
and  most  complete  reviews  available. 
The  sections  “Digital  Radiography" 
and  “Doppler  Ultrasonography”  also 
are  of  very  high  quality. 

Christensen’s  will  admirably  serve 
a resident,  a radiologist,  or  a physi- 
cian with  interest  in  the  field.  It  is 
highly  recommended. 

Neil  B.  Homer,  M.D. 


Diseases  of  the  Nails  and 
Their  Management 

Baran  and  Dawber  (eds).  Bostoa 
MA  Blackwell  Scientific  Publi- 
cations, 1984.  Pp.  469.  Illustrated. 

In  the  rather  strange  preface  to 
this  book  proclaiming  cross-channel 
amity,  the  French  and  English  edi- 
tor-dermatologists state  their 
purpose:  to  provide  an  international 
reference  book  dealing  with  the  sub- 
ject of  nails.  Then,  they  absolve  the 
minor  contributors  and  state  their 
willingness  to  shoulder  the  blame 
for  the  faults  of  the  product.  More 
work  and  less  mea  culpa  would  have 
been  appreciated.  Reference  books 
do  not  have  to  be  dull,  repetitive 
presentations  of  heaps  of  un- 
digested information. 

Much  of  this  volume,  unhappily,  is 
just  that  sort  of  thing.  For  Instance, 
a nice  picture  and  description  of 
elkonyxls  is  followed  by  “has  been 
described  in  secondary  syphilis,  Rei- 
ter’s syndrome,  and  due  to  trauma” 
No  references  are  given,  and  the 
reader  has  not  learned  much.  It  also 
is  a good  example  of  the  horizontal 
lists  which  are  meant  to  pass  for 
text,  a sad  substitute  for  Instmc- 
tional  writing.  These  horizontal  lists 
are  emphasized  by  the  plethora  of 
full  and  multiple  page  vertical  lists 
which  constantly  intmde,  and 
neither  entertain  nor  enlighten. 

The  sections  on  the  nail’s  stmc- 
ture  and  function  are  dense  and 
confusing,  and  a curious  chapter, 
‘The  Nail  in  Childhood  and  Old 
Age,”  appears  to  be  a filler  which 
could  be  deleted.  It  is  not  rewarding 
to  learn,  in  another  place,  that  the 
“oil  patch”  abnormality  familiarly 
present  in  psoriatic  nails  has  “been 
reported  in  systemic  lupus  eryth- 
ematosus and  may  be  extensive  in 
lectitis  pumlenta  et  granulomata,” 
The  latter  condition  is  crying  for 
eponymic  fame,  except  that  there  is 
but  a single  case  report  to  date.  How- 
ever, it  is  described  in  the  text 
though  not  on  the  page  noted  in  the 
index.  There  are  numerous  and  ob- 
vious misspelled  words  and  names, 
and  a relentless  inclusion  of  print- 
er’s space  savers,  (p.OOO),  for  referen- 
ces that  never  made  it  to  print. 

All  this  is  too  bad  because  the 
book  is  rich  in  excellent  photo- 
graphs which  attest  to  the  author’s 
capabilities.  This  is  parilcularly  evi- 
dent in  the  chapters  containing 
clinical  information  on  nail  changes 


associated  with  internal  disease, 
other  skin  conditions,  and  local 
tumors.  The  material  covering  sur- 
gery offers  clear  diagrams  and  know- 
how details.  The  only  American  con- 
tributor deals  with  the  mysteries  of 
manicuring,  nail  wrapping,  and  nail 
sculpturing. 

Within  this  inflated  volume  is  a 
leaner,  carefully  edited,  useful,  and 
reasonably  priced  handbook  (par- 
don the  pun)  waiting  to  be  pub- 
lished. I’d  wait! 

Christopher  M.  Papa,  M.D. 

The  Thyroid  and  Its 
Disease,  5th  Edition 

DeGroot,  Larsea  Rejetojf,  and  Stan- 
bury.  New  York,  NY,  John  Wiley  & 
Sons,  1984.  Pp.  907.  Illustrated. 
($65) 

Originally  published  in  1937,  this 
book  is  now  in  its  fifth  edition.  It  is 
an  up-to-date  textbook  devoted  to 
the  anatomy  and  physiology  of  the 
thyroid  gland  in  health  and  disease. 
Included  in  this  textbook  is  the  de- 
velopmental structure  of  the  thyroid 
gland,  metabolic  regulation, 
hormonology,  relationship  to  other 
glands,  dysfunction  in  disease,  test- 
ing mechanisms  and  interpretation, 
hereditary  factors,  the  thyroid  in 
nonthyroidal  illness,  and  thyroid 
surgery. 

The  text  attempts  to  bring  to  the 
reader  all  the  significant  advances 
in  thyroid  research  over  the  years, 
and  especially  since  the  1975 
edition:  the  text  manages  to  ac- 
complish this  without  the  pro- 
duction of  two  volumes  of  similar 
size.  Each  chapter  is  followed  by  nu- 
merous references  (one  chapter  with 
over  500  quoted)  for  further  reading 
as  desired.  Some  case  material  is 
presented,  not  all  inclusive,  but  il- 
lustrative. Some  abbreviations  used 
are  not  included  in  the  list  at  the 
front  of  the  text,  so  the  reader  must 
hunt  back  in  the  chapter  for  expla- 
nation. The  tables  are  helpful;  the 
figures  mostly  easy  to  read.  The  vast 
increasing  knowledge  relating  to 
thyroid  function  in  health  and  dis- 
ease, diagnosis,  and  therapy  is 
brought  together  in  this  text  to  the 
reader’s  benefit. 

This  textbook  must  be  considered 
a valuable  library  addition  for  the 
thyroid  student,  researcher,  and 
clinician. 

Mark  M.  Singer,  M.D. 
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Obituaries 


Drs.  Jurkans;  Kaplan; 
Parr;  Roe;  Solk; 
Vandersluis;  Wiesenfeld 


Dr.  Anton  Jurkans 

A member  of  our  Morris  County 
eomponent,  Anton  Jurkans,  M.D., 
died  on  September  22,  1984,  at 
Dover  General  Hospital.  Bom  in  Lat- 
via in  1905,  Dr.  Jurkans  reeeived  his 
medical  degree  from  the  University 
of  Latvia  in  1931.  Emigrating  to  the 
United  States,  he  served  residencies 
in  Plattsburgh,  New  York,  and 
Louisville,  Kentucky.  From  1953 
until  his  retirement.  Dr.  Jurkans.  a 
psychiatrist,  was  affiliated  with 
Greystone  Park  Psychiatric  Hospital. 
In  1981  he  received  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  of  medical  practice. 

Dr.  Joseph  E.  Kaplan 

Joseph  Elliott  Kaplan.  M.D.,  an  in- 
ternist and  ophthalmologist  in 
Ventnor  City,  died  in  Atlantic  City 
Medical  Center  on  August  7,  1984, 
at  the  venerable  age  of  87.  Bom  in 
Russia,  Dr.  Kaplcin  emigrated  to  the 
United  States  and  received  his  medi- 
cal degree  from  St.  Louis  University 
School  of  Medicine,  Missouri,  in 
1924.  He  was  affiliated  with  Wills 
Eye  Hospital,  the  Hospital  of  the  Uni- 
versity of  Pennsylvania,  Philadelphia 
General  Hospital,  and  Albert  Ein- 
stein Medical  Center,  Philadelphia, 
in  his  early  career  when  he  was  a 
member  of  the  Philadelphia  (Penn- 
sylvania) County  Medical  Society, 
and  continued  his  affiliation  even 


after  joining  our  Atlantic  County 
component,  in  1976. 

Dr.  Leonard  L.  Parr 

On  September  24,  1984,  Leonard 
Lloyd  Parr,  M.D.,  died  at  his  home  in 
Summit,  of  a myocardial  infarction. 
Only  52  years  of  age.  Dr.  Parr,  a 
member  of  our  Essex  County  com- 
ponent, was  an  internist  and  psy- 
chiatrist with  offices  in  Newark.  A 
native  of  New  York,  Dr.  Parr  received 
his  medical  degree  from  Chicago 
Medical  School  in  1956,  and  became 
affiliated  with  Saint  Michael’s  Medi- 
cal Center,  Newark,  He  was  a mem- 
ber of  the  American  Medical  As- 
sociation. 

Dr.  William  J.  Roe 

A prominent  Englewood  surgeon, 
William  Joseph  Roe,  M.D.,  died  on 
October  31,  1984,  at  the  age  of  63. 
A native  of  Paterson,  Dr.  Roe  re- 
ceived his  medical  degree  from 
Georgetown  University  School  of 
Medicine  in  1945.  Originally  he  es- 
tablished a practice  in  general  and 
thoracic  surgery  in  Teaneck,  later 
moving  his  office  to  Englewood.  A 
member  of  our  Bergen  County  com- 
ponent, as  well  as  being  a member 
of  the  American  Medical  Associa- 
tion, Dr.  Roe  held  membership  in  a 
number  of  prestigious  professional 
organizations.  He  was  a Fellow  of  the 
American  and  International  Colleges 
of  Surgeons;  a Fellow  of  the  Ameri- 
can Academy  of  Cerebral  Palsy;  as 
well  as  being  board  certified  in  both 
general  and  thoracic  surgery.  Dr. 
Roe  had  been  affiliated  with 
Paterson  General  Hospital;  Holy 
Name  Hospital,  Teaneck;  Bergen 
Pines  County  Hospital,  Paramus; 
Chilton  Memorial  Hospital, 
Pompton  Plains;  and  United  Hospi- 
tals Medical  Center,  Newark.  He  ser- 
ved as  assistant  clinical  professor  of 
surgery  at  the  New  Jersey  Medical 
School,  Newark.  He  had  been  presi- 
dent of  the  Bergen  County  Medical 
Society  and  also  of  the  Bergen  Coun- 
ty Heart  Association. 

Dr.  Arthur  G.  Solk 

At  the  remarkable  age  of  88, 
Arthur  George  Solk,  M.D.,  died  at 
Saint  Michael’s  Medical  Center, 
Newark,  on  September  16,  1984. 
Bom  in  Russia  and  emigrating  to 
the  United  States,  Dr.  Solk  earned 
his  medical  degree  at  Bellevue  Hos- 


pital Medical  College,  New  York,  in 
1920.  Dr.  Solk  was  an  orthopedic 
surgeon  in  Newark,  affiliated  with 
St.  James,  Saint  Michael’s,  and  Pres- 
byterian Hospitals,  in  that  city.  He 
was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the 
American  Medical  Association  and 
of  our  Essex  County  component. 

Dr.  Harold  H.  Vandersluis 

Harold  Henry  ’Vandersluis,  M.D.,  a 
retired  member  of  Bergen  County 
component,  died  on  October  12, 
1984,  at  Osprey,  Florida,  at  the  age 
of  83.  Bom  in  Fergus  Falls,  Minne- 
sota Dr.  Vandersluis  received  his 
medical  education  at  the  University 
of  Minnesota  Medical  School  and 
graduated  in  1927.  He  was  a general 
practitioner  with  emphasis  on  ear, 
nose,  and  throat  problems  who  ser- 
ved the  Park  Ridge  community 
where  he  resided  for  over  43  years. 
He  was  affiliated  with  Hackensack 
Hospital,  had  been  a member  of  the 
Park  Ridge  Board  of  Health  for  10 
years,  serving  as  president  in  1941. 
He  had  been  school  physician  in  the 
communities  of  Montvale,  Woodcliff 
Lake,  and  Park  Ridge,  and  organized 
and  served  as  medical  advisor  to  the 
Tri-Boro  Ambulance  Corps  for  34 
years.  He  was  a medical  examiner  for 
the  Selective  Service  System  during 
World  War  II.  Dr.  Vandersluis  was 
also  an  accomplished  pilot,  named 
to  the  Aviation  Hall  of  Fame  in 
Teterboro.  He  was  a member  of  the 
American  Medical  Association,  and 
in  1977  Dr.  Vandersluis  received 
MSNJ’s  Golden  Merit  Award  honor- 
ing his  50  years  as  a physician. 

Dr.  Benjamin  Wiesenfeld 

A Perth  Amboy  orthopedic  sur- 
geon, Benjamin  Wiesenfled,  M.D., 
died  on  October  13,1 984,  at  the  age 
of  74.  A member  of  our  Middlesex 
County  component.  Dr.  Wiesenfeld 
received  his  medical  degree  from  the 
Faculty  of  Medicine  at  the  University 
of  Edinburgh,  Scotland,  in  1936.  Re- 
turning to  the  United  States,  he  es- 
tablished his  practice  in  Wood- 
bridge,  later  moving  to  Perth  Amboy. 
He  had  affiliations  with  the  Hospital 
Center  at  Orange,  J.F.  Kennedy  Hos- 
pital, Edison,  and  Perth  Amboy  Gen- 
eral Hospital.  He  was  a Fellow  of  the 
American  Academy  of  Orthopedic 
Surgeons  and  a Diplomate  of  the 
American  Board  of  Orthopedic  Sur- 
gery. 
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The  Journal  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  of  The 
Journal  are  educational 
and  informational.  All 
material  published  in  The 
Journal  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
taiy  (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Aet  of  1976  (effective  Janu- 
aiy  1.  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  The  Journal  of 
the  Medical  Society  of  New  Jersey 
must  contain  the  following  language 
and  must  be  signed  by  all  authors: 

"In  consideration  of  The  Journal 
of  the  Medical  Society  of  New  Jersey 
taking  action  in  reviewing  and  edit- 
ing my  submission,  the  author(s) 
undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all 
eopyright  ownership  to  the  Medical 
Society  of  New  Jersey,  in  the  event 
that  such  work  is  published  in  The 
Journal.  MSNJ.” 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  artieles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  artiele. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub 
Usher  must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol—“. 

The  siunmary  of  the  artiele  should 
not  exeeed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medicos: 

1.  Goldwyn  RM:  Subcutaneous 

mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
aeknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  The  Journal. 
MSNJ.  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Americana 
Host  Farm  Resort 


HOUSING ' 
APPLICATIO 


219TH  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  MAY  2,  TO  SUNDAY,  MAY  5,  1985 

THE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
MODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
DAILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
URDAY NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
FEATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
AND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
SERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED: 

• Forms  received  after  April  1,  198 
will  be  confirmed  on  an  “if  ava 
able”  basis. 

• Fill  out  only  one  form  for  each  roo 
required. 

• DEPOSIT  OF  $100  PER  ROO 
MUST  ACCOMPANY  FORM  T 
CONFIRM  RESERVATIONS. 

• Please  make  check  payable  1 
HOST  FARM.  Major  credit  cards  a 
cepted  at  hotel,  but  not  for  deposi 

• Hotel  confirmation  is  required  fi 
check-in. 

• Send  form  and  deposit  to: 

Host  Reservations 
2300  Lincoln  Highway  East 
Lancaster,  PA  17602 
717-299-5500 

FOUR-NIGHT  PACKAGE 

$435.00  PER  PERSON,  SINGLE  OCCUPANCY 
$324.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$120.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

THREE-NIGHT  PACKAGE 

$337.00  PER  PERSON,  SINGLE  OCCUPANCY 
$251.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 90.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

TWO-NIGHT  PACKAGE 

$238.00  PER  PERSON,  SINGLE  OCCUPANCY 
$177.00  PER  PERSON,  DOUBLE  OCCUPANCY 
$ 60.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 

CHECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 

□ WILL  BE  SHARING  ROOM** 

“The  hotel  will  not  be  responsible  for  assigning  roommates.  Unless  roommate  is  stated,  you  will  be 

assigned  a single  occupancy  accommodation. 


PLEASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


NAME: NO.  of  CHILDREN:  . 

ROOMMATES:  CHILDREN’S  AGES: 


ADDRESS: 
CITY:  


PHONE: STATE: ZIP:  . 

CHECK  IF  OFFICIAL  DELEGATE  □ COUNTY: 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 


ARRIVAL  DATE 

DAY 

DEPARTURE  DATE 

DAY 

MEDICAL  SOCIETY  OF  NEW  JERSEY— 21 9TH  ANNUAL  MEETING 


#2; 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 


2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa.  Turnpike.  Take  Pf 
Turripike  West  to  Interchange  No. 
21 . Travel  South  on  U.S.  Rte,  222 
to  U.S.  Route  30.  Travel  East  on 
U.S.  Route  30,  approximately  5 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa.  Turnpike  to 
Int.  19.  Go  South  on  1-283  (or  30 
miles  into  Route  30  East  for  6 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No.  21 . Travel  South  on 
U.S.  Rte.  222  to  U.S.  Route  30. 
Travel  East  on  U.S.  Route  30,  ap>- 
proximately  5 miles  to  Americana 
Host  Farm  Resort. 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa.  Turn  East  on  U.S. 
Route  30  (or  32  miles  to  Ameri- 
cana Host  Farm  Resort 


BY  AIR 

Harrisburg  International  Airfwrt 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U.S. 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  (lights  via 
U.S.  Air. 

BY  RAILROAD 
Amtrak  to  Lancaster  Station. 
Taxi  and  Rent-a-Car  Service 
available 
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MEDICAL  DIRECTOR 

State  facility  caring  for  over  500  developmentally  disabled 
clients  seeks  qualified  candidates  for  the  position  of  Medi- 
cal Director. 

Applicants  must  be  licensed  to  practice  in  NJ.  Certification 
in  internal  medicine  or  pediatrics  with  exposure  to  care  of 
the  developmentally  disabled  preferred.  Must  have  the 
ability  to  assume  clinical  and  administrative  responsibility 
for  medical  care  of  clients.  Salary  negotiable. 

Contact  Personnel  (609)  466-0400,  ext.  503  or  forward  vitae 
to: 

NORTH  PRINCETON  DEVELOPMENTAL  CENTER 

Box  1000,  Princeton,  NJ  08540 
Equal  Opportunity  Employer  M/F 


FOR  SALE 

Boardwalk,  Atlantic  City 

One-bedroom  condo  in  prestigious  Ocean  Club 
26th  Floor  with  ocean  view 
Occupancy,  Spring-85 
Will  sell  below  market  price 


For  information  please  call  201  -589-4332 
Mon.  thru  Sat.,  9 am  to  6 pm  or  731-2350  evenings 


PRACTICE  OPPORTUNITIES 

ALLERGY  — Suburban  Philadelphia— fully 
equipped,  excellent  staff,  and  favorable 
lease. 

PEDIATRICS — New  Jersey  near  NYC— very  suc- 
cessful practice  with  excellent  growth  record. 

ENT— Pennsylvania— large,  fast-growing  prac- 
tice. All  new  equipment. 

IM /RHEUMATOLOGY — Arizona— well-equipped 
practice  in  large  city. 

OB/GYN— Washington  State— Seller  moving, 
needs  Buyer  ASAP. 

DERMATOLOGY— High  Income  Connecticut 
practice. 

For  more  information  on  these  or  other  practice 

sales  or  position  opportunities,  call  (215) 

667-8630  or  send  your  Curriculum  Vitae  to: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

403  GSB  Building 
Bala  Cynwyd,  PA  19004 


DELUXE  OFFICE  SPACE  AVAILABLE! 

Bergen  County,  Westwood,  NJ,  close  to  Pascack  Valley 
Hospital— approximately  1300  square  feet— General  of- 
fice, four  private  offices,  two  lavatories,  waiting  room— 
All  utilities  paid  by  landlord,  including  jani- 
torial— 24  hour  access — IMMEDIATE  OCCUPANCY. 


GLEMBY  REALTY  AGENCY,  INC. 
57  Jefferson  Avenue 
Westwood,  N.J. 

201-664-5544  or  201-444-5958 


CUSTOM  BUILT  HOME/OFFICE 
LIVINGSTON,  N.J. 

A 2-year-old  state-of-the-art  all  Brick  Expanded  Ranch 
featuring  the  finest  amenities  available  including  spec- 
tacular kitchen,  formal  dining  room,  stunning  family 
room,  5 bedrooms,  3V2  baths,  3-car  garage  plus  at- 
tached 700  sq.  ft.  suite  of  offices  with  private  entrance 
and  ample  parking.  Prime  location.  Call  for  complete 
information. 

DISTINCTIVE  PROPERTIES,  INC.  REALTORS 

THE  MALL  AT  SHORT  HILLS 
SHORT  HILLS,  N.J.  07078 
(201)  564-9700 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth's  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 
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CLASSIFIED  ADVERTISEMENTS 


NEEDED— ASSOCIATE— Busy  Union 
general  internist  with  interest  in 
cardiology  desires  an  associate  in 
Internal  Medicine  with  sub-specialty 
interest.  Terms  are  negotiable.  Call 
1-201-688-2480. 


NEEDED— EMERGENCY  PHYSICIAN— 

For  new  urgent  care  center  in  west 
Morris  County.  Excellent  opportunity. 
Reply  Box  No.  104,  JMSNJ. 


NEEDED— EMERGENCY  PHYSICIAN— 

Full  and  part-time  positions  available. 
Residency  training  in  E.M.,  F.P.,  l.M.  or 
Surg.  and  ACLS  certification  required. 
250-bed  community  hospital  with  FP. 
Residency.  Apply  to  Howard  Swidler, 
M.D.,  185  Roseberry  Street,  Phillipsburg, 
NJ  08865.  201-859-1483. 


NEEDED— INTERNIST-To  join  active  3 
man  pediatric  practice.  Fully  furnished 
offices  with  lab  and  x-ray  available.  Excel- 
lent opportunity.  Call  201-584-9390. 


NEEDED— PHYSICIANS— For  successful 
well  known  walk-in  medical  office  center. 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  M.D.s. 
Send  CV  to  E.  V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812. 


NEEDED  — PHYSICIANS  — New  pro 

fessional  office  center.  Ideal  location  for 
all  specialties.  X-ray  and  lab  available. 
Many  extras.  201-584-9390. 


NEEDED — SURGEON — Board  eligible 
wanted  part-time  as  surgical  assistant 
for  surgical  group  in  Ocean  County. 
Preference  for  older  surgeon.  Reply  to 
Box  No.  120,  JMSNJ. 


PRACTICE  WANTED — General  Internist 
is  interested  in  buying  a practice  in 
Camden,  Burlington  or  Gloucester  Coun- 
ty, Write  Box  No,  117,  JMSNJ. 


CARDIOLOGY— Non  -invasive  cardiology 
fellow  seeks  to  practice  internal  medicine 
and  cardiology  in  Northern  or  Southern 
New  Jersey.  Please  reply  to  Box  No.  1 1 8, 
JMSNJ. 


INTERNIST — Board  certified,  board 
eligible  I.D.  looking  for  job  opportunity  or 
group  practice.  Available  July  1985. 
Phone  201-731-9303. 


INTERNIST — Will  complete  training, 
Wayne  State  University  and  be  board 
eligible  by  June  1985.  Desires  of- 
fice/hospital work  in  any  part  of  NJ. 
Please  call  313-268-8832  or  write  to  Dr. 
Ovid  Mercene,  2157  14  Mile  Road,  Apt. 
206,  Sterling  Heights,  MI  48077. 


PEDIATRICIAN  — Seeks  part-time 
sessions  in  Northern  New  Jersey.  Flexible 
hours.  University  trained.  Board  eligible, 
experienced,  commencing  own 
subspecialty  practice.  Write  Box  No.  1 19, 
JMSNJ. 


RADIOLOGIST — Diagnostic  radiologist, 
32  years  old,  Mayo  Clinic  trained,  ex- 
perienced in  all  aspects  of  radiology, 
seeks  opportunity  to  practice  in  New  Jer- 
sey or  greater  Philadelphia  area. 
Interested  in  locum  tenens.  Interpreting 
all/or  selected  films.  Full  or  part-time 
position  in  a clinic  setting.  Call 
215-245-8904. 


RADIOLOGIST — Board  certified  in  radio- 
logy and  nuclear  medicine.  Teaching 
hospital  affiliation.  Desires  supervision 
of  Nuclear  Medicine  with  ultrasound  and 
CT.  New  Jersey  license.  Reply  to  Box  No. 
107,  JMSNJ. 


SURGICAL  ASSISTANT-Board  certified 
Ophthalmologist  would  like  a position  as 
a surgical  assistant,  2 or  3 days  a week. 
Would  prefer  Central  New  Jersey  but 
would  consider  other  locations  in  the 
New  Jersey-New  York  area  Write  Box  No. 
98,  JMSNJ. 


HOME/OFFICE  FOR  SALE  — Four 
bedroom  colonial  with  800  square  foot 
office  attached  with  4 exam  rooms,  lab, 
waiting  room.  Located  in  fastest  growing 
area  in  NJ;  Marlboro-Manalapan  Town- 
ship. Asking  $154,500.  Call 
201-946-2286. 


PROFESSIONAL/RESIDENTIAL— Home 
and  well-established  Family  Practice  for 
sale.  Offices  in  handsome  Georgian  Col- 
onial house.  Desirable  and  convenient  lo- 
cation. 15  miles  west  of  New  York  Easy 
community.  Fine  teaching  hospitals.  Ex- 
cellent schools.  Reply  Box  No.  115, 
JMSNJ. 


MEDICAL  PRACTICE  FOR  SALE— Active 
medical  practice  in  internal  medicine 
and  cardiology.  Completely  equipped. 
High  volume.  Fast  growing  Princeton 
area  Available  immediately.  Reply  to  Box 
No.  116,  JMSNJ. 


OFFICE  FOR  RENT — Bound  Brook  NJ. 
Fully  equipped  office  used  for  primary 
female  care  by  a husband-wife  team, 
available  at  once  due  to  Illness,  Wonder- 
ful opportunity  to  get  fast  start  in  prac- 
tice, in  a good  town  on  public  transpor- 
tation route.  Call  Jon  Wilson  at 
201-356-6263  for  particulars. 


OFFICE  FOR  RENT — Elizabeth,  NJ.  Ad- 
jancent  to  large,  busy  neighborhood 
pharmacy,  1,000  square  feet.  Ample 
parking  close  to  several  hospitals.  Phone 
201-353-0051. 


OFFICE  SUITE — Southern  New  Jersey. 
Office  suite  for  lease  in  beautiful  new 
professional  center  in  Gloucester  Town- 
ship, a rapidly  growing,  highly  desirable 
area  Ideal  for  family  practice  or  special- 
ist. Center  to  be  complete  early  1985.  Call 
Dr.  Ribatsky. 


OFFICE  SPACE— Kenilworth,  NJ.  Space 
available  for  rent  in  medical  office.  Call 
201-272-5750. 


OFFICE  SPACE— SUBLET— Physician  s 
office  in  the  center  of  Highland  Park,  NJ. 
2-3  days/week  Telephone  201-562-0242. 


OFFICE  FOR  RENT  OR  SHARE— New 

Brunswick/Highland  Park  area. 
Furnished  700  square  feet.  Ample  park- 
ing. Close  to  the  hospital.  Rent,  $500  a 
month  plus  utilities.  Share,  $300  a 
month  including  utilities.  Call 
201-846-1661  or  201-572-7553. 


OFFICE  SPACE — Share  well  appointed 
attractive  2000  square  foot  office  with 
well  established  internist  in  Livingston. 
X-ray  available.  Any  specialty.  Call 
201-992-1811. 


OFFICE  SPACE— SUBLET— Livingston, 
700  feet.  Medical  building.  Furnished. 
Excellent  parking.  Newly  decorated.  Ex- 
cellent location.  Available  all  day  Mon- 
days, Thursdays,  Fridays,  Saturdays, 
Sundays.  Contact  Dr.  Lazar 
201-568-3742. 


VACATION  HOME  RENTAL— Hilton 
Head  Island,  S.C. — Rent  villa  from  owner 
at  Palmetto  Dunes  at  discount.  Three 
bedrooms,  each  with  private  bath.  Decor- 
ator furnished.  Golf,  tennis,  beach,  pool 
available.  Call  201-379-5317. 


RATE  INFORMATION  FOR  MEMBERS:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance. 
WORD  COUNT:  Count  as  one  word  all  single  words,  two  Initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000, 
c/o  JMSNJ"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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Physician  practice  opportunities,  offer- 
ing both  professional  and  financial 
growth,  are  still  available  at  the  Geisinger 
Clinic,  part  of  a nationally  recognized, 
multi-institutional  health  care  system.  We 
are  continuing  to  expand  our  network  of 
group  practices  throughout  central  and 
northeastern  Pennsylvania  in  response  to 
growing  demand  for  our  services.  Oppor- 
tunities currently  exist  for  certified  or 
board  eligible  specialists  in  these  areas: 

• Family  Practice 

•Neurology 

• Urology 

• Ob/Gyn 

• Emergency  Medicine 

• Internal  Medicine 

• Radiology 


Comprised  of  more  than  275  physi- 
cians in  56  clinical  specialties,  and  te 
locations,  the  Geisinger  Clinic  providf 
services  throughout  a 26-county  area 
New  sites  will  be  staffed  during  the 
coming  year  and  will  provide  a variety 
practice  settings  from  solo  operation  j 
multispecialty  groups  in  both  metro- ' 
potitan  and  small  town  communities. 
This  network  will  also  facilitate  the 
planned  expansion  of  our  pre-paid  , 
health  insurance  program. 

Physicians  seeking  to  combine  pro* 
sional  fulfillment  with  an  attractive  ant 
relaxed  small  town  lifestyle  will  find  th 
rural  setting  most  appealing.  Outdoor 


recreation  facilities  abound,  and 
Philadelphia,  Baltimore  and  New  Yorli 


are  within  a three  hour  drive.  Compet 
compensation  includes  an  attractive 
guarantee  plus  productivity  based  inc 
tives.  Benefits  include  4 weeks  vacati 
four  weeks  educational  time,  compre- 
hensive health,  malpractice,  life  and 
disabilitv  insurances. 


To  learn  more  about  these  professional  opportunities,  call  Dick  Hauck,  Director 
of  Human  Resources  at  Geisinger  Clinic,  Dept.  17-00,  Danville,  PA  17822.  Or 
call  (717)  271-6744.  An  Equal  Opportunity  Employer  M/F 
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E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 
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ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
UFE 
IRA 

PENSION 


75  Montgomeiy  Street 

Jersey  City,  N.J.  07201 

(201)  333-4340  1(800)  BLANK  AG 


“Why  your 
investments 
aren’t  as  successful 


Face  it.  Few  problems 
are  as  complex  as  the 
management  of  your 
practice,  money  and 
taxes.  And  few  health 
care  practitioners  have 
the  extensive  specialized  expertise 
necessary  for  success  in  precisely 
these  disciplines.  Expertise  which 
is  vital  to  achieving  financial 
growth,  and,  ultimately,  independence. 

As  one  of  the  health  care  practitioners  who  has  been 
fortunate  enough  to  gain  these  crucial  financial  skills, 
Fd  like  to  share  a few  observations  on  why  so  many 
otherwise  successful  practitioners  don’t  have  similar 
success  when  it  comes  to  their  investments. 

Strategies  to  make  your  earnings  grow 
A successful  practice  alone  is  not  enough  to  guarantee  your 
financial  independence.  That  requires  a careful  balance  of 
prudent,  disciplined  tax  planning  and  professional  manage- 
ment of  your  retirement  assets. 

Too  many  of  you  have  relied  far  too  much  on  the  stock 
market.. .and  paid  the  price  for  its  unpredictability.  Why 
assume  such  risk-when  you  can  pursue  a conservative,  non- 
stock market  approach  that  provides  for  a reliable,  real  rate 
of  return?  A diversified  portfolio  based  on  short-term  guar- 
anteed investment  vehicles,  as  well  as  real  estate  invest- 
ments designed  specifically  for  retirement  plans,  can 
satisfy  both  your  immediate  and  future  financial  needs. 


By  Dr.  S.R.  Sarantos 


to  making  more  of  what  you  earn  with  the 
help  of  our  team  of  qualified  specialists. 
So  call  me,  or  my  colleagues.  Dr. 
David  Raucher,  or  Jay  Cruice,  Certi- 
fied Financial  Planner,  today.  What- 
ever your  concems-practice  eval- 
uation, investment  counseling,  or 
any  other  aspect  of  personal  finan- 
cial planning-one  firm  does 
have  the  financial  solutions 
for  the  health  care  practitioner... Sarantos  & Company. 

Sarantos  & Company,  Inc. 

Registered  investment  advisors 
800-223-0164  201-539-4000 

“Total  financial  planning  for  the  health  care 
practitioner” 

Mail  Sarantos  & Company,  Inc.  "| 

To:  240  Cedar  Knolls  Road  I 

Cedar  Knolls,  N.J.  07927-9990  I 

^ YES,  send  me  my  free  copy  of:  | 

“25  Investment  Pitfalls  and  How  the  Health  . 
Care  Practitioner  Can  Avoid  Them.” 

Also  send  me  information  on:  i 

□ Personal  Financial  Planning  . 

□ Investment  Management  for  Retirement  Plans  ' 


Call  in  the  right  professionals  now 
Deciding  how  to  invest  isn’t  easy.  Financial  strategies 
present  a complex  picture-but  the  right  professionals  can 
help  you  focus  in  on  the  best  solutions  for  you.  I’ve  compiled 
“25  Investment  Pitfalls  and  How  the  Health  Care  Practitioner 
Can  Avoid  Them.”  Your  phone  call  or  coupon  will  bring  these 
valuable  insights  free  of  charge-and  start  you  on  the  path 
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7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore! 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  bow  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  heat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 
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lustration by  William  Harmuth. 
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THE LONGER 

YOU  WAIl..m 


FATTEi 

STOP  OVER  FEEDING  THE  IRS. 

Have  you  been  feeding  the  IRS 
more  of  your  hard-earned  money 
than  you'd  like?  Then  open  a 
Midlantic  Hungry  IRA.  You'll  not  only 
get  an  immediate  tax  break, 
you'll  start  earning  tax- 
deferred  interest. 

Every  dollar  you  put 
into  a Midlantic  IRA 
deductible  at  tax 
time.  That  means 
up  to  $2,000  a 
year  if  you're  a 
single  wage  earner 
...up  to  $2,250  if 
either  you  or  your 
spouse  work.  And 
up  to  $4,000  yearly 
if  you  are  married 
and  both  work. 

And  the  money 
you  save  will  be  tax 
deferred  and  making 
money  until  you  retire, 
when  you'll  probably  be  in  a 
lower  tax  bracket. 

Every  one  of  our  IRAs 
has  an  appetite  for  growth 
—with  hungry  rates  and  a 
i flexible  range  of  maturi- 
ties. You  can  choose  from  four 
convenient  investment  options, 
including  our  Money  Market  IRA. 


Federal  regulations  require  a substantia/  interest  penalty  for  withdrawals 
from  certWcates  before  maturity.  Withdrawals  from  an  IR4  plan  are  taxable  as 
ordinary  Income  In  the  year  of  withdrawal  and  before  age  59Vi  are  also  subject  to  tax  penalty. 


GETS. 

OPEN  A HUNGRY  IRA  TODAY. 


It's  a flexible  account  that  pays 
money  market  rates  and  lets  you 
make  additional  contributions 
any  time. 

So  why  keep  feeding  the 
IRS  when  you  can  open  a 
Hungry  IRA  at  Midlantic. 
To  find  out  how  easy 
it  is,  stop  by  any 
Midlantic  branch. 

And  take  a 
I little  weight 


off  Uncle  Sam. 

FOOD 
FOR  THOUGHT 
FROM  THE 
HUHGRY 
BARKERS 


Midlantic 


Member  FDIC 
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with  Benefits  for 
a Lifetime 

ONCE-DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA — either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE-DAILY 


The  appearance  of 
INDERAL  LA 


_ capsules  is  a registered 

/V\#orcf  trademark  of 

Ayerst  Laboratories 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


INDERALLA 

(PROPRANOLOL  HCI)  CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  al  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  ot  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  trom  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  ot  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  ot  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  trom  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygea  tequirenfrent  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholarritne-ifidueecf'fhcreases  in  the  he^ft  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  festoliCv 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  rfbet%adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset‘'of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  biock^e,  INDERAL  also  exerts  a quinidine-llte 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential..Jhe,,signjS^! 
cance  of  the  membrane  action  in  the  treatment  of  afthyttirwas  is  uncertain  ^ ' 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  beert established 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  Of  pathologteofj 
functional  changes,  sympathetic  activity  is  detrimeptai  to  the  patieRt  .But  there  are  als^ 
situations  in  which  sympathetic  stimulation  is  vital.  For'exampfe,  in  patfe'nts  with  severely ' 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  ot  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outtlow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  tunction  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
oven  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  ot  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  it  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
ot  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
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MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g,, 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
lD©t3  blockors 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin, 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism.  Including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General.  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  lexcity  There.were  no  druig-related  tumorigenic  effects  at  any  of  the  dosage 
te\«l8,  R^oductil®  studies  in  anldiats  ($d,  not  show  any  impairment  of  fertility  that  was 
attnbtrtaWe  to  the  drug  ' -■  , 

.PrSgsaacy.  Begnancy  Cate^»y  C IKTDERAL  has  been  shown  to  be  embryotoxic  in 
animal  stucBes  at;d^fes:,abOut  1Q  ti*nesgreat©Bthan  the  maximum  recommended  human  dose. 

Thereare  no  adequate  ardiWett-eonfroBed  studies  m pregnant  women,  inderal  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  tfyhms:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  IS  adlWftistered  to  a nursing  woman. 

. Peeftatrrc  t&eff Safety  and  #ffectiven®s  in  children  have  not  been  established. 
.tWDVEnSE  REACTIONS.  Most  Averse  effects  have  been  mild  and  transient*  and  have 
rarely  required  the -wi.tddramldf 

CMiQvascuka;  bradycardia  ca^stive  hqart  farture  intensification  of  AV  block;  hypo- 
tafision-p^esthesterrfhafidSr'ttororrTOcytdpantepurpura  arterial  insufficiency,  usually  ot  the 
Raynaud  type  ~ 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reswsfble  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm. 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura, 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained,  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 

HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  Individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS), 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
vV66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS-^80-160  mg  INDERAL  LA  once  daily, 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

*The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories, 
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PROFESSIONAL  LIABILITY  CRISIS 

Professional  liability  rates  in  New  Jersey  will  rise  an 
average  of  24  percent  for  Medical  Inter-Insurance  Ex- 
change of  New  Jersey  (MIIENJ)  insureds  on  February 
1,  1985.  Severity  and  frequency  of  claims  are  rising 
dramatical^.  MSNJ  and  the  MIIENJ  jointly  are  work- 
ing on  tort  reform  and  risk  prevention  measures.  New 
Jersey  physicians  will  be  asked  to  commit  their  time 
and  energy  toward  resolving  this  problem. 

PRO  IN  NEW  JERSEY 

MSNJ  held  a series  of  meetings  on  PRO  implementa- 
tion in  New  Jersey.  The  meetings  were  open  to  the 
membership  and  were  held  on:  February  1,  1985,  at 
MSNJ  headquarters;  February  9,  1985,  at  the  Saddle- 
brook  Marriott;  and  February  10,  1985,  at  the 
Sheraton  Poste  in  Cherry  HiU. 

The  Society  will  seek  to  coordinate  its  efforts  with 
the  AMA  which  adopted  the  following  resolutions  in 
December  1984: 

Resolved,  that  the  AMA  continue  its  support  for 
professionally  directed  programs  of  medical  peer 
review  which  place  the  emphasis  on  quality 
rather  than  cost;  and  be  it  further 

Resolved,  that  the  AMA  actively  oppose  the  Health 
Care  Financing  Administration’s  continued  use  of 
arbitrary  admission  and  quality  objectives  in  the 
activities  of  Professional  Review  Organizations 
(PROs);  and  be  it  further 

Resolved,  that  the  AMA  implement  a PRO  monitor- 
ing system  within  the  federation  to  obtain 
documentation  necessary  to  redress  PRO  im- 
plementation problems  through  legislative  and 
regulatory  means;  and  be  it  further 

Resolved,  that  the  AMA  urge  the  federation  to  col- 
lect and  provide  information  to  the  Association 
documenting  PRO  implementation  problems  and 
deficiencies;  and  be  it  further 

Resolved,  that  the  AMA  actively  seek  legislation  to 
correct  demonstrated  Inequities  in  the  implemen- 
tation of  the  PRO  program. 

Substitute  Resolution  10  adopted. 


Resolution  103  asked  that  the  AMA  petition  the 
Health  Care  Financing  Administration  to  establish  a 
mechanism  for  discussion  and  resolution  of  Pro- 
fessional Review  Organization  issues  between  HCFA 
the  PRO,  and  the  practitioner. 

The  House  of  Delegates  amended  Resolution  103  to 
read  as  follows: 

“Resolved,  that  the  American  Medical  Association 
petition  the  Health  Care  Financing  Adminis- 
tration (HCFA)  that  for  those  instances  in  which 
Medicare  guidelines  appear  to  be  medicalfy  un- 
sound or  contraiy  to  principles  of  practice  there 
be  established  a prompt  easy-access  mechanism 
for  discussion  of  and  resolution  of  differences  be- 
tween HCFA,  the  Peer  Review  Organizations 
(PROs),  and  the  practitioners  of  medicine.” 

Resolution  103  adopted  as  amended. 

STATE  REINSURANCE  ASSOCIATION  PROBLEMS 

The  State  Reinsurance  Association  which  no  longer 
is  actively  writing  insurance  has  declared  a $55  million 
deficit.  The  Commissioner  of  Insurance  is  expected  to 
announce  a formula  of  assessment  to  meet  or  reduce 
the  deficit.  MIIENJ  strongly  is  maintaining  its  in- 
sureds cannot  be  held  subject  to  that  assessment. 

TRAINING  SEMINAR 

The  AMA  is  offering  a media  training  conference  at 
the  San  Diego  Sheraton  Harbor  Island  East  Hotel  from 
May  2 to  5,  1985.  For  registration  contact  the  Speakers 
Training/Health  Reporting  Conference,  AMA  Room 
4278,  535  North  Dearborn,  Chicago,  IL  60610. 

COMMERCIAL  ALLERGY  TESTING 

Tccims  of  business  people,  moving  from  town  to 
town,  and  representing  themselves  to  the  public  as 
legitimate  medical  workers,  are  making  lots  of  money 
by  running  so  called  “cytotoxic”  food  allergy  tests  on 
people’s  blood. 

As  reported  by  Medical  World  News  (25:22,  1984), 
this  is  a franchised  business  that  has  no  valid  scien- 
tific basis  and  which  recently  has  been  denounced  by 
the  American  Association  of  Allergists  and  Im- 
munologists, the  American  College  of  Chest  Phy- 
sicians, and  the  U.S.  Food  and  Drug  Administration. 
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Attendance  at  Board  of  Trustees’  Meeting:  County  Societies 
July  1984-December  1984 


Atlantic  County 

September  16  Alan  J.  Simpson,  M.D.,  President 


Bergen  County 

July  15 
September  16 

October  2 1 


November  18 


December  16 


Marc  J.  Ciilly,  M.D.,  President 
Christopher  T.  Reilly,  M.D., 
President-Elect 
Marc  J.  Crllly,  M.D.,  President 
Christopher  T.  Reilly,  M.D., 
President-Elect 
Bernard  Gardner,  M.D. 

• John  G.  Nagel,  M.D. 
Christopher  T.  Reilly,  M.D., 
President-Elect 
Christopher  T.  Reilly,  M.D., 
President-Elect 


Burlington  County 

July  15 
September  16 
October  21 
November  18 


Charles  J.  Moloney,  M.D. 

Rodolfo  C.  Pascual,  M.D.,  President 
Rodolfo  C.  Pascual,  M.D.,  President 
Rodolfo  C.  Pascual,  M.D.,  President 


Ccunden  County 

July  15 
September  16 
November  18 


December  16 


August  P.  CleU,  M.D.,  President 
August  P.  Clell,  M.D.  President 
August  P.  Clell,  M.D.,  President 
Joseph  A.  Riggs,  M.D.,  President-Elect 
Martin  Swleclckl,  M.D. 

Emmons  G.  Paine,  M.D. 

Joseph  A Riggs,  M.D.,  President-Elect 


Essex  County 

July  15 
September  16 
October  2 1 


November  18 
December  16 


Carolyn  W.  Watson,  M.D. 
Carolyn  W.  Watson,  M.D. 
Charles  H.  Amoldl,  Jr.,  M.D., 
President-Elect 
Carolyn  W.  Watson,  M.D. 
Carolyn  W.  Watson,  M.D. 
Carolyn  W.  Watson,  M.D. 


Gloucester  County 

September  16 

October  2 1 
December  26 


ChurchlU  L.  Blakey,  M.D., 
President-Elect 
Churchill  L.  Blakey,  M.D., 
President-Elect 
Churchill  L.  Blak^,  M.D., 
President-Elect 


Hudson  County 

July  15 
September  16 
October  2 1 
November  18 

December  16 


Charles  L.  Cunnlff,  M.D. 
Charles  L.  Cunnlff,  M.D. 

Janet  Geraghty-Deutsch,  M.D. 
Charles  L.  Cunnlff,  M.D. 

Frank  J.  Prlmlch,  M.D. 

Charles  L.  Cunnlff,  M.D. 

Frank  J.  Prlmlch,  M.D. 


Hunterdon  County 

December  16  Gerald  Barad,  M.D.,  President 


Mercer  County 

July  15 


October  2 1 

November  18 
December  16 


Ariel  F.  Abud,  M.D.,  President 

Mrs.  Joey  Buddy,  Exectlve  Secretary 

Ms.  Anne  Petchel 

Ariel  F.  Abud.  M.D.,  President 

Mrs.  Joey  Buddy,  Executive  Secretary 

Mrs.  Joey  Buddy,  Executive  Secretary 

Mrs.  Joey  Buddy,  Executive  Secretary 


Middlesex  County 

July  15 

September  16 
October  2 1 
November  18 

December  16 


Monmouth  County 

July  15 
September  16 

October  21 

November  18 
December  16 


Morris  County 

September  16 

October  2 1 
November  18 
December  16 

Ocean  County 

July  15 
September  16 
October  2 1 
November  18 
December  16 

Passaic  County 

September  16 


October  21 
November  18 

December  16 

Union  County 

July  15 


September  16 
October  2 1 


November  18 
December  16 


Mrs.  Mary  Alice  Bruno, 
Executive  Director 
Norval  F.  Kemp,  M.D.,  President 
Mrs.  Mary  Alice  Bruno, 
Executive  Director 
Mrs.  Mary  Alice  Bruno, 
Executive  Director 
Mrs.  Mary  Alice  Bruno, 
Executive  Director 
Joseph  P.  Zawadsky,  M.D., 
President-Elect 
Mrs.  Mary  Alice  Bruno, 
Executive  Director 
Ariel  P.  Soils,  M.D. 

Joseph  P.  Zawadsky,  M.D., 
President-Elect 


Blrute  S.  Prelkstas,  M.D. 

Mrs.  Patricia  Klemm, 

Executive  Secretary 
Mrs.  Patricia  Klemm, 

Executive  Secretary 
Robert  W.  Ackerman,  M.D.,  President 
All  Ahmadlfar,  M.D. 

John  E.  Bocker,  M.D. 

Benty  M.  Bowers,  Jr.,  M.D. 

Mrs.  Patricia  Klemm, 

Executive  Secretary 
Merritt  E.  London,  M.D., 
President-Elect 

James  B.  Massenglll,  M.D., 
President-Elect 
Richard  B.  Einaugler,  M.D. 

Michael  A.  Samach,  M.D. 

Michael  R Benderson,  M.D.,  Secretary 


Ira  J.  Bolzman,  M.D. 

Ira  J.  Bolzman,  M.D. 

Ira  J.  Bolzman,  M.D. 

Ira  J.  Bolzman,  M.D. 

Ira  J.  Bolzman,  M.D. 

David  J.  Blackman,  M.D.,  President 
Mr.  William  T.  McGuire, 

Executive  Director 
David  J.  Blackman,  M.D.,  President 
Mr.  William  T.  McGuire, 

Executive  Director 
Mr.  William  T.  McGuire, 

Executive  Director 


Frank  R Romano,  Sr.,  M.D., 

Past  President 

Mrs.  Ethel  Stevens,  Executive  Director 
Mrs.  Ethel  Stevens,  Executive  Director 
Philip  S.  Green,  M.D. 

Frank  J.  Laudonio,  M.D. 

Mrs.  Ethel  Stevens,  Executive  Director 
Frank  R Romano,  Sr.,  M.D., 

Past  President 
Frank  R Romano,  Sr.,  M.D., 

Past  President 

Richard  E.  Sharrett,  M.D.,  President 
Mrs.  Ethel  Stevens,  Executive  Director 
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Attendance  at  Board  of  Trustees’  MeetingB:  Specialty  Societies. 
The  Academy  of  Medicine  of  New  Jersey,  and  Auxiliary 

July  1984-December  1984 


New  Jersey  State  Society  of  Anesthesiologists 

July  15  Stanly  Bresticker,  M.D. 

September  16  Stanley  Brestlcker,  M.D. 

October  2 1 Stanley  Brestlcker,  M.D. 

November  18  Stanly  Brestlcker,  M.D. 

December  16  StanlQ^  Brestlcker,  M.D. 

New  Jersey  Chapter,  American  College  of 
Chest  Physicians 

September  16  Mohamad  Sarraf,  M.D.,  Vice  President 
Ellis  P.  Singer,  M.D.,  President 

New  Jersey  Dermatological  Society 

July  15  Frederic  Haberman,  M.D.,  President 

September  16  Frederic  Haberman,  M.D.,  President 
November  18  Frederic  Haberman,  M.D.,  President 

New  Jersey  Chapter,  American  College  of  Emergency 
Physicians 

July  15  Rudolf  E.  Schwaeble,  M.D. 

September  16  Rudolf  E.  Schwaeble,  M.D. 

October  2 1 Rudolf  E.  Schwaeble,  M.D. 

November  18  Rudolf  E.  Schwaeble,  M.D. 

December  16  Rudolf  E.  Schwaeble,  M.D. 

New  Jersey  Academy  of  Family  Physicians 

July  15  George  L.  Tiiebenbacher,  M.D., 

President 

New  Jersey  Society  of  Internal  Medicine 

July  15  Frank  J.  Malta,  M.D. 

September  1 6 Frank  J.  Malta,  M.D. 

November  18  Frank  J.  Malta,  M.D. 

Huerta  C.  Neals,  M.D.,  President-Elect 
December  16  Richard  E.  Dixon,  M.D. 

Huerta  C.  Neals,  M.D.,  President-Elect 

New  Jersey  Association  of  Medical  Specialty 
Societies 

July  1 5 Stanly  Brestlcker,  M.D. 

Frank  J.  Malta  M.D.,  President 
September  16  Stanley  Brestlcker,  M.D. 

Frank  J.  Malta  M.D.,  President 
October  2 1 StanlQ^  Brestlcker,  M.D. 

November  18  Stanly  Brestlcker,  M.D. 

Frank  J.  Malta  M.D.,  President 
December  16  Stanley  Brestlcker,  M.D. 


New  Jersey  Medical  Women’s  Association 

September  16  Roberta  G.  Rubin,  M.D. 

New  Jersey  Obstetrical  and  Gynecological  Society 

July  15  John  D.  Franzonl,  M.D. 

October  21  John  D.  Franzonl,  M.D. 

December  16  John  D.  Franzonl,  M.D. 

Robert  Malatesta  M.D.,  President 

New  Jersey  Orthopaedic  Society 

September  16  Edmund  R Kappy,  M.D.,  President 


New  Jersey  Society  of  Pathologists 

July  1 5 Frank  Campo,  M.D.,  Vice  President 

October  2 1 Frank  Campo,  M.D.,  Vice  President 

December  1 6 Frank  Campo,  M.D.,  Vice  President 

New  Jersey  Society  of  Physical  Medicine  and 
Rehabilitation 

July  15  Robert  Iskowltz,  M.D.,  Member-at-Large 

September  16  Robert  Iskowltz,  M.D.,  Member-at-Large 
November  18  Robert  Iskowltz,  M.D.,  Member-at-Large 

New  Jersey  Society  of  Plastic  and  Reconstructive 
Surgeons 

September  16  Joseph  Jasaltls,  M.D.,  President 
December  16  Joseph  Jasaltls,  M.D.,  President 

Radiological  Society  of  New  Jersey 

September  16  Gilbert  Melnlck,  M.D.,  President-Elect 

New  Jersey  Rheumatism  Association 

July  15  William  E.  I^an,  M.D.,  Liaison 

September  16  William  E.  Ffyan,  M.D.,  Liaison 
October  2 1 William  E.  Ryan,  M.D.,  Liaison 

November  1 8 William  E.  Ffyan,  M.D.,  Liaison 

December  16  William  E.  I^cm,  M.D.,  Liaison 

New  Jersey  Chapter,  American  College  of  Surgeons 

July  15  Francis  E.  Barse,  M.D. 

December  16  Anita  Falla,  M.D.,  President 

Vascular  Society  of  New  Jersey 

September  16  Charles  Moss,  M.D.,  President-Elect 
November  1 8 Charles  Moss,  M.D.,  President-Elect 

The  Academy  of  Medicine  of  New  Jersey 

July  15  Sherman  Garrison,  M.D. 

Mr.  Charles  J.  Heltzmann, 

Executive  Director 
Mr.  Joseph  R Ruggles 
September  16  Sherman  Garrison,  M.D. 

Mr.  Charles  J.  Heltzmann, 

Executive  Director 

October  21  Sherman  Garrison,  M.D. 

November  18  Sherman  Garrison,  M.D. 

Mr.  Charles  J.  Heltzmann, 

Executive  Director 

December  16  Sherman  Garrison,  M.D. 

Mr.  Charles  J.  Heltzmann, 

Executive  Director 
Robert  S.  Rlgolosl,  M.D.,  President 

Medical  Society  of  New  Jersey  Auxiliary 


Jufy  15 

September  16 
October  2 1 
November  18 


December  16 


Mrs.  Bemardlne  Moloney, 
President-Elect 

Mrs.  William  Gellman,  President 
Mrs.  William  Gellman,  President 
Mrs.  William  Gellman,  President 
Mrs.  Bemardlne  Moloney, 
President-Elect 

Mrs.  William  Gellman,  President 


The  Government,  furthermore,  has  published  a notice 
in  the  Federal  Register  that  it  proposes  to  stop  making 
Medicare  payments  for  any  of  these  tests. 

Depending  heavily  on  advertising,  the  teams  usually 
include  nurses  and  lab  technicians  (but  no  licensed 
physicians)  who  talk  people  into  having  blood  drawn 
for  tests,  they  claim,  which  will  detect  all  of  the  food 
allergies  that  one  may  have.  The  average  person  who 
undergoes  these  tests  spends  $325  for  blood  drawing 
and  lab  fees,  and  the  teams  typically  collect  about 
$10,000  every  night  from  groups  of  about  30  people. 


AMA  REPORTS 

Report  D of  Judicial  Council:  Ethical  Implications 
of  Hospital-Physician  Risk-Sharing  Arrangements 
Under  DRGs.  Report  D of  the  Judicial  Council  dis- 
cussed ethical  implications  of  hospital-physician  risk- 
sharing arrangements  under  the  diagnosis  related 
group  (DRG)  reimbursement  system,  concluding  that 
the  Council  is  opposed  to  risk-sharing  arrangements 
between  hospitals  and  medical  staff  whereby  the  phy- 
sician may  profit  or  lose  from  the  DRG  allowance  to 
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the  hospital.  Report  D of  Judicial  Council  adopted,  and 
to  be  publicized  widely  to  the  Health  Care  Financing 
Administration  and  legislative  bodies. 

AMA  House  Adopted  Resolution  on  Federal  Man- 
date for  Pluralism.  Resolution  27  requested  that  the 
AMA  seek  legislation  requiring  employers  of  25  or 
more  people  to  offer  various  types  of  health  delivery 
configurations.  The  House  of  Delegates  amended  Res- 
olution 27  to  read  as  follows:  “Resolved,  that  the  Ameri- 
can Medical  Association  seek  to  have  legislation 
enacted  that  would  mandate  employers  of  25  or  more 
persons,  that  choose  to  offer  health  insurance  to  their 
employees,  to  offer  various  types  of  health  delivery  con- 
figurations such  as  traditional  indemnity  insurance  in 
the  same  sense  that  a Health  Maintenance  Organiza- 
tion (HMO)  alternative  currently  is  mandated."  Resol- 
ution 27  adopted  as  amended. 

AMA  Comments  on  Medicare  Discrimination.  Res- 
olution 58  asks  the  AMA  to  publicize  the  defects  of  the 
Medicare  fee  freeze  law  and  its  provisions  on  accep- 
tance of  assignment  and  to  continue  to  support  the 
direct  billing  of  patients.  The  House  of  Delegates  con- 
sidered the  following  Substitute  Resolution  58:  “Re- 


solved, that  the  American  Medical  Association  con- 
tinue to  publicize  the  discriminatory  aspects  of  recent 
changes  in  the  Medicare  law  which  provide  sanctions 
and  penalties  against  physicians  who  do  not  contract 
with  the  government.”  Substitute  Resolution  58 
adopted. 

AMA  Voices  To  Continue  Dialogue  with  the  Ameri- 
can Association  of  Retired  Persons.  Resolution  46 
called  upon  the  AMA  1)  to  explain  to  the  American 
Association  of  Retired  Persons  (AARP)  the  AMA  policy 
on  balance  billing,  2)  to  publish  a pamphlet  explaining 
its  position  on  balance  billing,  and  3)  to  ask  the  AARP 
either  to  include  this  pamphlet  in  a mailing  to  its 
members  or  to  provide  the  AMA  with  AARP  mailing 
lists.  The  House  of  Delegates  considered  the  following 
Substitute  Resolution  46:  “Resolved,  that  the  Ameri- 
can Medical  Association  continue  its  dialogue  with  the 
American  Association  of  Retired  Persons  (AARP),  with 
particular  emphasis  on  relaying  Association  policies 
regarding  the  reimbursement  of  physicians;  and  be  it 
further  Resolved,  that  the  Board  of  Trustees  report  to 
the  House  Delegates  on  the  current  status  of  this 
dialogue  at  the  1985  Annual  Meeting.”  Substitute  Res- 
olution 46  adopted. 
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BALANCED 
CALdUiyiC 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
^Tmptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  Mclnlyre  KM,  Parisi  AE,  et  al:  Safety  and  efflc^ 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  an^a 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:660-566,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al;  The  treatment  of  exercise- 
inducible  clmonic  stable  angirra  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl);234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

Cdiltiazein  HCO 

THE  RALAHCEB 
CALCIUM  CHAJSnSTEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  LISE  INFORMATION 


cordizem, 

(dilfazem  HCI) 

30  mj{  and  60  ing  cableLs 


DESCRIPTION 

CARDIZEM^'  (diltiazem  hydrochloride)  is  a calcium  loh  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dlmethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  Is  a white  to  otf-white  crystallihe  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  Its 
antiangmal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  add  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysioiogic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and.  In  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  traction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  ot  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation. There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  fhird- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  Is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subjecf  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  fhe 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  ClARDiZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml. There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem, 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  EHort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  tor  0 48%).  Concomitant  use  ot 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction,  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  Instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  fhe  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  Is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Recause  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  hot  been  established.  The  most  common  occurrences, 
as  well  as  their  frequehcy  of  presentation,  are;  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%) 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  event: 
were  reported  infrequently  (less  than  1%)  with  the  order  ot  presenta 
tion  corresponding  to  the  relative  frequency  of  occurrence.  i 


Cardiovascular: 


Nervous  System: 
Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure' 
syncope. 

Paresthesia,  nervousness,  somnolencei 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting 
mild  elevations  of  alkaline  phosphatase,  SCOT- 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted:  I 

A patient  with  Prinzmetal’s  angina  experiencing  episodes  oi 
vasospastic  angina  developed  periods  of  transient  asymptomatir- 
asystole  approximately  five  hours  after  receiving  a single  60-mc! 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SGOT! 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  betweeri 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toleratec 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggeratec: 
response,  appropriate  supportive  measures  should  be  employed  ir 
addition  to  gastric  lavage.The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotehsion 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol; 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LDjo’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDJs  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LDso ' 
dogs  is  considered  to  be  in  excess  ot  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  (our  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may- 
respond  to  any  dosage  level,  the  average  optimum  dosage  ranger 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern-j 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute) 

anginal  attacks  during  CARDIZEM  therapy.  r 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 

coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal! 
effectiveness  of  this  combination.  j 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  j 

HOW  SUPPLIED  I 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDCrj 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDCi 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored, 
tablets  are  supplied  in  bottles  ot  100  (NDC  0088-1772-47)  and  in  Unit  i 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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PROFESSIONAL  LIABILITY 
COMMENTARY* 


The  current  medical  liability 
crisis  is  one  of  “affordability  not 
availability,”  according  to  James 
Todd,  M.D.,  president  of  the  Physician  Insurance  As- 
sociation of  America  (PIAA).  Dr.  Todd  addressed  mem- 
bers of  the  Council  of  Medical  Specialty  Societies 
(CMSS)  who  were  attending  the  CMSS  National  Con- 
ference on  professional  liability. 

Dr.  Todd  explored  the  issues  surrounding  the  pres- 
ent liability  crisis,  including  continued  increases  in 
the  number  of  suits  filed,  increases  in  the  size  of 
awards  granted,  inequities  in  the  tort  system  which 
permit  60  percent  of  liability  premium  dollars  to  go  to 
the  legal  profession,  and  unreasonable  expectations  on 
the  part  of  the  public  as  to  the  outcome  of  medical 
intervention. 

“Negligence  does  occur,”  according  to  Dr.  Todd,  “and 
patients  who  suffer  injuries  should  receive  prompt  and 
fair  compensation.  However,  only  through  tort  reform 
such  as  structured  settlements,  limits  on  non- 
economic losses  (pain  and  suffering),  and  controls  on 
expert  witnesses  can  the  current  affordability  crisis  be 
addressed.” 

Dr.  Todd  urged  insurers  and  medical  professionals 
to  work  together  to  educate  the  public  and  the  pro- 
fession about  the  extent  of  the  problem.  He  spoke 
about  the  need  to  modify  the  behavior  of  professionals 
to  prevent  injuries,  and  encouraged  the  development 
of  data  collection  mechanisms  to  permit  aneilysis  of 
clinical  problem  areas  and  the  liability  implications  of 
the  new  medical  technologies. 


David  Sundwall,  M.D.,  staff  assistant  to  Senator 
Orrin  Hatch  of  Utah,  and  Charles  N.  Kahn,  staff  assis- 
tant to  Senator  David  Durenberger  of  Minnesota,  dis- 
cussed current  congressional  views  on  tort  reform.  Dr. 
Sundwall  said  testimony  by  the  AMA  estimated  the 
cost  of  defensive  medicine  to  the  federal  treasury  at 
$ 1 5 billion.  According  to  Dr.  Sundwall,  members  of  the 
American  Trial  Lawyers  Association  asserted  at  the 
same  meeting  that,  in  view  of  the  number  of  patients 
injured,  present  insurance  premiums  are  a bargain. 

‘There  is  no  national  consensus  concerning  the 
problem  of  professional  liability,”  explained  Dr. 
Sundwall.  “Until  there  is,  very  little  in  the  way  of  legis- 
lative remediation  can  be  effected.” 

Dr.  Sundwall  stated  that  data  support  the  positive 
effects  of  certain  reforms,  such  as  contingency  fee 
limits,  caps  on  awards,  and  limitations  of  punitive 
damages.  He  also  suggested  that  a system  of  “medical 
adversity”  or  “no-fault”  insurance  might  be  worth  ex- 
ploring. However,  he  continued,  the  difficulty  of  desig- 
nating compensable  events  or  assigning  dollar  values 
to  adverse  outcomes,  and  of  protecting  the  patient’s 
constitutional  right  of  access  to  the  court  needs  careful 
scrutiny. 

Mr.  Kahn  said  Congress  is  receiving  mixed  messages 
about  the  liability  problem.  In  his  view,  the  only  way 
to  get  a handle  on  the  issue  is  to  study  cost  and  quality 
in  greater  detail.  Above  all,  he  urged  physicians  to 
study  regional  variations  in  medical  care,  as  described 
in  the  work  of  John  Wennberg,  M.D.,  which  was  pub- 
lished in  the  August  2,  1984,  issue  of  the  New  England 
Journal  of  Medicine.  Dr.  Wennberg’s  work  raises 
tremendous  questions  about  the  medical  profession’s 
assurances  concerning  the  quality  of  care  delivered  in 
the  United  States. 

Willie  Brown,  Jr.,  speaker  of  the  California  Assembly, 
reiterated  the  need  for  good,  solid  data  on  the  issue 
of  professional  liability.  He  doubted  that  a fixed  value 
could  be  placed  upon  a specific  injury,  such  as  values 
proposed  under  no-fault  insurance  plans,  and  he 
urged  physician  groups  to  approach  legislators  not  as 
spokesmen  for  their  special  interests,  but  as  experts 
with  proved  solutions  to  the  problems. 

The  need  for  this  type  of  approach  was  disputed  by 
William  Curran,  professor  of  law  at  Harvard  University. 
According  to  Mr.  Curran,  “The  legislative  process,  like 
the  legal  system,  is  adversarial,  and  physicians  should 
not  be  expected  to  take  a balanced  view.  They  must 
present  their  own  viewpoints  in  the  national  debate  on 
tort  reform  because  nobody  else  will.” 

Mr.  Curran  went  on  to  say  that  he  does  not  expect 
significant  tort  reform  to  occur  for  at  least  a decade. 
‘Time  has  eroded  many  of  the  rules  of  law  that 
previously  limited  physicians’  exposure  to  legal  action 
on  the  grounds  of  malpractice,  and  it  is  not  likely  that 
the  pendulum  will  swing  back  in  the  other  direction 
for  some  time,”  he  said.  “Judges  and  juries  now  are 
setting  standards  of  care  that  used  to  be  determined 
by  physicians.” 

Mr.  Curran  discussed  options  for  altering  the  sys- 


*Thls  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 


VOL.  82— NUMBER  3— MARCH  1985 


191 


tern,  including  introducing  no-fault  legislation;  not 
using  juries  in  malpractice  trials;  providing  for  govern- 
ment reinsurance  for  claims  above  $50,000;  institut- 
ing effective  screening  panels;  effectively  encouraging 
settlement;  providing  for  corporate  liability  and  struc- 
tured awards;  instituting  effective  risk  management, 
quality  assurance,  and  physician  discipline  programs; 
and  effecting  tort  law  reform. 

According  to  Mr.  Curran,  the  implementation  of  a 
no-fault  system  would  signal  the  complete  loss  by  so- 
ciety of  confidence  in  medicine.  “Since  quality  is  the 
basis  of  the  fault  system,  physicians  should  work  to 
maintain  a fault-based  system  while  striving  to  attain 
a national  norm  of  prudent  medical  practice.  Phy- 
sicians need  to  get  back  into  the  business  of  setting 
the  standards  of  care,"  he  said. 

The  September  24  to  25,  1984,  conference  was  co- 
sponsored by  PIAA  and  13  CMSS  member  specialty 
societies  and  attended  by  approximately  150  represen- 
tatives from  specialty  medicine,  physician-owned  and 
commercial  insurance  companies,  the  legal  profession, 
and  the  media  (American  College  of  Emergency  Phy- 
sicians, Vol.  3,  No.  12,  December  1984). 

$2.7  MILLION  PRE- VERDICT  SETTLEMENT 

Despite  the  fact  that  cessation  of  respiration  leading 
to  permanent  brain  damage  occurred  in  a hospital 
recovery  room,  a Washington,  D.C.  plastic  surgeon  and 
his  assistant  and  anesthesiologist  were  parties  to  a 
$2.7  million  settlement  in  a malpractice  suit  in  U.S. 
District  court. 

The  physician  performed  a facelift  on  a 70-year-old 
patient  one  day,  and  a tummy  tuck  operation  on  the 
following  day.  After  the  second  operation,  during 
which  anesthesia  was  administered  through  a nasal 
rather  than  an  oral  tube  because  of  facial  swelling  from 
the  previous  facelift  surgery,  the  patient  suffered  res- 
piratory difficulties  and  stopped  breathing  for  11  to  22 
minutes,  a Washington  Post  story  reported.  The  hospi- 
tal admitted  that  a recovery  room  nurse  failed  to  ac- 
tivate an  alarm  system  on  a heart  monitoring  machine 
attached  to  the  patient’s  body  following  her  second 
operation. 

The  physician  disclaimed  any  negligence,  saying 
that  the  brain  injury  occurred  in  the  recovery  room  for 
which  the  anesthesia  department  and  hospital  re- 
covery room  personnel  are  responsible. 

The  settlement  requires  the  physician  to  pay 
$650,000;  his  assistant,  $100,000;  the  hospital, 
$800,000;  the  anesthesiologist,  $600,000;  and  the 
anesthesiologist’s  employer,  $600,000,  to  the  patient’s 
husband,  a Detroit  car  dealer  and  real  estate  developer 
(Medical  Liability  Monitor,  Vol.  9,  No.  1 1,  November  26, 
1984). 

ASBESTOS  CLAIMS 

Researchers  in  a study,  “Asbestos-Related  Injury 
Claims  . . . Factors  that  Explain  How  the  Cases  Come 
Out,"  also  examined  litigation  expenses.  In  this  par- 
ticular survey,  they  found  that  defendants’  legal  fees 
and  expenses  for  all  tried  claims  averaged  $125,000, 
40  percent  of  what  they  paid  in  total  compensation. 


For  all  claims  that  closed  before  trial  began,  the  average 
was  $33,000  or  60  percent  of  what  they  paid  in  total 
compensation.  Defendants  and  insurers  combined 
paid  $101,000  per  closed  claim.  For  every  $2.59  paid 
by  defendants  and  insurers,  defense  litigation  ex- 
penses accounted  for  $.95,  plaintiffs’  legal  expenses  for 
$.64,  and  the  plaintiff  received  $1  or  39  percent  of  the 
$2.59  total  (Medical  Liability  Monitor,  Vol.  9,  No.  11, 
November  26,  1984). 

SLANDER  SUIT  AGAINST  PHYSICIAN 

A physician  was  liable  for  $ 1 25,000  in  compensatory 
and  punitive  damages  for  slandering  a nurse  who 
worked  for  him  by  calling  her  dishonest,  a Texas  ap- 
pellate court  ruled. 

The  physician  was  an  obstetrician-gynecologist  at  a 
women’s  clinic.  The  nurse’s  duties  included  working 
with  patients  in  the  examination  room.  On  October  21, 
1980,  the  nurse  saw  a notation  on  the  “followup  visits” 
portion  of  a patient’s  chart  to  “repeat  rubella”  The 
nurse  sent  the  patient  to  the  lab  where  blood  was 
drawn  for  a rubella  test. 

The  nurse  later  learned  from  the  lab  technician  that 
the  test  already  had  been  repeated.  She  then  told  the 
physician  of  her  mistake,  which  happened  because  the 
later  lab  slips  showing  that  the  test  had  been  repeated 
were  deeper  in  the  file.  Later  that  day  the  physician 
looked  at  the  chart  and  stated  that  the  lab  slips  were 
placed  in  a different  order  than  before. 

He  demanded  to  know  if  the  nurse  had  changed  the 
order  of  the  lab  slips  and  she  denied  it.  He  then  gave 
her  until  5:00  P.M.  that  day  to  find  the  person  who 
changed  the  chart.  At  5:00  P.M.  she  had  not  brought 
him  the  person  who  changed  the  chart,  and  the  phy- 
sician gave  her  until  the  next  day  to  find  the  person. 
The  next  day,  unable  to  come  up  with  an  explanation 
or  a name,  she  was  fired.  That  evening,  the  physician 
called  a staff  meeting.  Referring  to  the  nurse,  he  in- 
formed them  that  he  could  not  work  with  anyone  who 
was  a liar,  who  was  not  trustworthy,  and  who  was  not 
loyal  to  his  practice. 

The  nurse  filed  suit  for  slander  and  a jury  awarded 
her  $65,000  in  actual  damages  and  $60,000  in 
punitive  damages.  On  appeal,  the  decision  was  af- 
firmed. There  was  no  evidence  that  the  nurse  was  dis- 
honest. The  physician  apparently  was  a frustrated 
suitor  whom  she  had  rejected.  There  was  some 
evidence  that  he  became  angry  when  she  rejected  his 
affection  and  assigned  her  extra  work  projects.  On  one 
occasion  after  she  had  turned  down  an  invitation,  he 
performed  an  abortion  in  the  office  late  at  night  and 
left  the  room  in  a particularly  offensive  state  for  the 
nurse  to  find  and  clean  the  next  day.  That  prompted 
one  of  the  other  physicians  in  the  office  to  call  him  in 
and  state,  “I  don’t  know  what  your  beef  is  with  Rita. 
Why  are  you  doing  this?  But  1 don’t  want  you — this 
to  happen  again.” 

The  court  said  there  was  evidence  of  actual  malice 
that  justified  the  punitive  damage  award  [Bolling  v 
Baker,  671  S.W.  2d  559  (Tex.  Ct.  of  App.,  Feb.  22,  1984; 
rehearing  denied,  April  9,  1984)]  (The  Citation,  Vol.  50, 
No.  2,  November  1,  1984). 
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Thinking  Computerization? 
...think  Blue  Cross 
of  New  Jersey's  Medical 
Management  Services. 


Blue  Cross  of  New  Jersey's  Medical 
Management  Services  is  the  single 
source  for  computerization.  Because 
only  Blue  Cross  offers  this  unique 
automated  office  system . . .where 
you  receive  a stand-alone  system 
using  IBM  or  Texas  Instruments  com- 
puters (physically  located  in  your 
office). . . along  with  a complete  soft- 
ware package.  And  it's  all  based  on 
Blue  Cross'  more  than  50  solid  years' 
experience  in  the  health  care  field, 
an  experience  no  one  else  can  match! 


What's  more  your  people 

receive  full  and  complete  training 

and  support  in  system  operation. 

And  we  accept  full  responsibility  for 

hardware/software  maintenance! 

Some  of  what  you  get. 

> Easy-to-use 

> Electronic  claim  submission 
at  no  additional  cost 

> Instant  access  to  patient  accounts 

> Daily,  weekly  or  monthly 
statements 

> Automatic  production  AMA  claim 
forms 

> Daily  charge  & collection 
summary 


> Aged  accounts  receivable  and 
trial  balance 

> Productivity  reports 

> Management  reports 

> Medicare  payment  distribution 

> Unparalleled  support  and  training 

Free  Professional  Consultation. 

A Medical  Management  Services 
representative  will  analyze  your 
entire  current  office  procedures  as 
a starting  point  for  installing  the 
appropriate  system  for  your  office. 
This  analysis  Is  made  at  no  charge! 
Fill  out  the  coupon  and  find  out  all 
that  this  system  can  do  for  your 
office . . . and  your  practice. 


LJ 

tv  i:  r i r i 


Blue  Cross 

of  New  Jersey 


Medical  Management  Services 
RO.  Box  8 

Florham  Park,  NJ  07932 
(201)  966-2710 


Featured  on  hardware  from  Texas  Instruments. 


I Blue  Cross  of  New  Jersey's  Medical  Management  Services 
I P.O.  Box  #8,  Florham  Park,  NJ  07932 

I □ Please  have  a representative  call  me  for  a professional  consultation. 
□ Please  schedule  me  for  a demonstration. 

\ □ Please  send  me  additional  information. 


office  Address 


City 


U State/Zip 


Office  Telephone 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


COME  SEE  US  AT  THE  N.J.  ACADEMY  OF  FAMILY  PHYSICIANS  CONVENTION. 


Editorial 

j MSNJ  Peer  Review 
Organization  Criteria 
Committee 


A MSNJ  committee  was  charged  with 
reviewing  the  criteria  imposed  by  the 
PRO  of  New  Jersey,  Inc. 


The  Board  of  Trustees  and  of- 
ficers of  the  Medical  Society  of 
New  Jersey  all  understand  that 
physicians  must  be  concerned  with  sick  persons,  but 
PRO  now  is  the  law  of  the  land.  In  accordance  with  the 
will  of  the  Board  of  Trustees  of  MSNJ,  President  Frank 
Y.  Watson  appointed  a committee  which  was  charged 
with  several  responsibilities: 

1)  To  review  carefully  the  “criteria”  promulgated 
and  imposed  by  the  Peer  Review  Organization  of  New 
Jersey,  Inc. 

2)  To  delineate  deficiencies,  aberrations,  un- 
reasonable or  unattainable  standards,  and  unfair 
guidelines. 

3)  To  bring  these  reviews  to  the  attention  of  the 
Executive  Director,  the  Medical  Directors,  and  the 
Board  of  Trustees  of  the  PRO  of  New  Jersey. 

4)  To  negotiate  corrective  modification  of  faulty 
criteria  with  the  PRO  of  New  Jersey. 

All  physicians  in  our  state  must  be  aware  of  the  fact 
that  Congress  passed  legislation  (the  Peer  Review  Im- 
provement Act  of  1982  and  subsequent  amendments) 
and  regulations  which  established  Medicare  review 
authorities  in  each  state  for  all  acute  care,  rehabili- 
tation, psychiatric,  and  chronic  care  hospitals  na- 
tionwide. The  Health  Care  Financing  Administration 
(HCFA)  awarded  a two-year  contract  to  PRO  of  New 
Jersey,  Inc.  (in  excess  of  $8  million),  which  replaced  the 
PSROs  in  New  Jersey  in  October  1984. 


The  purposes  of  the  PRO  review  activities  are  as 
follows: 

• To  assure  that  the  care  delivered  to  all  Medicare 
patients  in  New  Jersey  acute  care  hospitals  is  ap- 
propriate and  of  a qucility  which  meets  professionally 
recognized  standards  of  health  care. 

• To  assess  and  document  the  need  for  diagnostic 
and/or  therapeutic  services  that  best  can  be  provided 
in  an  acute  care  facility. 

• To  attest  that  items  and  services  rendered  are 
reasonable,  necessary,  and  consistent  with  the 
beneficiaiy’s  diagnosis. 

• To  assure  identification  and  correction  of  state- 
wide provider  and/or  practitioner  problems. 

• To  assure  the  need  for  admission  and  continued 
stay  for  Medicare  patients  in  New  Jersey  specialty  hos- 
pitals. 

To  accomplish  the  above,  the  PRO  will  conduct  a 
number  of  reviews: 

1 ) Preadmission  certification  for  elective  surgery  or 
medical  treatment. 

2)  Retrospective  reviews  of  procedures  (inpatient 
versus  outpatient),  length  of  stay,  readmissions,  trans- 
fers to  another  hospital,  review  of  selected  principal 
diagnoses,  e.g.  uncomplicated  diabetes,  “benign”  hy- 
pertension, certain  cardiac  conduction  disorders,  im- 
pacted cerumen. 

3)  Reviews  of  patients  who  discheirge  themselves 
against  medical  advice,  patients  who  die,  and  those 
admitted  and  discharged  the  same  day. 

There  will  be  other  kinds  of  “review”  so  physicians 
must  be  familiar  with  the  process.  It  is  critical  that  we 
all  understand  the  necessity  and  procedure  for  Medi- 
care patients  who  will  be  hospitalized  for  elective  sur- 
gery or  for  nonemergency  medical  conditions. 

To  date,  “criteria”  have  been  distributed  for  a few 
elective  operations  (inguinal  hernia  repair,  chole- 
cystectomy, permanent  pacemaker  insertion,  and 
single  and  double  coronary  vessel  bypass)  and  for  a 
number  of  medical  diagnoses  which  are  not  of  emer- 
gency or  urgent  character:  diabetes,  TIA,  pneumonia, 
bronchitis,  asthma,  h}q)ertension,  cardiac  dys- 
rhythmias, angina,  GI  disorders,  and  cervical-lumbar- 
sacral  sprain  or  strain.  Those  who  have  reviewed  the 
criteria  have  been  satisfied  with  some,  but  appalled 
with  others. 

For  example,  the  admission  criteria  for  unstable 
angina  includes  “coronary  angiography  unless  con- 
traindicated” under  “Intensity  of  Service.”  Another  is 
the  screening  criteria  for  elective  herniorrhaphy:  “In- 
guinal/femoral hernia  with  pain  and  failure  of  alter- 
nate methods  of  treatment  (over  age  75).”  This 
presumably  refers  to  the  use  of  a truss. 

We  need  your  help!  You  must: 

• Carefully  review  all  criteria  and  make  pertinent 
suggestions  as  to  change  based  on  scientific  and  re- 
search data,  medical  literature,  or  extensive  clinical 
experience. 

• Document  carefully  any  adverse  experiences  that 
can  be  attributed  in  total  or  in  part  to  misguided 
criteria  for  misguided  interpretation  of  the  regulations 
or  criteria  for  admission,  for  elective  surgery. 

• Send  this  information  to  the  committee  promptly. 

You  can  obtain  copies  of  the  PRO  criteria  for  hospital 

admission  and  elective  surgery  from  the  medical  direc- 
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tor  or  administrator  of  your  hospital.  Please  speak  to 
the  “opinion  leaders"  (generally  your  consultants)  in 
your  hospital  to  get  specific  evaluations  in  complicated 
areas.  We  are  not  all  experts  in  all  medical/surgical 
matters. 

Finally,  it  goes  without  saying  but  can  stand  rep- 
etition that  the  health  and  safety  of  our  patients  are 
our  primary  concern.  We  recognize  that  times  change, 
knowledge  bases  grow,  new  technology  appears,  and 
what  was  accepted  practice  a few  years  ago  no  longer 
is  acceptable.  We  all  agree  that  unnecessary  operations 


and  needless  procedures  and  hospital  admissions 
should  be  eliminated.  Health  care  costs  continue  to  be 
a burden  to  the  nation.  The  health  economists  and  the 
politicians  are  searching  for  quick  fixes  out  of  our 
dilemma,  but  we  physicians  have  the  primary  re- 
sponsibility for  the  health  of  our  patients.  We  never 
must  let  down  our  guard  because  nonemergent  con- 
ditions can  become  urgent  or  emergency  health  and 
life  threats  in  minutes  or  hours. 

Arthur  Krosnick,  M.D. 

Chairman,  Ad  Hoc  Committee  on  PRO 


VOL.  82— NUMBER  3— MARCH  1985 


195 


^ ■ ,:s4- 


■IrJ;  -.-aH 

Vf.'i-  ‘r...:.-J 


DALAAANECflurQzepam  HCI/Fto' 
PROVIDES  ALL  THESE  BE  ^ 
FOR  RESFF 


nH  sleep  onset 
Lore  total-dnie'aste^ 
riminj^cTefficacy  for  at  leasy 
28  consecutive  nights^'," 
r'f’atients  usually  awake  rested  anci 

refreshed^^i 
• Avoids  causing  early  awakenings  or  | 
rebound  insomnia  after  discontinuation^  ’ “ ‘I 


CopvRght^^TyFTby  Roche  Products  Inc.  All  rights  reserved. 


lurozepom  H 

STANDS  APAR 


15-MG/30-MG  CAPSULES 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Qjntraindicated  during  pregiancy. 


See  nc.xt  page  for  references  atid 


flurozepom  HCI/Roche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
?2:691-697,  Jul-Aug  1971  2.  Kales  A et  al  Clin  Phar- 
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Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32  781-788,  Dec  1982 
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DALMANE*  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  Insomnia  or  poor  sleeping 
habits:  in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  al  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermitlent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repealed  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g , operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  lor  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  nof  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  tor  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis 
tering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g . excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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ARE  YOUR  STAFF  AND/OR 
POUOES  ‘TURNING  OFT 
YOUR  PAUENTS? 

WE  HAVE  THE 

ANNCXINariG  A 

JVIEDICAL 

PUBUC  RELAnONS 
SEMINAR 

FOR  YOOR  EMPLOYEES 

CONDUCTED  BY 

PHYLLIS  KESSEL 

OF  PHYLUS  KESSEL  ASSOCIATES 
SPECIAUSTS  IN  PUBUC  RELATIONS 
FOR  THE  MEDICAL  PROFESSION 

SATORDAY,  MAY  11,  1985 
9:30  AM.  to  12  NCX5N 

AT  THE 

HETON  INN 

HOPE  ROAD,  TINTOli  FALLS,  N.J. 
(JOST  OFF  GARDEN  STATE  PKWY.  EXITl  05) 

Among  the  problems  we  will  cover: 

• The  Initial  Telephone  Contact 

• Handling  the  Anxious  Patient 

• Dealing  with  Delays 

• Encouraging  a Professional  Attitude 

• Insurance  Forms,  to  complete  or  not 

• Fee  CoOection  on  day  of  visit 
And  much  more  , . . 

This  could  be  the  smartest  investment 
you  ever  made.  Enroll  your  staff  today! 

FEE:  *$125.  First  staff  member 

$ 20.  Each  additional  member 
(Doctors  m^  accompany  staff 
members  at  no  charge.) 

(201)  531-7080 

* $100.  if  received  by  April  1,  1985 
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MAIL  TO: 


phyllis  kessel  associates 

780  West  Park  A/enue,  OakhursL  NJ  07755 


Yes,  I am  sending  member(s)  of 

my  staff  to  attend  the  Public  Relations  Seminar. 
Enclosed  is  my  check  for  $ 


Doctors  Name 


Address 


Zip 

Office  Telephone  ( ) 
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Policy  at 

Middlesex  General-University  Hospital 


Anew  hospital  policy  was  de- 
veloped by  the  medical  board 
and  enacted  by  tbe  adminis- 
tration of  Middlesex  General-University  Hospital,  the 
primary  teaching  hospital  of  UMDNJ-Rutgers  Medical 
School.  The  policy  entitled,  “Determination  and 
Certification  of  Death  by  Neurological  Criteria,”  rep- 
resents one  institution’s  response  to  a problem  which 
increasingly  has  plagued  physicians  and  hospital  ad- 
ministrators in  New  Jersey  and  elsewhere  over  the  last 
25  years.  How  do  we  determine  when  a brain-damaged 
patient,  maintained  by  artificial  life-support  systems, 
really  is  dead  and  how  do  we  deal  with  the  so-called 
brain-dead  patient— medically,  legally,  and  ethically? 
The  purposes  of  this  article  are  1 ) to  explain  why  and 
how  this  policy  came  about;  2)  to  describe  and  clarify 
some  of  tbe  specific  details  of  the  policy;  and  3)  to 
comment  on  the  significance  of  such  a policy  as  it 
relates  to  the  current  medicolegal  climate  of  the  state 
and  nation.  The  exact  text  of  the  policy,  along  with  the 
accompanying  checklist  are  presented  in  Tables  1 and 
2. 

Sophisticated  life-support  systems  have  enabled 
physicians  to  maintain  respiration  and  circulation  in 
patients  who  have  suffered  overwhelming  brain  dam- 
age over  the  past  two  decades.  While  some  of  the  pa- 
tients eventually  partially  or  completely  recovered, 
others  developed  signs  of  irreversible  cessation  of 
brain  functions.  Because  traditional  cardiopulmonary 


criteria  no  longer  could  be  applied  to  such  patients  the 
problem  of  determination  of  the  time  of  death  arose. 

To  meet  this  challenge.  Harvard  Medical  School’s  Ad 
Hoc  Committee  on  Brain  Death  published  in  1978,  a 
set  of  criteria  for  the  determination  of  death  which  has 
become  familiar  as  the  Harvard  criteria'  These  criteria 
brought  to  national  attention  an  unambiguous  con- 
cept of  brain  death,  including  specific  criteria  for  its 
diagnosis  and  suggestions  regarding  withdrawal  of  life 
support.  Well  publicized  in  both  medical  and  lay  publi- 
cations, these  criteria  were  adopted  rapidly  by  many 
hospitals  across  the  country,  and  still  are  followed  in 
many  institutions. 

The  primary  purpose  of  the  Harvard  committee  was 
to  define  a patient  with  a permanently  nonfunctioning 
brain,  irrespective  of  continued  cardiac  function,  as 
dead.'  That  definition  has  remained  unaltered,  and  it 
now  is  accepted  generally,  both  in  the  medical  and  legal 
world,  that  a patient  who  fulfills  the  brain  death 
criteria,  in  fact,  already  is  dead.^ However,  some  of  the 
specific  criteria  for  the  determination  of  the  state  of 
brain  death  have  been  under  frequent  and  valid  criti- 
cism almost  from  the  time  the  Harvard  report  was 

‘From  the  Department  of  Neurology,  Middlesex  General-Uni- 
versity Hospital  and  UMDNJ-Rutgers  Medical  School,  New 
Brunswick,  NJ  08903.  Correspondence  may  be  addressed  to 
Dr.  Belsh,  Department  of  Neurology,  UMDNJ-Rutgers  Medical 
School,  Academic  Health  Science  Center,  CN  19,  New  Bruns- 
wick, NJ  08903. 
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Introduction 


It  is  the  policy  ofMiddlesex  General-University  Hospital 
to  preserve  and  enhance  human  life  and  to  insure  optimal 
medical  care  to  all  patients  in  accord  with  current  ac- 
cepted medical  standards.  Until  recent  years,  the  loss  of 
heart  functions  and  cessation  of  respiration  were  easily 
observable  and  provided  the  basis  for  diagnosing  death. 
Now,  however,  circulation  and  respiration  can  be  main- 
tained by  means  of  a mechanical  ventilator  and  other 
medical  interventions,  despite  a loss  of  all  brain  functions. 
Thus,  the  older  criteria  of  loss  of  heart  function  and  cessa- 
tion of  respiration  cannot  be  properly  evaluated.  Under 
these  conditions,  death  is  established  if  the  patient  has 
suffered  irreversible  cessation  of  all  functions  of  the  entire 
brain,  including  the  brain  stem.  The  purpose  of  this  policy 
is  to  define  the  criteria  and  procedures  where  death  can 
be  determined  and  certified  in  these  circumstances. 
Procedure 

A checklist  for  the  determination  of  death  by  neu- 
rological criteria  is  attached  and  must  be  utilized  in  the 
evaluation  and  certification  process.  These  criteria  should 
be  used  to  evaluate  patients  who  remain  comatose  and 
apneic  despite  appropriate  therapeutic  procedures.  The 
cause  of  coma  must  be  established  and  sufficient  to  ac- 
count for  the  loss  of  brain  functions.  Reversible  con- 
ditions. such  as  drug  sedation,  metabolic  disturbances, 
hypothermia  (below  32.2°C),  neuromuscular  blockade, 
and  shock,  must  be  searched  for  and  appropriately  treated. 
Physicians  should  be  particularly  cautious  in  applying 
neurological  criteria  to  determine  death  in  children 
younger  than  5 years. 

1.  The  procedure  for  determination  of  death  by  neu- 
rological criteria  should  be  initiated  by  the  patient’s  at- 
tending physician.  Two  separate  clinical  examinations 
must  be  completed,  the  second  no  sooner  than  six  hours 
after  the  first.  Each  examination  must  be  conducted  by 
two  physicians  who  shall  be  members  of  the  medical  staff 
and  shall  be  licensed  to  practice  medicine  by  the  state  of 
New  Jersey.  One  of  these  two  physicians  must  be  either 
a staff  neurologist,  a staff  neurosurgeon,  or  the  director 
of  the  intensive  care  unit  involved.  If  any  evidence  of  brain 
function  is  elicited  during  either  examination,  the  patient 
cannot  be  certified  dead. 

2.  Toxicology  screening  is  required  when  sedative 
drugs,  including  ethanol,  maybe  implicated  by  the  history 
or  physical  examination  as  a possible  cause  of  the  cessa- 
tion of  brain  functions  and  in  patients  with  coma  of  un- 
known cause.  If  exogenous  intoxication  is  found,  death 
may  not  be  declared  until  the  blood  and  urine  concentra- 
tions of  such  agents  fall  to  undetectable  or  below  thera- 
peutic levels  at  the  time  of  the  first  examination.  If  neu- 
romuscular blocking  agents  have  been  used,  a reversal  of 
their  effects  must  be  determined  by  use  of  a nerve  stimu- 
lator. 

3.  The  apneic  oxygenation  test  is  a method  to  determine 
absolute  apnea  and  is  based  on  findings  that  apnea  can- 
not be  reliably  diagnosed  unless  it  occurs  in  a setting  of 
adequate  hypercarbic  stimulation  of  the  brain  stem.  A 
PaC02  of  60  mm  Hg  or  more  is  generally  considered  an 
adequate  hypercarbic  stimulation  of  the  respiratory 
centers.  The  test  should  be  performed  in  the  following 
manner.  Prior  to  the  test,  the  patient  is  ventilated  with 
100%  oxygen  for  30  minutes.  During  this  time,  the  ven- 
tilator is  adjusted  so  that  at  the  start  of  the  test,  the 


PaC02  is  > 36  mm  Hg  and  the  pH  < 7.44.  The  ventilator 
is  then  diseonnected  from  the  patient,  while  oxygen  at  a 
flow  rate  of  6 or  more  liters/min  is  delivered  to  the  patient 
via  a T-tube.  Apneic  oxygenation  is  continued  for  a period 
of  10  minutes  while  the  patient  is  closely  monitored.  If 
spontaneous  breathing  movements  occur,  or  if  significant 
cardiovascular  instability  intervenes,  the  test  is  immedi- 
ately terminated  and  the  patient  reconnected  to  the  ven- 
tilator. After  10  minutes  of  apnea  arterial  blood  gases  are 
obtained  and  the  patient  reconnected  to  the  ventilator.  If 
the  PaC02  is  > 60mm  Hg,  the  test  is  positive  and  the 
patient  is  considered  to  be  apneic. 

4.  A single  electroencephalogram  (EEG)  showing  elec- 
trocerebral silence  (ECS)  is  required.  This  EEG  should  be 
obtained  at  some  time  after  the  first  complete  clinical 
examination  that  shows  absence  of  all  brain  functions. 
The  EEG  is  a valuable  confirmatory  test  and  provides  ob- 
jective documentation  to  substantiate  the  clinical  find- 
ings. ECS  verifies  irreversible  loss  of  cerebral  hemispheric 
functions  in  those  patients  without  drug  intoxication, 
hypothermia  or  shock.  The  recording  of  the  EEG  must 
meet  the  technical  standards  established  by  the  American 
EEG  Society,  as  detailed  in  “Minimal  Technical  Standards 
for  EEG  Recordings  in  Suspected  Cerebral  Death,"  in 
Guidelines  in  EEG  1980,  Atlanta,  American  Elec- 
troencephalographic  Society  1980,  Section  4,  pp  19-24. 
The  interpretation  of  the  EEG  must  be  made  by  a staff 
neurologist  of  the  Division  of  Clinical  Neurophysiology 
and  made  available  in  writing  before  death  certification 
can  be  completed.  If  the  EEG  does  not  show  ECS,  the 
patient  cannot  be  certified  dead. 

5.  There  may  be  circumstances  when  fulfillment  of  all 
the  listed  criteria  is  technically  difficult  or  impossible.  For 
example,  toxicology  screening  levels  may  not  be  available 
for  a prolonged  period  of  time;  it  may  be  impossible  to 
adequately  assess  certain  brain  stem  reflexes;  it  may  be 
difficult  to  determine  the  neural  mediation  of  certain 
bizarre,  complex  limb  movements  (spinal  vs.  brain  stem); 
and,  in  rare  instances,  it  may  be  impossible  to  perform  the 
EEG  in  a technically  satisfactory  manner.  Any  of  these 
circumstances  may  necessitate  the  use  of  an  additional 
confirmatory  test  to  document  the  absence  of  blood  flow 
to  the  cerebral  hemispheres  and  braiin  stem  (e.g.,  cerebral 
angiography). 

Certification 

1.  After  the  two  clinical  examinations  and  appropriate 
confirmatory  tests  have  been  completed  and  documented 
on  the  checklist,  and  they  have  indicated  irreversible 
cessation  of  all  brain  functions,  then  death  of  that  patient 
is  established.  Certification  of  such  death  should  be  made 
on  the  checklist  by  the  two  physicians  who  carried  out  the 
two  clinical  examinations  described  in  the  Procedure  Sec- 
tion. 

2.  Certification  of  death  by  neurological  criteria  is  the 
formal  pronouncement  of  death  and  the  time  documented 
is  the  time  of  patient  death  to  be  used  for  all  legal  matters, 
including  the  death  certificate  issued  by  the  hospital. 

3.  Certification  of  death  does  not  require  consent,  nor 
is  consent  to  be  requested  from  the  next-of-kin.  However, 
the  patient’s  family  must  be  fully  informed  by  the  attend- 
ing physician(s)  concerning  the  determination  and 
certification  processes. 

4.  In  cases  where  the  Medical  Examiner  has  jurisdic- 
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tion,  his  permission  is  not  required  for  the  death  certifica- 
tion process  or  termination  of  medical  therapy.  However, 
the  Medical  Examiner’s  office  shall  be  immediately 
notified  of  the  death  and  the  Medical  Examiner’s 
authorization  must  be  obtained  for  removal  of  organs  for 
transplantation. 

5.  All  hospital  policies  and  procedures  concerning  mat- 
ters relevant  to  any  deceased  patient  (i.e.  permission  for 
autopsy,  Medical  Examiner’s  jurisdiction,  etc.)  apply  equal- 
ly to  these  patients  after  completion  of  this  certification 
process  and  removal  of  all  medical  therapy  or  life-support 
devices. 

6.  When  transplantation  of  any  of  the  patient’s  organs 
is  contemplated,  physicians  involved  in  the  trans- 


plantation process  may  not  be  involved  in  death  certifica- 
tion of  the  potential  organ  donor. 

Withdrawal  of  Life-Support  Systems 

1.  When  a patient  is  certified  dead  by  neurological 
criteria,  all  medical  therapy  and  artificial  life-support  sys- 
tems should  be  withdrawn  from  the  deceased  patient  by 
one  of  the  certifying  physicians. 

2.  When  organ  transplantation  is  planned,  cardiopul- 
monary and  other  essential  organ  support  will  be  con- 
tinued until  the  organs  of  the  deceased  have  been  re- 
moved. (Refer  to  Organ  Donation  Policy  in  the  Nursing 
Procedure  Manual). 


issued.  Subsequently,  newer  brain  death  criteria  and 
guidelines  have  been  developed  by  individual  hospitals 
and  by  prestigious,  well-organized  national  commit- 
tees.^^ Criticisms  against  the  Harvard  criteria  and  the 
appearance  of  various  newer  sets  of  criteria  have  given 
rise  to  confusion  concerning  the  meaning  of  brain 
death  and  the  criteria  necessaiy  to  determine  that 
condition.  This  has  been  compounded  by  the  common 
failure  to  make  the  crucial  distinction  between  the 
vegetative  patient  in  irreversible  coma  and  the  already 
neurologically  dead  patient. 

Confusion  concerning  the  brain  death  issue  may  be 
particularly  prevalent  in  New  Jersey  because  of  the 
famous  case  of  Karen  Ann  Quinlan  and  the  subse- 
quent establishment  of  hospital  prognosis  commit- 
tees.^ According  to  guidelines  endorsed  by  the  state 
attorney  general,  the  New  Jersey  Board  of  Medical 
Examiners,  and  the  state  commissioner  of  health, 
these  committees  were  set  up  to  consider  the  prog- 
nosis of  patients  like  Karen  Ann  Quinlan  who  were  felt 
to  have  no  reasonable  possibility  of  “ever  emerging 
from  a comatose  condition  to  a cognitive,  sapient 
state.”®-® 

Karen  Ann  Quinlan  never  met  the  Harvard  criteria 
and  was  not  brain  dead.  She  typifies  the  many  brain- 
damaged patients  who  have  retained  certain  brain 
stem  functions  but  permanently  have  lost  all  cognitive 
functions.  Such  patients  are  in  the  so-called  persistent 
vegetative  state.  If  the  prognosis  committee  concurs 
with  the  attending  physician  that  such  a patient  has 
no  hope  of  regaining  £iny  cognitive,  sapient  function, 
and  if  the  patient’s  family  agrees,  then  the  physician 
may  withdraw  life-support  systems. 

In  many  New  Jersey  hospitals,  howe\'er,  prognosis 
committees  have  been  called  on  to  certify  brain  death 
and,  in  addition,  to  authorize  withdrawal  of  life-sup- 
port  systems  in  these  dead  patients.  Such  use  of  the 
prognosis  committee  is  unnecessary  and  inap- 
propriate. In  short,  the  purpose  of  the  prognosis  com- 
mittee is  to  help  in  guiding  the  care  and  disposition 
of  hopelessly  brain-damaged,  but  alive,  patients.  The 
difficult  ethical  as  well  as  medical  issues  involved  call 
for  thoughtful  review  by  a full  committee.  In  contrast. 


patients  who  already  are  neurologically  dead  do  not 
require  the  deliberations  of  a committee  to  confirm 
that  fact. 

Another  reason  for  lack  of  hospital  brain  death  poli- 
cies is  the  fear  of  both  physician  and  administration 
alike  that  the  unfortunate  patient's  family  or  some 
third  party  may  institute  litigation  against  the  phy- 
sician who  would  carry  such  a policy  to  its  logical 
conclusion,  i.e.  to  terminate  the  ventilator  and  other 
life-support  systems.  Finally,  physicians  may  fear  that 
a hospital  policy  regarding  brain  death  is  impossible 
or  even  illegal  without  an  official  brain  death  statute 
passed  by  the  state  legislature. 

It  is  clear,  however,  that  a policy  of  benign  neglect 
with  regard  to  brain  death  certification  is  not  only 
confusing,  but  potentially  dangerous.  Physicians  are 
bewildered  by  the  different  sets  of  published  brain 
death  criteria  and  perplexed  by  the  lack  of  direction 
as  to  what  procedure  to  follow.  The  intensive  care  staff 
is  faced  with  the  demoralizingjob  of  indefinitely  caring 
for  patients  who,  according  to  the  consulting  neu- 
rologist or  neurosurgeon,  already  are  dead.  The  pa- 
tient’s family  often  is  left,  by  default,  with  the  decision 
as  to  whether  to  terminate  life  support;  this  gives  rela- 
tives the  impression  that  the  final  determination  of  life 
or  death  lies  in  their  hands.  Finally,  hospital  adminis- 
trators must  consider  who  will  pay  for  the  continued 
intensive  supportive  care  of  a patient  who  already  has 
been  determined  to  be  dead  by  neurological  criteria 

REMEDY  FOR  THE  CONFUSION 

The  remedy  for  such  confusion  is  the  establishment 
of  a clear  hospital  brain  death  policy  based  on  the  best 
current  and  accepted  levels  of  medical  practice.  An 
opportune  time  for  the  development  of  a hospital  policy 
came  with  the  publication  in  1981  of  the  most  recent 
guidelines  concerning  brain  death;  “Report  of  the 
Medical  Consultants  on  the  Diagnosis  of  Death  to  the 
President’s  Commission  for  the  Study  of  Ethical  Prob- 
lems in  Medicine  and  Biomedical  and  Behavioral  Re- 
search.”^ The  Commission  was  composed  of  nationally 
known  physicians,  lawyers,  clergy,  and  bioethicists. 
One  issue  the  President’s  Commission  chose  to  in- 
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A Checklist  for  Determination  of  Death 
by  Neurological  Criteria 

The  cause  of  coma  must  be  established  and  sufficient  to  account  for  the  loss  of  brain  functions.  Reversible  conditions, 
such  as  drug  sedation,  metabolic  disturbance,  hypothermia  (below  32.2°C),  neuromuscular  blockade,  and  shock,  must 
be  searched  for  and  appropriately  treated.  Two  separate  clinical  examinations  must  be  completed,  the  second  no  sooner 
than  six  hours  after  the  first.  Each  examination  must  be  conducted  by  two  physicians  who  shall  be  licensed  to  practice 
medicine  by  the  state  of  New  Jersey.  A confirmatory  electroencephalogram  must  be  performed  at  some  time  between  the 
two  clinical  examinations. 


First  Exam 


Second  Exam 


Date  

Time  

Body  temperature  

Blood  ethanol  (if  indicated)  

Toxicology  studies  (if  indicated)  

Write  Yes  or  No  response  to  each  question 

Absence  of  Cerebral  Functions 

Is  the  patient  in  deep  coma,  without  any  spontaneous  movements  or  response  to 
painful  stimuli  administered  over  the  areas  of  cranial  neive  distribution  (e.g., 
supraorbital  pressure),  and  without  decorticate  or  decerebrate  posturing?  (Spinal 

reflexes  may  be  present.)  

Absence  of  Brain  Stem  Functions 

Cranial  Nerve  Reflexes: 

1.  Are  pupils  fixed  to  light?  

2.  Are  comeal  reflexes  absent?  

3.  Are  oculocephalic  reflexes  absent?  

(no  eye  movement  with  head  turning) 

4.  Are  oculovestibular  reflexes  absent?  (no  eye  movement  when 

ears  are  irrigated  with  50  ccs  of  ice  water)  

5.  Are  orophaiyngeal  responses  absent  to  pharyngeal 

and  endotracheal  suctioning?  


Apnea 

1.  Are  spontaneous  breathing  movements  absent  during  10  minutes 
off  the  respirator  using  apneic  oxygenation? 

(PaC02  must  be  ^ 60  mm  Hg  at  end  of  test)  

2.  List  PaC02  at  end  of  apnea  test  


Confirmatory  Test 

Date  and  time  a confirmatoiy  electroencephalogram  (EEC)  was  performed  which  shows  electrocerebral  silence  (ECS)  and 
meets  the  technical  standards  of  the  American  EEC  Society. 


Comments- 


Certification  of  Death  by  Neurological  Criteria 

Having  considered  the  above  findings,  we  hereby  certify  the  death  of: 


Date: 


Time: 


Physicians’  Signatures:- 
Names  Printed; 


M.D.. 

M.D.. 


AM. 

P.M. 

M.D. 

M.D. 


vestigate  was  the  determination  of  death  and,  for  this 
purpose,  they  requested  the  help  of  a national  group 
of  medieal  consultants.®  The  medical  consultants  con- 
sisted of  more  than  50  clinicians  and  investigators,  all 
of  whom  had  contributed  to  the  study  of  the  severely 
brain-damaged  patient.  The  fields  of  neurology,  neu- 
rosurgery, clinical  neurophysiology,  critical  care  medi- 


cine, pediatric  neurology,  and  legal  medicine  all  were 
represented.  The  group  reached  a consensus  on  brain 
death  guidelines  which  was  approved  by  the  Com- 
mission. 

Another  significant  document  which  received  na- 
tional attention  along  with  the  guidelines  of  the  Presi- 
dent’s Commission  is  the  Uniform  Determination  of 
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Death  Act  (UDDA).  The  UDDA  is  a model  statute  which 
would  provide  legal  and  medical  unifonnity  across  ihe 
country  in  death  certification.  The  statute  reads:  “An 
individual  who  has  sustained  either  1)  irreversible 
cessation  of  circulatory  and  respiratory  functions,  or 
2)  irreversible  cessation  of  all  functions  of  the  entire 
brain,  including  the  brain  stem,  is  dead.  A determina- 
tion of  death  must  be  made  in  accordance  with  ac- 
cepted medical  standards.”^ 

The  UDDA  was  proposed  by  the  President’s  Com- 
mission, the  National  Conference  of  Commissioners  on 
Uniform  State  Laws,  the  American  Medical  Associa- 
tion, and  the  American  Bar  Association,  and  subse- 
quently was  endorsed  by  the  American  Academy  of 
Neurology  and  the  American  Electroencephalographic 
Society.  Significantly,  the  model  act  does  not  specify 
medical  criteria  for  determining  death,  but  stresses 
that  whatever  criteria  are  used  should  be  in  ac- 
cordance with  accepted  medical  standards.  This  func- 
tion-proposing specific  criteria  for  death  in  ac- 
cordance with  accepted  medical  standards— was 
fulfilled  by  the  President’s  Commission  guidelines. 

MIDDLESEX  GENERAL 
UNIVERSITY  HOSPITAL  POLICY 

In  order  to  establish  a brain  death  policy  at  Middle- 
sex General-University  Hospital  the  medical  board  ap- 
pointed an  ad-hoc  committee  under  the  chairmanship 
of  the  chief  of  the  neurology  service.  Directors  of  the 
medical,  surgical,  and  pediatric  intensive  care  units 
were  represented,  as  well  as  the  nursing  staff  and  hos- 
pital administration.  It  was  thought  that  the  policy 
would  assure  that  determination  and  certification  of 
brain  death  in  our  hospital  would  be  applied  uniformly 
and  would  meet  “accepted  medical  standards.’’  Fur- 
thermore, it  would  provide  the  staff  with  a clear  mech- 
anism for  dealing  with  the  brain  dead  patient. 

In  addition  to  a hospital  policy,  the  committee  rec- 
ommended that  a hospital  reporting  form  or  checklist 
for  brain  death  should  be  developed.  This  checklist, 
which  would  be  available  in  all  the  intensive  care  units, 
would  be  the  vehicle  for  clearly  stating  the  neurological 
criteria  for  determination  of  death.  A format  similar  to 
that  of  the  Presbyterian-University  Hospital  of 
Pittsburgh  was  developed.®  If  a patient  was  considered 
to  have  brain  death,  the  examining  physicians  would 
complete  the  checklist  and  place  it  on  the  chart  as  a 
permanent  record. 

The  hospital  checklist  serves  several  purposes:  1)  it 
ensures  that  each  evaluation  is  done  in  a standardized 
manner;  2)  it  indicates  preconditions  which  must  be 
met  prior  to  initiating  the  standardized  examination 
procedure:  3)  it  provides  an  explicit  chart  record  ac- 
cessible for  verification:  and  4)  it  educates  the  hospital 
physicians,  nurses,  and  technicians  regarding  the 
criteria  of  brain  death. 

The  fingd  version  of  the  hospital  policy  and  checklist 
developed  by  the  ad-hoc  committee  was  reviewed  and 
approved  by  the  hospital  legal  counsel,  the  hospital 
administration,  and  the  medical  board. 

The  policy  and  checklist  have  followed  closely  the 
recommendations  of  the  President’s  Commission 


guidelines.^  Hospital  brain  death  policies  previously 
published  also  were  helpful  in  writing  our  present  pol- 
icy.'® Precise  wording  of  the  hospital  policy  was  es- 
sential to  convey  correct  meaning  and  prevent  mis- 
understanding. The  title  of  the  policy,  “Determination 
and  Certification  of  Death  by  Neurological  Criteria,’’ 
immediately  conveys  the  underlying  concept  of  the  en- 
tire policy — that  the  patient  who  eventually  meets  the 
criteria  laid  out  will  be  declared  dead.  We  have  followed 
the  President’s  Commission  guidelines  in  avoiding  the 
term  “brain  death”  either  in  the  title  or  throughout  the 
policy  and  checklist.  We  think  this  omission  makes 
sense  from  both  a social  and  moral  aspect.  For  the  sake 
of  clarity  and  consistency,  we  have  used  the  term 
“brain  death”  repeatedly  in  this  article,  but  we  rec- 
ommend that  physicians  avoid  the  use  of  the  term 
when  speaking  to  the  patient’s  family.  To  the  un- 
educated, emotionally  sensitive,  or  tragedy-stricken 
relative,  the  term  “brain  death”  may  suggest  two  types 
of  human  death.  While  laypersons  are  familiar  with  the 
traditional  criteria  for  cardiopulmonary  death,  they 
may  fear  that  their  loved  one  will  be  declared  brain 
dead  earlier  in  the  “dying  process”  than  a similar  dying 
patient — especially  if  organ  donation  is  contem- 
plated.'® The  policy  recognizes  death  as  a singular 
event  rather  than  a prolonged  process. By  referring 
to  a patient  as  meeting  certain  neurological  criteria  for 
death,  we  reduce  the  possibility  of  misunderstandings. 

A significant  part  of  the  policy  is  the  listing  of  certain 
“preconditions”  which  must  be  fulfilled  prior  to  the 
initiation  of  the  protocol.  Besides  establishing  a cause 
of  brain  damage  sufficient  to  account  for  the  loss  of 
brain  functions,  the  attending  physicians  must  search 
for  and  appropriately  treat  those  reversible  causes  of 
coma  which  may  simulate  the  picture  of  brain  death. 
Space  is  provided  in  the  checklist  for  documenting  the 
patient’s  body  temperature  and,  if  indicated,  results  of 
blood  ethanol  assays  and  other  toxicology  studies.  Be- 
cause of  the  paucity  of  knowledge  concerning  the 
potential  for  recovery  of  the  young  brain-damaged 
child,  we  echoed  the  President’s  guidelines  in  urging 
caution  in  applying  this  policy  to  children  younger 
than  five  years  of  age. 

Our  protocol  for  determining  death  by  neurological 
criteria  requires  a meticulous  neurological  examin- 
ation (the  clinical  examination)  performed  by  two  staff 
physicians  licensed  by  the  state  of  New  Jersey.  If  the 
clinical  examination  shows  no  sign  of  brain  functions, 
a confirmatory  electroencephalogram  (EEC)  is  re- 
quested. If  the  EEC  shows  electrocerebral  silence 
(ECS),  a second  clinical  examination,  identical  to  the 
first,  is  done.  The  second  clinical  examination  can  be 
performed  no  sooner  than  six  hours  after  the  first.  If 
it  confirms  absence  of  signs  of  brain  functions,  then 
the  patient  is  certified  dead  on  the  checklist  by  the  two 
physicians. 

As  part  of  the  clinical  examination  of  brain  death, 
the  last  brain  stem  reflex  requiring  testing  is  the  res- 
piratory reflex.  While  other  parts  of  the  clinical  examin- 
ation are  familiar  to  most  physicians,  the  test  for 
apnea  deserves  further  comment.  The  Harvard  criteria 
required  3 minutes  off  the  ventilator  without  any  res- 
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piratory  effort  to  determine  apnea'  The  Collaborative 
Study,  conducted  by  the  National  Institutes  of  Health 
and  published  in  1977,  defined  apnea  as  a state  in 
which  the  patient  makes  no  effort  to  override  the  ven- 
tilator for  at  least  15  minutes.'^  The  code  of  the  Royal 
Colleges  of  the  United  Kingdom,  published  in  1976, 
was  the  first  to  specify  the  need  for  an  adequate  hyper- 
carbic  stimulation  of  the  brain  stem.*®  It  was  rec- 
ognized that  absolute  apnea  can  be  diagnosed  reliably 
only  if  it  occurs  with  the  patient  disconnected  from  the 
ventilator  for  a sufficient  time  to  ensure  a PaCOa  level 
capable  of  stimulating  any  respiratory  neurons  that 
still  may  be  alive  in  the  brain  stem. 

An  obvious  problem  is  how  to  maintain  adequate 
oxygenation  of  the  blood  while  the  PaCOa  level  is  rising 
in  a disconnected,  nonbreathing  patient;  that  problem 
has  been  solved  by  the  technique  of  apneic  oxygena- 
tion or  apneic  oxygen  diffusion. 

The  technique  involves  preoxygenating  the  patient 
for  some  period  prior  to  disconnection,  thus  allowing 
the  lungs  to  fill  with  pure  oxygen.  Assuming  no  serious 
pulmonary  disease,  such  preoxygenation,  along  with  a 
passive  flow  of  oxygen  during  disconnection,  should 
provide  sufficient  alveolar  oxygen  for  10  to  15  minutes 
of  apnea  without  hypoxemia  or  damage  to  the  heart 
or  other  body  organs.  Based  on  studies  by  Shafer, 
Caronna,  and  Pitts  at  the  San  Francisco  General  Hos- 
pital, our  policy  requires  a 10-minute  disconnection, 
during  which  the  PaCOa  must  rise  to  a level  of  60  mm 
Hg  or  more.'^*®  To  assure  that  the  PaCOa  reaches  at 
least  60  at  the  end  of  10  minutes,  the  patient  must 
not  be  hypocapnic  at  the  start  of  disconnection.  There- 
fore, we  have  required  a starting  PaCOa  of  36  mm  Hg 
or  more.  Extensive  experience  with  the  apnea  test  at 
our  institution  has  shown  it  to  be  a safe,  easily  per- 
formed, and  extremely  sensitive  test  of  brain  stem 
function. 

The  policy  requires  a second  clinical  examination  at 
the  end  of  a minimal  obseiwation  period  of  6 hours. 
The  purposes  of  such  retesting  are  to  ensure  that  there 
has  been  no  observer  error  and  that  there  has  been 
no  change  in  clinical  signs.’®  In  short,  it  verifies  that 
cessation  of  brain  functions  is  irreversible.  The  dur- 
ation of  observation  periods  prior  to  retesting  has 
varied  from  30  minutes  in  the  Collaborative  Study  to 
the  familiar  24-hour  hiatus  of  the  Harvard  criteria."^ 
The  6-hour  minimum  observation  period  in  our  policy 
is  based  on  the  President’s  Commission  guidelines.  It 
is  quite  clear  from  the  extensive  literature  on  the 
comatose  patient  that  no  patient  who  properly  has  met 
the  preconditions  and  clinical  criteria  of  brain  death 
has  ever  regained  brain  function  after  a 6-hour  ob- 
servation period. 

The  requirements  of  a confirmatory  EEG  at  some 
time  between  the  two  clinical  examinations  further 
bolsters  the  reliability  of  the  brain  death  policy.  The 
need  for  an  EEG  in  the  determination  of  brain  death 
has  been  very  controversial,  and  the  President’s  Com- 
mission guidelines  reflect  this  controversy  by  calling 
a confirmatory  EEG  “desirable  when  objective 
documentation  is  needed  to  substantiate  the  clinical 
findings.’’’’  The  EEG  is  not  essential  in  every  case,  or 


even  in  most  cases,  where  the  cause  of  coma  is  known 
beyond  a doubt  to  be  irreversible  by  a meticulous  neu- 
rological examination.  However,  not  all  cases  are  so 
clear-cut;  human  fallibility  always  exists,  so  the  public 
and  the  courts  often  like  to  have  the  diagnosis  of  a 
qualified  physician  corroborated  by  a state-of-the-art 
biomedical  test. 

Several  cogent  arguments  favor  using  the  EEG  as  a 
confirmatory  test  in  the  determination  of  brain  death. 
It  is  known  that  an  EEG  showing  electrocerebral 
silence  (ECS)  verifies  irreversible  loss  of  cerebral  hemi- 
spheric functions  in  the  absence  of  drug  intoxication, 
hypothermia,  or  shock.’®'^°^‘  The  EEG  provides  a 
standardized,  noninvasive  confirmation  of  the  clinical 
examination,  and  provides  information  about  brain 
cell  function  which  is  not  obtainable  with  other 
methods  of  examination.  It  gives  objective  reassurance 
concerning  the  hopeless  state  for  both  relatives  and 
hospital  staff  Furthermore,  the  EEG  provides 
documented  evidence  of  brain  death  at  a time  of  gen- 
eral public  anxiety  about  medical  management  of  the 
comatose  patient.  This  anxiety  has  been  heightened  by 
media  reports  which  publicize  chilling  stories  of  not- 
so-dead  patients  whose  life  support  was  discontinued 
too  soon,  and  by  sensational  tales  of  the  declared-dead 
subsequently  recovering  and  walking  out  of  the  hospi- 
tal. An  ECS  tracing  should  be  required  only  if  an  EEG 
department  of  adequate  quality  is  available  and  the 
technical  standards  established  by  the  American  EEG 
Society  can  be  met.^®  No  EEG  may  be  better  than  an 
unsatisfactory  EEG.^® 

Certification  of  death  is  made  at  the  bottom  of  the 
checklist  once  irreversible  cessation  of  all  brain  func- 
tions is  established,  i.e.  upon  completion  of  the  second 
clinical  examination.  Here  the  policy  takes  a definitive 
step  which  is  a logical  outgrowth  of  our  previous  dis- 
cussion. It  regards  the  certified  patient  as  medically 
and  legally  dead,  and  directs  the  attending  physician 
to  act  accordingly.  The  patient  no  longer  is  “comatose” 
or  “hopelessly  brain-damaged”;  rather,  he  or  she  is 
dead,  with  a heart  and  certain  other  organs  which  may 
continue  to  function  for  days  or  sometimes  weeks  if 
ventilation  and  circulation  are  maintained.  Time  of 
death  is  the  time  certified  by  the  two  physicians  on 
the  checklist.  If  organ  transplantation  is  not  planned, 
the  certilying  physicians  then  are  directed  by  the  pol- 
icy to  withdraw  all  medical  therapy  and  artificial  life- 
support  systems  from  the  deceased  patient. 

As  with  the  pronouncement  of  death  by  traditional 
cardiopulmonary  criteria,  pronouncement  of  death  by 
neurological  criteria  does  not  require  consent  by  the 
patient’s  family.  Certainly  the  family  should  be  fully 
informed  concerning  the  processes  and  meaning  of  the 
brain  death  protocol.  However,  to  request  family  con- 
sent for  death  certification  or  life-support  withdrawal 
is  to  suggest  to  them  that  they  and  not  the  doctors  are 
to  make  the  final  decision  whether  to  “prolong  life”  or 
“allow  death.”  Such  a suggestion  is  false  and  mislead- 
ing as  the  patient  already  has  been  determined  to  be 
dead.2“  The  close  relative  asked  to  acquiesce  or  consent 
to  life-support  withdrawal  is  forced  into  an  emotional 
and  ethical  dilemma;  a final  consent  to  withdrawal 
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often  is  followed  by  a deep  sense  of  guilt  that  he  or  she 
has  contributed  in  some  manner  to  the  death  of  a loved 
one.  The  determination  of  death  is  and  always  has 
been  a medical  decision.  The  distraught  family  looks 
to  the  attending  physician  for  medical  authority  and 
firm  decision  making.  A similar  opinion  was  expressed 
over  15  years  ago  by  the  Ad  Hoc  Committee  of  the 
Harvard  Medical  School,  which  stated  “It  is  unsound 
and  undesirable  to  force  the  family  to  make  the  de- 
cision [to  declare  death  and  to  turn  off  the  respir- 
ator].”* 

At  present  there  is  no  legal  statute  in  the  state  of 
New  Jersey  recognizing  the  validity  of  neurological 
criteria  for  death.  Brain  death  statutes  have  been 
enacted  in  about  two-thirds  of  the  states,  including 
Pennsylvania,  which  enacted  in  February  1983  a new 
law  identical  to  the  Universal  Determination  of  Death 
Act.®  Certainly,  a specific  New  Jersey  state  law  in  this 
regard  would  be  helpful,  and  we  welcome  the  passage 
of  the  brain  death  bill  currently  before  the  New  Jersey 
State  Assembly.^®  However,  the  absence  of  such  a 
statute  does  not  prevent  an  individual  hospital  from 
formulating  its  own  policy  or  guidelines,  so  long  as  it 
defines  death  in  keeping  with  accepted  medical  stand- 
ards.2^  John  F.  Horty,  in  a particularly  pertinent  sec- 
tion of  his  treatise  on  hospital  law,  discusses  the  legal 
concerns  of  the  hospitals  and  physicians  in  states 
which  have  no  judicial  or  statutory  law  pertaining  to 
brain  death: 

Many  hospitals  in  states  without  any  judicial  or 
statutory  law  concerning  brain  death  have  been 
using  the  alternate  [neurological]  standards  of 
death  for  a number  of  years.  This  is  in  accord  with 
ordinary  medical  practice  and  hospitals  that  fol- 
low a well-written  policy  need  not  fear  potential 
liability.  No  court  yet  has  refused  to  recognize 
such  a standard,  and  indeed  several  have  ques- 
tioned as  to  whether  their  seal  of  approval  is 
necessary  in  what  they  consider  to  be  a medical 
determination. 

As  mentioned  previously,  there  is  no  duty  to 
keep  a dead  patient  on  life-support  machines.  As 
long  as  the  hospital  and  doctors  have  not  been 
negligent  in  declaring  a patient  dead— that  is,  as 
long  as  a hospital  has  followed  ordinary  medical 
procedures  and  standards,  there  is  no  reason  to 
fear  liability.  Since  brain  death  is  now  recognized 
under  ordinary  medical  standards,  the  hospitals 
and  doctors  have  met  the  necessary  requirements 
to  avoid  liability  if  they  have  acted  properly  in 
determining  whether  a particular  person  is  brain 
dead.*® 

Our  hospital  policy,  based  on  the  recommended 
criteria  for  death  laid  out  in  the  President’s  Com- 
mission guidelines,  certainly  would  meet  not  only  “or- 
dinary” medical  standards,  but  the  highest  medical 
standards  in  the  country.  Hence,  adhering  to  such  a 
hospital  policy,  along  with  clear  and  open  documenta- 
tion of  the  brain  death  examination  on  a checklist,  is 
the  best  safeguard  a physician  has  against  suspicion 
of  error.2® 
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Putting  Benzodiazepine  Hypnotics  into 
Proper  Therapeutic  Perspective 


Norman  Sussman.  m.d.,  newyork,  ny* 


Three  benzodiazepine  derivatives  are  approvedjor  use  as 
hypnotics: flurazepanif  temazepanHf  and  triazolam.  Confusion 
and  controversy  surround  the  use  of  benzodiazepines,  particularly 
as  tranquilizers  or  sleeping  pills. 


Benzodiazepines  have  become 
the  preferred  pharmacologic 
agents  in  the  treatment  of  in- 
somnia These  drugs  have  achieved  widespread  accep- 
tance because  th^^  are  less  lethal  when  taken  in  over- 
dose, are  more  likely  to  maintain  clinical  efficacy  with 
regular  use,  and  are  less  likely  to  alter  hepatic  function 
than  the  barbiturates— the  class  of  drugs  which  was 
supplanted  by  the  benzodiazepines. 

Three  benzodiazepine  derivatives  are  approved  for 
use  in  the  symptomatic  treatment  of  insomnia 
flurazepam  (Dalmane®),  temazepam  (Restorll®),  and 
triazolam  (Halcion®).  Despite  a large  body  of  literature 
about  the  efficacy  and  side  effects  associated  with 
these  drugs,  this  information  is  difficult  to  interpret, 
even  for  those  with  extensive  knowledge  of  pofy- 
somnography  and  phcirmacoklnetics.  It  is  even  more 
difficult  to  derive  conclusions  that  can  be  generalized 
to  clinical  practice.  Considering  the  widespread  use  of 
sleeping  pills — 4 percent  of  the  population  uses  a 
prescription  drug  at  least  once  each  year' — it  always 
is  timely  to  examine  issues  associated  with  their  use. 

PRINCIPLES  OF  CLINICAL  USE 

Hypnotic  drugs  are  prescribed  in  response  to  a com- 
plaint of  insomnia  or  in  anticipation  of  sleep  dif- 
ficulties. The  latter  is  typified  by  hospitalization,  where 
noise  and  situational  anxiety  frequently  interfere  with 
sleep.  There  are  no  universally  accepted  guidelines  for 


hypnotic  drug  use,  but  several  general  principles  are 
best  followed.  It  is  advisable  to  conduct  a detailed  inter- 
view in  which  the  duration  of  the  symptom  (e.g.  days, 
weeks,  months),  associated  life  events  (e.g.  stress,  loss, 
change),  pattern  (e.g.  intermittent,  chronic),  and  quali- 
ty (e.g.  sleep  onset,  middle  of  the  night  awakening,  early 
morning  awakening)  are  determined. 

It  also  is  advisable  to  ask  whether  or  not  the  patient 
experiences  daytime  sleepiness  as  a result  of  the  re- 
ported sleep  loss.  In  the  absence  of  da3dime  complaints, 
a diagnosis  of  insomnia  should  not  be  made.  Instead, 
the  possibility  that  the  patient  has  a short  sleep  need 
should  be  explored.  Some  persons  are  able  to  function 
adequately  with  less  than  four  hours  of  sleep.^ 

Before  prescribing  a benzodiazepine  for  insomnia, 
the  underlying  causes  of  these  symptoms  should  be 
investigated:  disease,  side  effects  of  other  drugs,  and 
dietaiy  factors  need  to  be  considered.  Since  coffee  and 
tea  antagonize  the  effects  of  benzodiazepines,  patients 
should  be  advised  to  omit  or  minimize  the  consump- 
tion of  these  beverages.  Stopping  their  use  may  obviate 
the  need  for  medication.  Similarly,  stimulant  medi- 
cation may  interfere  with  normal  sleep. 


‘This  paper  was  presented  at  the  MSNJ  Annual  Meeting,  May 
5,  1984,  in  Atlantic  City.  Dr.  Sussman  is  Clinical  Assistant 
Professor,  Department  of  Psychiatry,  New  York  University 
School  of  Medicine.  Correspondence  may  be  addressed  to  Dr. 
Sussman,  Suite  204,  20  East  68th  Street  New  York.  NY 
10021. 
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The  goal  of  benzodiazepine  hypnotic  therapy  is  to 
Improve  the  quality  and/or  duration  of  sleep  with  a 
minimum  of  daytime  side  effects,  such  as  impaired 
daytime  psychomotor  performance  and  increased  som- 
nolence. If  hypnotics  are  prescribed,  the  patient’s  day- 
time mood,  cognition,  and  coordination  should  be 
monitored. 

It  is  a central  dogma  of  recommended  prescribing 
practice  that  hypnotics  be  used  only  intermittently 
and  for  brief  periods.  Nevertheless,  it  repeatedly  has 
been  found  that  these  drugs  frequently  are  prescribed 
for  extended  periods.  It  is  best  not  to  prescribe  more 
that  a two-week  supply  of  hypnotic  medication  at  any 
one  time. 

Prescribed  daily  dosage  never  should  exceed  rec- 
ommended levels.  Failure  to  respond  to  maximal  sug- 
gested doses  should  suggest  further  investigation  and 
possible  treatment  of  depression  or  psychosis.  Using 
more  than  a recommended  dosage  inevitably  leads  to 
severe  residual  effects. 

Benzodiazepines  are  best  withheld  from  patients 
with  a history  of  drug  or  alcohol  abuse.  Although  these 
drugs  generally  are  not  used  recreationally,  patients 
prone  to  substance  abuse  may  become  habituated  to 
benzodiazepines  or  use  these  drugs  in  excess.  In  ad- 
dition, the  safety  of  these  drugs  in  relation  to  overdose 
only  applies  to  their  use  alone.  In  combination  with 
other  central  nervous  system  depressants,  these  drugs 
can  be  dangerous. 

A second  important  contraindication  to  benzodi- 
azepine use  is  the  presence  of  respiratory  disease, 
specifically  sleep  apnea  Patients  with  sleep  apnea  may 
experience  life-threatening  exaeerbations  of  their  dis- 
order when  given  sedative  drugs.  Diagnosis  of  sleep 
apnea  should  be  confirmed  by  sleep  laboratory  studies. 

Special  caution  should  be  used  when  prescribing 
hypnotics  to  elderly  patients  who  tend  to  elear  drugs 
more  slowly  and  are  more  sensitive  to  the  development 
of  both  cognitive  and  motor  impairment. 

When  pharmacotherapy  is  indicated,  benzodi- 
azepine hypnotics  are  the  drugs  of  choice. 

PHARMACOIONETIC  FACTORS 

At  higher  doses,  all  eurrently  marketed  benzodi- 
azepines are  equally  effective  as  sleep  enhancing 
agents.3  Similarly,  at  lower  doses  they  reduee  antici- 
patory or  generalized  anxiety.'*  That  some  compounds 
are  marketed  as  hypnotic  drugs,  while  others  are  ap- 
proved as  antianxiety  agents,  reflects  both  market- 
ing/research decisions  on  the  part  of  the  manufac- 
turer and  pharmacokinetic  profiles  of  the  individual 
drugs.^  Important  kinetic  features  of  hypnotics  include 
absorption  rate,  pathway  of  metabolism,  and  speed  of 
elimination. 

Absorption.  Beeause  the  rate  of  benzodiazepine 
absorption  is  the  major  determinant  of  the  onset  of 
drug  effect  and  because  many  persons  use  hypnotic 
agents  to  manage  sleep  onset  difficulties,  speed  of 
absorption  would  be  expected  to  be  a critical  factor  in 
hypnotic  efficacy.  All  benzodiazepines  are  absorbed 
with  comparative  speed,  although  subtle  differences 
exist  between  drugs  and  between  individuals.  Using  a 
benzodiazepine  after  having  a meal  tends  to  delay  but 
not  diminish  absorption. 


Pathway  of  Biotransfonnation.  The  metabolism  of 
benzodiazepines  involves  two  major  pathways.  The 
metabolic  pathway  of  one  group  of  benzodiazepines 
involves  hepatic  microsomal  oxidation.  Those  in  a sec- 
ond group  are  metabolized  by  glucuronide  conjuga- 
tion. Oxidized  drugs  are  more  susceptible  to  prolonga- 
tion of  elimination  rate  by  age,  liver  disease,  and  con- 
current use  of  drugs  that  interfere  with  hepatic  micro- 
somes.®  The  most  significant  potential  benzodi- 
azepine-drug interaction  involves  cimetidine  mainly 
because  it  is  among  the  most  widely  used  of  all  drugs.^ 

It  is  important  to  note  that  the  benzodiazepines  are 
affected  by  liver  disease  but  do  not  alter  liver  metab- 
olism, in  contrast  to  barbiturates,  which  induce 
hepatic  enzymes  and  hence  require  higher  doses  to 
achieve  the  same  clinical  effect. 

Elimination  Half-Life.  The  three  currently  available 
benzodiazepine  hypnotics  represent  a different  point 
along  the  spectrum  of  elimination  half-life — the  rela- 
tive rate  of  drug  excretion.  In  a very  general  sense, 
elimination  half-life  correlates  with  the  duration  of 
pharmacological  effect,  but  these  terms  are  far  from 
synonymous.  Many  variables  may  intervene,  so  that 
under  some  circumstances  a drug  with  a short 
elimination  half-life  may  have  longer  duration  of  activi- 
ty than  more  slowly  eliminated  compounds.  Examples 
of  such  circumstances  include  the  concurrent  use  of 
other  medications,  advanced  age,  and  use  of  excessive 
doses  of  a hypnotic  compound. 

In  discussions  of  benzodiazepines,  no  pharma- 
cokinetic term  is  used  more  often — and  misunder- 
stood more  frequently — than  "half-life.”  Elimination 
half-life— a mathematically  derived  number — is  used 
to  described  the  relative  rate  of  drug  excretion.  It  is  not 
synonymous  with  duration  of  pharmacologic  effect. 
Many  drugs  with  a long  elimination  half-life  have  a 
short  duration  of  activity  when  used  in  single  doses, 
mainly  because  of  their  large  volume  of  distribution.® 

Elimination  half-life  therefore  is  understood  best  as 
a property  that  determines  whether  a drug  will  ac- 
cumulate with  repeated  dosage.  Longer  half-life  drugs 
tend  to  accumulate,  while  shorter  half-life  drugs  do 
not. 

BENZODIAZEPINE  HYPNOTICS 

Each  of  the  currently  marketed  benzodiazepine  hyp- 
notics differs  markedly  from  the  others  in  its  pharma- 
cokinetic properties.  As  a result,  each  drug  produces 
a unique  profile  of  clinical  effects  and  side  effects.® 

Flurazepam.  Flurazepam  was  the  first  ben- 
zodiazepine to  be  approved  for  use  specifically  in  the 
treatment  of  insomnia  At  the  time  of  its  introduction 
it  offered  several  advantages  over  the  barbiturate  hyp- 
notics. These  were  the  lower  risk  of  distorting  sleep 
architecture,  specifically,  suppressing  REM  sleep,  in- 
creased safety  in  overdose,  and  the  lack  of  hepatic 
enzyme  induction.  Nevertheless,  flurazepam  has  active 
metabolites  with  an  elimination  half-life  of  over  100 
hours,  which  seems  to  be  incompatible  with  the  ideal 
profile  of  a hypnotic  agent.®  Indeed,  the  availability  of 
shorter-acting  compounds  has  revealed  several  prob- 
lems associated  with  flurazepam  in  its  role  as  a hyp- 
notic drug.  For  example,  as  compcired  to  triazolam  and 
temazepam,  flurazepam  actually  decreases  daytime 
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alertness,  and  impairs  psychomotor  pertormance. 
Although  daytime  sedation  may  diminish  slightly  after 
three  weeks  of  nightly  use,  decreased  daytime  per- 
formance remains.'”'* 

Some  patients  experience  increased  difficulty  falling 
asleep  (rebound  insomnia)  during  the  second  week 
following  flurazepam  discontinuation."  This  delayed 
rebound  phenomenon  is  the  result  of  the  slow  washout 
of  flurazepam  metabolites,  a consequence  of  their  long 
elimination  half-lives.  An  additional  problem  with 
flurazepam’s  long  half-life  is  the  increased  risk  of  inter- 
actions with  other  drugs.  The  elimination  rate  of 
flurazepam  is  prolonged  in  elderly  males. 

The  starting  dose  of  flurazepam  is  15  mg;  maximal 
dose  is  30  mg. 

Temazepam.  Temazepam  has  an  intermediate 
elimination  half-life  of  9.5  to  12.5  hours."  This  rela- 
tively short  half-life  minimizes  the  risk  of  residual 
sedation  following  single-night  use  of  the  drug,  and 
reduces  the  likelihood  of  drug  accumulation  following 
nightly  use. 

Temazepam  is  the  only  one  of  the  approved 
benzodiazepine  hypnotics  that  is  metabolized  by  con- 
jugation rather  than  oxidation.  As  a result  its  rate  of 
biotransformation  is  not  affected  by  hepatic  disease, 
by  drugs  that  inhibit  oxidation,  or  by  advanced  age. 
However,  for  reasons  that  are  not  clear,  the  elimination 
half-life  of  temazepam  is  prolonged  in  some  elderly 
females,  but  not  in  males. 

One  problem  that  has  been  reported  with 
temazepam  use  is  its  variable  rate  of  absorption.  Ap- 
parently the  drug  is  absorbed  rapidfy  in  some  patients 
and  absorbed  slowly  in  others.  As  a result  some  pa- 
tients may  experience  peak  drug  concentrations  sev- 
eral hours  after  drug  ingestion,  resulting  in  increased 
next-day  sedation.  A sensible  approach  to  the  use  of 
this  drug  is  for  the  physician  to  consider  the  possi- 
bility that  absorption  rates  may  vary  from  patient  to 
patient.  It  may  be  useful  to  give  temazepam  one  to  two 
hours  before  bedtime  to  accommodate  a slower  absorp- 
tion. It  is  possible  to  see  slower  absorption  as  an  ad- 
vantage, since  it  avoids  a “knock-out”  effect  allows  a 
more  natural  onset  of  sleep,  and  reduces  the  potential 
for  abuse.’®  The  combination  of  slower  absorption  and 
intermediate  half-life  makes  temazepam  best  suited 
for  patients  who  anticipate  sleep  difficulties  and  take 
the  medication  at  or  before  bedtime.  A person  who 
uses  temazepam  as  a last  resort  early  in  the  morning 
will  most  likely  experience  significant  next-day  seda- 
tion. 

The  recommended  starting  dose  of  temazepam  is  1 5 
mg:  maximal  dose  is  30  mg. 

Triazolam.  Triazolam  has  an  ultra-short  elimination 
half-life  of  1.5  to  5.0  hours. This  short  half-life  makes 
it  highly  suitable  for  hypnotic  use  since  it  provides 
Improved  sleep  efficacy  without  impairment  of  daytime 
alertness.’®  Indeed,  in  some  chronic  insomniacs, 
triazolam  clearly  improves  both  daytime  alertness  and 
psychomotor  performance."  '”  By  comparison,  longer- 
acting  hypnotics  increase  daytime  sleepiness  and  re- 
duce performance.  An  additional  advantage  of 
triazolam’s  very  short  half-life  is  that  it  provides  little 
opportunity  for  adverse  interactions  with  other 
drugs.2® 

Because  triazolam  is  biotransformed  via  hepatic  oxi- 


dation, it  would  be  expected  that  drugs  and  liver  dis- 
ease would  increase  its  elimination  half-life.  However, 
the  rapid  clearance  of  triazolam  appears  to  preclude 
significant  interference  in  its  elimination.  Instead, 
there  may  be  an  intensification  of  drug  effect  as  a 
result  of  increased  plasma  levels,^'  therefore,  reduced 
doses  should  be  used  in  these  cases.  There  is  no  sig- 
nificant age-related  prolongation  of  triazolam  elimina- 
tion time,22  but  there  is  increased  intensity  of  drug 
effect,  so  the  lowest  possible  doses  (0.125  mg)  should 
be  used. 

The  recommended  starting  dose  for  adults  up  to  age 
60  is  0.25  mg;  maximal  dose  is  0.5  mg.  For  older  sub- 
jects or  debilitated  patients,  a dose  of  0.125  mg  is 
recommended. 

Drugs  with  Other  Primary  Indications.  Some  clini- 
cians prescribe  medications  with  other  primary  in- 
dications and  sedative  properties  as  alternatives  to 
benzodiazepines.  Such  intentional  use  of  side  effects 
results  from  the  fear  of  abuse,  addiction,  or  adverse 
publicity  that  has  surrounded  benzodiazepines.  Tri- 
cyclic antidepressants  cany  the  risk  of  orthostatic 
hypotension,  cardiac  anythmia,  and  urinary  dif- 
ficulties. Phenothiazines  and  other  antipsychotic 
agents  are  known  to  cause  anticholinergic  side  effects 
similar  to  those  of  the  tricyclic  antidepressants,  and 
in  addition  produce  movement  disorders  such  as 
parkinsonism,  akathisia,  and  chronic  tardive  cfys- 
kinesia 


BenzodicLzepines  h€we  a usejul 
role  to  play  in  the  short-term 
management  of  sleep  problems. 


Interchangeable  Use  of  Anxiolytic  and  Hypnotic 
Benzodiazepines.  Some  physicians  have  adopted  the 
practice  of  using  benzodiazepines  that  are  marketed 
as  antianxiety  drugs  as  hypnotic  agents.  Given  the 
similarities  between  availalDle  compounds,  this  prac- 
tice is  acceptable. 

This  view,  that  approved  indications  are  mean- 
ingless and  that  the  intermediate  half-life  drugs 
(alprazolam,  oxazepam,  lorazepam,  and  temazepam) 
can  be  used  interchangeably  as  both  anxio^ics  and 
hypnotics,  certainly  cannot  be  challenged  on  pharma- 
cological grounds.  Indeed,  it  has  been  suggested  that 
drugs  with  an  intermediate  half-life  be  termed  “hypno- 
anxlolytics.” 

Nevertheless,  there  are  valid  reasons  to  adhere  to 
conventional  indications.  One  is  that  there  is  an  ex- 
tensive body  of  research  published  on  the  approved 
indication,  permitting  the  interested  practitioner  to 
explore  more  fully  the  subtle  effects  of  a drug  for  that 
condition.  Second,  identifying  a drug  as  either  a “sleep- 
ing pill”  or  tranquilizer  discourages  all  but  the  more 
medically  sophisticated  patient  from  taking  it  upon 
himself  to  use  the  drug  ad  lib.  In  other  words,  a patient 
being  given  triazolam  or  temazepam  is  unllkefy  to  re- 
sort to  these  drugs  when  experiencing  an  anxiety 
producing  situation. 
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ADVERSE  EFFECTS 

In  addition  to  long-standing  concerns  about  residual 
effects,  abuse,  and  drug  interaetions,  two  other  poten- 
tial adverse  effeets  have  been  identified  as  being  as- 
sociated with  benzodiazepine  hypnotic  use.  These  are 
rebound  insomnia  and  anterograde  amnesia 

Rebound  Insomnia.  Rebound  insomnia  is  defined 
as  the  marked  worsening  of  sleep  difficulties  following 
abrupt  withdrawal  of  hypnotic  drugs.  Although  re- 
bound insomnia  is  discussed  widely  and  has  been 
documented  in  sleep  laboratory  studies,  the  ineidence 
and  the  elinical  significance  of  rebound  insomnia  still 
are  very  much  in  question.  Triazolam  has  been  the 
most  frequently  cited  cause  of  rebound  insomnia  but 
this  phenomenon  has  been  reported  with  other  drugs 
as  well.  These  reports  include  temazepam,^^  loraze- 
pam,^'*  and  flurazepam.^^  These  drugs  represent  a 
spectrum  of  drug  elimination  half-lives,  which  lends 
some  doubt  to  the  theory  that  rebound  is  a phe- 
nomenon assoeiated  with  only  shorter  half-life  com- 
pounds. All  of  these  reports,  of  course,  represent  sleep 
laboratory  studies  using  EEG  as  the  objective 
measurement  of  sleep.  Thus,  “deereased  sleep"  or  “in- 
creased wakefulness"  are  defined  primarily  by  EEG 
recordings,  not  subjectively  by  patients.  Ultimately  the 
most  important  question  with  regard  to  “rebound"  is 
whether  it  has  any  clinical  significance  at  all.  Other 
important  questions  which  must  be  addressed 
through  additional  research  include  the  incidenee  of 
rebound  (both  objectively  and  subjectively);  the  under- 
lying etiology  of  insomnia  in  patients  for  whom  re- 
bound does  occur;  does  rebound  oceur  in  normal  (i.e. 
noninsomnia)  subjects?  and  does  it  occur  equally  in 
situational  versus  chronie  Insomnia? 

It  is  evident  that  much  remains  to  be  learned  about 
rebound  insomnia.  Still,  patients  may  experience  dis- 
turbed sleep  on  the  first  night  following  drug  diseon- 
tinuance.  If  it  turns  out  that  rebound  is  a subjectively 
prevalent  phenomenon,  it  probably  is  an  advantage 
that  it  oeeurs  soon  after  drug  discontinuanee  of  short 
half-life  drug  rather  than  after  seven  to  eight  days  with 
the  longer-aeting  products.  In  this  way  the  patient 
clearly  can  associate  a temporary  ehange  in  sleep  with 
discontinuance  of  his  sleeping  medieation  and  is  less 
likely  to  assume  that  it  represents  a return  of  s}nTip- 
tomatology. 

Anterograde  Amnesia.  Anterograde  amnesia  has 
been  reported  for  benzodiazepines  in  elinieal  trials  and 
from  drug  experience.  The  duration  of  this  effect  gen- 
erally is  limited  to  a period  of  minutes  to  hours  follow- 
ing drug  ingestion.  There  is  some  evidence  that  the 
effect  is  dose  related,  but  this  has  not  been  shown 
conclusively.  This  side  effect  of  the  benzodiazepine 
group  of  drugs  has  been  used  to  advantage  in  surgieal 
situations  with  intravenous  benzodiazepines  such  as 
diazepam. 

The  question  of  amnesia  effeets  warrants  consider- 
ation when  benzodiazepines  are  used  in  older  patients 
since  memory  impairment  may  be  considered  to  be  the 
result  of  aging  rather  than  drug  induced. 

CONCLUSIONS 

Benzodiazepines  have  a useful  role  to  play  in  the 
short-term  management  of  sleep  difficulties.  Drugs 


with  more  rapid  rates  of  elimination  should  be  con- 
sidered as  first  ehoice  sinee  they  are  less  likely  to 
produce  residual  sedation  and  deficits  in  cognitive  and 
psychomotor  performance.  It  is  advisable  to  use  the 
lowest  effeetive  dose  for  the  shortest  possible  time. 
Some  individuals,  who  use  hypnoties  over  a period  of 
months  or  years  should  be  eneouraged  to  take  the 
drugs  intermittently— every  third  night,  or  when  a 
good  night’s  sleep  is  imperative.^® 

Long  elimination  half-life  drugs  may  have  a limited 
role  in  the  treatment  of  insomnia  in  patients  who  ex- 
perience daytime  anxiety.  However,  drug  treatment 
alone  generally  is  not  satisfaetoiy  for  the  management 
of  insomnia  or  anxiety.  A combined  approach  is  more 
effective. 

As  elinical  experience  with  the  benzodiazepine  drugs 
increases,  there  is  a growing  awareness  that  many  long- 
held  assumptions  and  praetiees  need  to  be  revised. 
One  example  of  such  change  is  the  documentation  of 
a distinct  benzodiazepine  withdrawal  syndrome,  with 
subtle  alterations  of  mood  and  perception.^^ 

Another  recent  finding  calls  into  question  the  prae- 
tice  of  writing  routine  orders  for  hypnotie  medication 
when  patients  are  admitted  to  the  hospital.  At  least  one 
study  has  found  that  patients  who  are  given  sleeping 
pills  do  not  rate  the  quality  of  their  sleep  as  being  any 
better  than  those  who  do  not  receive  medication. 
Moreover,  they  complain  of  as  many  awakenings  dur- 
ing the  night  as  those  who  do  not  receive  a hypnotic.^® 
Since  about  4 pereent  of  those  who  are  first  exposed 
to  hypnotie  drugs  continue  to  use  these  drugs  after 
discharge,  when  the  acute  situation  whieh  prompted 
the  hypnotic  order  has  passed,^®  a more  conservative 
approaeh  to  inpatient  hypnotie  prescribing  may  be 
warranted. 

In  considering  the  significance  of  rebound  insom- 
nia, an  eeonomic  conceptualization  of  the  use  of  sleep- 
ing pills  may  help  to  provide  a elinieal  perspeetive. 
Sinee  insomnia  is  defined  as  a symptom  or  disorder 
in  whieh  there  is  a deficiency  in  the  amount  or  quality 
of  noctural  sleep,  hypnotic-induced  sleep,  becomes,  in 
effect,  borrowed  sleep.®®  For  the  patient,  it  may  be  de- 
sirable to  fall  asleep  quickly,  have  no  or  only  short 
arousals,  and  wake  up  feeling  refreshed  and  effieient 
on  a given  morning®'  while  knowing  that  there  may 
be  some  increased  difficulty  in  sleeping  following  drug 
discontinuation.  At  a later  time,  a good  night’s  sleep 
may  not  be  as  erueial.  H}qDnoties  also  can  be  eoncep- 
tualized  as  sleep  insuranee.®®  E>en  though  there  may 
be  a price  to  pay  for  the  use  of  these  drugs,  in  the  form 
of  rebound,  there  is  some  comfort  and  less  worry  know- 
ing that  the  suffering  assoeiated  with  a sleepless  night 
is  not  inevitable  during  times  of  stress,  jet  lag,  or  other 
situational  disruption.  However,  these  drugs  should 
not  be  used  as  nonspeeific  sedation  in  solving  psy- 
chosocial predicaments.®®®’'  The  ultimate  value  of 
benzodiazepine  hypnotics  largely  is  determined  by  the 
degree  to  which  both  the  patient  and  physician  use 
them  knowledgeably  and  judiciously. 
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Visualization  of  the  Gallbladder  in  a Case  of 
Acute  Cholecystitis  by  Hepatobiliary  Imaging 


Abraham  A.  Ghiatas.  m.d.,  Mohan  Makhija,  m.d.,  David  J.  Averbach,  m.d.,  long  branch* 


Hepatobiliary  imaging  of  acute  cholecystitis  using  TC‘99m 
Ictbeled  iminodiacetic  acid  (IDA)  is  98  percent  sensitive  and  1 00 
percent  specific.  We  report  a patient  with  acute  hemorrhagic  and 
gangrenous  calculus  cholecystitis  with  patent  cystic  and  common 
bile  ducts  by  the  scintigraphic  study.  A false  negative  study  may 
be  seen  in  accdculus  cholecystitis  or  where  temporary  relief  of 
obstructed  cystic  duct  by  stone  occurs. 


Hepatobiliary  imaging  in  the 
diagnosis  of  acute  cholecystitis, 
using  Tc-99m  labeled  im- 
inodiacetic acid  (IDA)  compounds,  is  a safe  and  very 
accurate  method  (98  percent  accuracy  and  100  percent 
specificity).'^  Visualization  of  the  gallbladder  virtual^ 
excludes  the  possibility  of  acute  cholecystitis;  the  only 
exception  is  acalculus  cholecystitis  where  false  neg- 
ative results  may  occur.'*  ® We  report  visualization  of  the 
gallbladder  in  a patient  with  calculus  cholecystitis 
proved  at  surgery. 

CASE  REPORT 

A 21-year-old  Hispanic  female  was  admitted  to  Mon- 
mouth Medical  Center  because  of  right  upper  quad- 
rant pain  of  one-week  duration.  Past  medical  history 
was  unremarkable  and  the  patient  was  not  on  any 
medication.  Physical  examination  revealed  tenderness 
of  the  abdomen,  but  no  fever. 

The  laboratory  studies  revealed  slightly  elevated  LDH 
at  303  U/L  (normal  values  123  to  255  U/L).  This  was 
the  only  abnormality. 

Ultrasound  of  the  gallbladder  revealed  evidence  of 
sludge  but  no  evidence  of  stones  (Figure  1). 

Hepatobiliary  imaging  was  performed  sequentially 
up  to  one  hour  following  the  intravenous  adminis- 
tration of  185  MBQ  of  Tc-99m  DISIDA  which  revealed 
patent  cystic  and  common  bile  ducts.  Some  delay  in 
the  entry  of  the  tracer  from  the  hepatobiliary  tree  into 


the  bowel  loops  was  thought  to  be  related  to  an  ileus 
(Figure  2). 

The  next  day,  the  patient  was  taken  to  surgery  with 
a preoperative  diagnosis  of  acute  abdomen  and 
cholecystectomy  was  performed.  The  operative  find- 
ings included  gangrenous  cholecystitis  as  well  as 
gangrenous  cystic  duct.  A calculus  was  found  at  the 
neck  of  the  gallbladder,  presumably  initiating  the 
event  of  the  gangrenous  condition  (Figure  3).  A 
diagnosis  of  acute  hemorrhagic  and  gangrenous 
cholecystitis  and  cholelithiasis  was  made. 

DISCUSSION 

Acute  cholecystitis  represents  a serious  disease  with 
life-threatening  potential  if  untreated.  Acute  chole- 
cystitis almost  always  is  the  result  of  a calculus  im- 
pacted in  the  neck  of  the  gallbladder  at  the  origin  of 
the  common  duct.  Surgery  related  to  cholelithiasis 
and/or  its  complications  involves  more  than  500,000 
procedures  per  year."* 

The  early  diagnosis  and  treatment  of  this  condition 
decreases  the  morbidity  and  mortality. 

In  this  respect,  gallbladder  scintigraphy  using  IDA 

‘From  Monmouth  Medical  Center  where  Drs.  Ghiatas  and 
Makhija  cire  from  the  Department  of  Diagnostic  Radiology 
and  Dr.  Averbach  Is  from  the  Department  of  Surgery.  Cor- 
respondence may  be  addressed  to  Dr.  Ghiatas,  Monmouth 
Medical  Center,  Department  of  Radiology,  300  Second  Av- 
enue, Long  Branch,  NJ  07740. 
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Figure  1 — Llltrasound  of  the  gallbladder.  Longitudinal  (A.  B,  evidence  of  sludge  but  that  there  was  no  evidence  of  stones 

and  C)  and  decubitus  (D,  E)  scans  revealed  that  there  was  for  this  patient. 


Figure  2 — Hepatobiliary  scan.  15  minutes,  30  minutes,  45 
minutes,  and  1 hour  images  revealed  patent  cystic  and  com- 
mon bile  ducts. 


compounds  has  proved  to  be  an  accurate,  safe,  and 
rapid  method  of  diagnosis. 

The  hepatocytes  extract  the  Tc-99m  IDA  compounds 
and  excrete  them  to  the  duodenum  by  the  common  bile 
duct  or  concentrate  into  the  gallbladder  and  then  pass 
(after  gallbladder  contraction)  into  the  duodenum  via 
the  common  bile  duct.  Under  normal  circumstances 
the  gallbladder-common  bile  duct  and  duodenum 
promptly  will  be  visualized  after  the  administration  of 
Tc-99m  IDA  compounds.  If  there  is  delayed  vis- 
ualization of  the  gallbladder,  chronic  cholecystitis  is 
likely.  If  there  is  no  visualization  of  the  gallbladder, 
cystic  duct  observation  is  likely.^ 

However,  normal  hepatobiliary  scintigraphy  may  be 
seen  in  the  event  of  serious  gallbladder  disease  such 
as  acalculus  cholecystitis  or  cholelithiasis  without  ob- 
struction of  the  cystic  duct  since  gallbladder  mucosal 
function  is  not  required  for  the  concentration  of  the 
hepatobiliary  imaging  agent. 

In  our  case,  visualization  of  the  gallbladder  may  have 
resulted  from  temporary  relief  of  the  obstruction  of  the 
cystic  duct  which  pennitted  the  hepatobiliary  imaging 
agent  to  enter  and  visualize  the  gallbladder. 

SUMMARY 

Scintigraphy  of  the  gallbladder  using  Tc-99m  IDA 
compounds  is  a safe  and  accurate  method  to  diagnose 
acute  cholecystitis.  In  a small  percentage,  2 to  5 per- 
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Figure  3 — The  fundus  of  the  gallbladder  (arrow)  is  seen  and  appears  to  be  gangrenous. 


cent  it  may  be  misleading,  by  visualization  of  the  gall- 
bladder, in  cases  sueh  as  aealeulus  cholecystitis  or 
temporary  relief  of  obstructed  cystie  duct  by  stone.^^ 
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ORBITRATE 

(ISOSORBIDE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinltrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to, 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  tor  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hype_rsensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing-th&severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension. 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  ot  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg),  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinltrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbkde  dinltrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinltrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  ot  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  ot  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates, 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose- related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women,  SORBITRATE  should  be  used  during  pregnancy 
only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed; 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  ot  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  ot  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  tor  controlled-release  forms,  40  mg, 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  ot  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  Isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE;  Sublingual  Tablets  (2.5, 5. 10  mg);  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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An  Approach  to  the  Prevention  of 
Complications  of  Diabetes 


Michael  A.  Schmitt,  m.d.,  m.p.h.,  trenton* 


A publication  oj  the  National  Dicd>etes  Advisory  Board,  **The 
Prevention  and  Treatment  of  Five  Complications  of  Diabetes:  A 
Guide  for  the  Primary  Care  Practitioner,  **  provides  a preventive 
methodology  concerning  the  detection  and  prevention  of  five 
mayor  complications  ofdidbetes. 


Diabetes  mellitus  exerts  a tre- 
mendous impaet  upon  our 
eeonomie  and  health  care  sys- 
tems and  remains  a significant  cause  of  morbidity  and 
mortality.  Approximately  10  million  people  have  dia- 
betes nationwide,  while  in  New  Jersey  there  are  an 
estimated  190,000  diagnosed  diabetics  (with  at  least 
an  equal  number  undiagnosed).  Furthermore,  in  New 
Jersey  and  the  United  States,  the  number  of  diabetics 
is  expected  to  double  by  1990. 

During  the  past  decade,  there  have  been  major  ad- 
vances in  the  treatment  of  diabetes.  Methods  for  im- 
proved control  include  home  glucose  monitoring,  bet- 
ter quality  of  insulins,  measurement  of  glycosylated 
hemoglobin,  and  multiple  daily  insulin  injections.  Oral 
hypoglycemic  agents  have  been  re-evaluated  and  now 
are  considered  an  appropriate  pharmacologic  inter- 
vention for  certain  type  II  diabetics.  Investigations  con- 
cerning the  continuous  subcutaneous  insulin  in- 
fusion pump  continue  to  assess  its  long-term  viability 
as  a treatment  alternative. 

There  cilso  have  been  improvements  in  surgical  tech- 
niques to  effectively  treat  various  long-term  diabetic 
complications.  Examples  are  bypass  surgery  for 
vascular  occlusive  disease,  renal  transplant  for  kidney 
failure,  and  laser  treatment  for  proliferative  retinop- 
athy. 

Patient  education  and  lifestyle  changes  have  become 
increasingly  important  as  a proper  diet,  an  exercise 


program,  and  a weight  reduction  plan  can  obviate  the 
need  for  pharmacologic  therapy  in  many  type  II  dia- 
betics. 

Moreover,  as  the  overall  survival  of  patients  with 
diabetes  has  lengthened,  it  increasingly  has  become 
important  to  grasp  an  understanding  of  the  complica- 
tions of  diabetes  and,  at  the  same  time,  realize  that 
many  of  these  problems  now  are  preventable. 

To  provide  information  about  reducing  many  of  the 
long-term  complications  of  diabetes,  the  National  Dia- 
betes Advisory  Board  in  February  1983  released  for 
publication,  ‘The  Prevention  and  Treatment  of  Five 
Complications  of  Diabetes:  A Guide  for  Primary  Care 
Practitioners.”  Although  the  guide  is  intended  for  pri- 
mary care  providers,  it  is  useful  for  all  health  pro- 
fessionals who  provide  care  for  diabetics.  The  guide 
contains  a synthesis  of  recommendations  relating  to 
the  detection  and  prevention  of  five  major  complica- 
tions of  diabetes — visual  impairment,  adverse  out- 
comes in  pregnancy,  foot  complications,  renal  com- 
plications, and  acute  hyperglycemia  and  ketoacidosis. 
It  is  not  intended  to  be  a therapeutic  manual  but 
it  provides  a methodology  for  preventive  measures  that 
can  be  implemented  in  an  outpatient  setting. 


*From  the  New  Jersey  State  Department  of  Health,  Division 
of  Community  Health  Services.  Correspondence  may  be  ad- 

dressed to  Dr.  Schmitt,  Department  of  Health,  Division  of 
Community  Health  Sendees,  CN-364,  Trenton,  NJ  08625. 
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As  summarized  in  a previous  announcement  by  the 
National  Diabetes  Advisoiy  Board,  the  guide'  high- 
lights each  of  the  following  complications: 

1 . Visual  Impairment.  Diabetes  is  a major  cause  of 
blindness  in  the  United  States.  About  5,000  new  cases 
of  blindness  related  to  diabetes  are  reported  annually. 
After  10  years  of  diabetes,  half  of  all  patients  have 
retinopathy.  Although,  for  the  most  part,  the  condition 
does  not  affect  or  threaten  vision,  in  a subset  of  pa- 
tients the  retinopathy  progresses  to  proliferative  ret- 
inopathy that  threatens  vision.  The  guide  contains 
detailed  information  on  detection,  monitoring,  and  re- 
ferral of  patients  with  each  stage  of  retinopathy. 

2.  Detection  and  Prevention  of  Adverse  Outcomes 
in  Pregnancy.  Each  year  10,000  babies  are  bom  to 
diabetic  women,  and  60,000  to  90,000  babies  are  bom 
to  women  with  gestational  diabetes.  There  are  signifi- 
cant problems,  not  only  for  diabetic  women  during 
pregnancy  but  for  their  infants  as  well.  The  high 
morbidity  and  mortality  that  threaten  diabetic  preg- 
nancies can  be  reduced  significantly  by  careful 
monitoring  and  intensive  metabolic  management.  The 
guide  gives  a detailed  schedule  for  the  care  of  diabetic 
pregnant  women  during  each  trimester. 

3.  Detection  and  Prevention  of  Foot  Problems. 
Amputations  are  many  times  more  common  among 
patients  with  diabetes  than  among  the  nondiabetic 
population.  Diabetic  foot  lesions  result  from  peripheral 
vascular  disease  leading  to  inadequate  blood  supply 
and  from  neuropathy,  resulting  in  reduced  sensitivity 
of  the  foot.  The  presence  of  these  conditions  makes  the 
feet  of  the  person  with  diabetes  highly  susceptible  to 
serious  injuries,  ulceration,  gangrene,  infection,  and, 
ultimately,  amputation.  The  guide  contains  a detailed 
discussion  of  a complete  foot  examination  and  referral 
recommendations  for  various  conditions. 

4.  Detection  and  Prevention  of  Kidney  Problems. 
About  4,000  new  cases  of  end-stage  renal  disease  occur 
in  diabetic  patients  each  year.  These  account  for  one- 
quarter  of  all  new  cases  of  end-stage  renal  faillure.  In 
diabetic  renal  disease,  proteinuria  usuaUy  is  the  first 
clinically  apparent  abnormality.  Poor  diabetes  and 
blood  pressure  control  may  further  aggravate  renal 
dcimage.  The  guide  outlines  important  treatment 
measures,  education  principles  related  to  stages  of 
renal  function,  and  options  for  treatment  of  end-stage 
renal  disease. 

5.  Detection  and  Prevention  of  Acute  Hyper- 
glycemia and  Ketoacidosis.  Diabetic  ketoacidosis 


(DKA)  and  the  acute  metabolic  decompensation  that 
precedes  it  are  severe  but  often  preventable  complica- 
tions of  diabetes  caused  by  an  insufficient  level  of 
circulating  insulin.  When  DKA  occurs,  insulin  defi- 
ciency usually  is  accompanied  by  stress,  fever, 
catabolic  hormone  excess,  and/or  dehydration.  In  older 
patients,  hyperglycemia,  with  subsequent  dehydration 
and  coma,  can  occur  without  ketosis  (hjqDerosmolar 
nonketotic  coma).  The  guide  details  explicit  sick  day 
instructions  along  with  selected  references. 

CONCLUSION 

The  publication  also  discusses  principles  of  patient 
education  and  includes  a useful  appendix  (which  can 
be  photocopied)  containing  patient  education  ma- 
terials, practitioner  office  guides,  and  reference  infor- 
mation for  provider,  patient,  and  family. 

Traditional  medical  education  often  has  over- 
emphasized diagnostic  expertise  to  the  exclusion  of 
other  health  care  approaches  that  might  benefit  the 
patient.  A useful  adjunct  is  needed  in  the  form  of  a 
step-by-step  plan  for  preventive  care  using  clinical  in- 
formation set  against  specific  guidelines.  Making  a 
timely  treatment  or  referral  decision  before  a complica- 
tion progresses  too  far  may  have  a profound  effect  on 
patient  outcome,  i.e.  a prompt  referral  to  an  ophthal- 
mologist before  severe  degenerative  changes  occur  in 
a patient’s  retina  may  help  save  his  vision. 

Much  of  the  initial  responsibility  for  the  proper  man- 
agement of  diabetes,  along  with  many  other  chronic 
diseases,  resides  with  the  primary  care  physician.  It  is 
here  that  many  patients  seek  help  initially — making 
this  office  setting  an  ideal  starting  point  for  the  pre- 
vention of  complications. 

This  guide  works  to  achieve  these  objectives  and  it 
is  hoped  that  it  not  only  will  improve  recognition  and 
therapy  of  diabetic  complications  but  will  lead  to  their 
prevention  as  well.  'The  Prevention  and  Treatment  of 
Five  Complications  of  Diabetes:  A Guide  for  Primary 
Care  Practitioners”  may  be  obtained  free  of  charge  by 
contacting  Patricia  Barta,  RN.,  M.P.H.,  Coordinator, 
Diabetes  Control  Project,  New  Jersey  State  Department 
of  Health,  120  South  Stockton  Street  Trenton,  NJ 
08625,  or  calling  (609)  984-1329. 
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Case  Report: 
Cervical  Thymoma 


Alan  W.  Robbins,  m.d.,  and  Jay  A.  Peacock,  m.d.,  freehold* 


Our  patient  developed  a cervical  tumor  clinically  mimicking  a 
cold  nodule  of  the  thyroid  gland.  It  had  the  classic  histopatho- 
logic findings  of  thymoma,  but  showed  no  signs  of  local  invasion. 
There  have  been  no  manifestations  of  recurrence,  myasthenia 
gravis,  or  thymoma-associated  paraneoplastic  syndrome. 


Thymoma  is  a tumor  of  thymic 
epithelial  eells  whieh  most  eom- 
monly  occurs  in  the  ante- 
rosuperior  portion  of  the  mediastinum.'  The  literature 
concerning  thymomas,  including  their  embiyologic  be- 
havior and  associated  paraneoplastic  syndromes,  has 
been  extensive  and  will  not  be  reviewed  here.  However, 
there  have  been  very  few  clinical  descriptions  of 
cervical  thymomas.^  ^ This  report  describes  the  very 
rare  occurrence  of  a thymoma  clinically  presenting  as 
a cold  nodule  of  the  thyroid  gland. 

CASE  REPORT 

A 62-year-old  white  female  complained  of  an 
asymptomatic  mass  of  the  left  anterior  neck  of  several 
months’  duration.  The  patient  denied  any  symptoms 
of  hypo-  or  hyperthyroidism  and  there  was  no  history 
of  voice  ehange,  cough,  dysphagia,  chest  pain,  weight 
loss,  or  weakness.  There  had  been  several  episodes  of 
dyspnea  due  to  congestive  heart  failure  which  was 
treated  with  digoxin.  The  past  medical  history  in- 
cluded an  appendectomy  and  cholecystectomy  and 
reflux  esophagitis  which  was  treated  with  antacid 
therapy.  There  was  no  history  of  prior  radiation  ex- 
posure or  malignancy. 

Physical  examination  confirmed  the  presence  of  a 
5 cm  firm  rubbery  mass  in  the  region  of  the  lower  pole 
of  the  left  lobe  of  the  thyroid  gland.  The  traehea  was 
slightly  deviated  to  the  right  and  the  mass  moved  with 


deglutition.  No  other  cervical  masses  or  lymphade- 
nopathy  were  present.  The  remainder  of  the  physical 
examination  was  unremarkable. 

Th3a-oid  scan  following  a dose  of  8 mCi  ®®'"Tc 
pertechnetate  revealed  diminished  activity  (cold 
nodule)  in  the  inferior  aspect  of  the  left  lobe  of  the 
thyroid,  which  was  possibly  due  to  an  intrinsic  or  ex- 
trinsic lesion  (Figure  1).  The  gland  size  was  otherwise 
within  normal  limits.  Ultrasound  examination  of  the 
thyroid  gland  revealed  a mass  measuring  5.2  cm  in 
length  and  3.7  cm  in  depth  located  in  the  region  of  the 
lower  pole  of  the  left  lobe  with  both  echodense  and 
cystic  areas  (Figures  2A  and  2B).  Radioactive  iodine 
uptake  was  normal.  Thyroid  function  studies  were 
within  normal  limits.  The  peripheral  hemogram  was 
normal  and  the  only  abnormalities  of  the  serum 
chemical  profile  were  mildly  elevated  SCOT  of 
47mU/ml  and  SGPT  of  38  lU/L.  The  chest  x-ray  re- 
vealed the  trachea  to  be  slightly  shifted  to  the  right  but 
no  mediastinal  or  lung  masses  were  noted. 

Surgical  exploration  of  the  thyroid  gland  revealed 
the  left  inferior  pole  to  be  replaced  by  a large  en- 
capsulated mass  which  appeared  mildly  lobulated  and 
multicystic.  The  mass  extended  across  the  midline 
compressing  the  trachea  and  a yellow  fatty  pedicle  ex- 


*From  the  Departments  of  Surgery  and  Pathology,  Freehold 
Area  Hospital.  Correspondence  may  be  addressed  to  Dr.  Rob- 
bins, 900  W.  Main  Street,  Freehold,  NJ  07728. 
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Figure  1 — Thyroid  scan  demonstrating  diminished  activity 
(“cold  nodule”)  in  the  inferior  portion  of  the  left  lobe  of  the 
thyroid,  which  was  possibly  due  to  an  intrinsic  or  extrinsic 
lesion. 

tended  from  the  inferior  portion  of  the  mass  into  the 
anterosuperior  mediastinum.  The  mass  was  readily 
shelled  out  from  the  thyroid  fossa  and  was  noted  to 
be  contiguous  with  the  left  lobe  of  the  thyroid  gland. 
The  mass  was  resected  in  continuity  with  the  left  lobe 
and  isthmus  of  the  thyroid  gland.  The  patient  made 
an  uneventful  recovery. 

A postoperative  CAT  scan  of  thorax  and  medi- 
astinum revealed  no  evidence  of  mass  lesion.  The  pa- 
tient received  a postoperative  course  of  4,000  rads  of 
radiotherapy  delivered  by  a linear  accelerator  to  the 
upper  mediastinum  and  lower  neck  The  patient  has 
remained  euthyroid  and  there  has  been  no  evidence 
of  recurrence  after  2 years.  There  has  been  no  evidence 
of  myasthenia  gravis,  anemia,  hypogammaglob- 
ulinemia or  other  thymoma-associated  paraneoplastic 
syndrome. 

PATHOLOGIC  FINDINGS 

The  specimen  measured  7x6x4  cm  and  weighed 
20  gm.  The  external  surface  appeared  reddish  brown 
and  well  encapsulated.  Yellow  lobulated  adipose  tissue 
was  attached  to  one  portion.  The  cut  surface  revealed 
whitish  tan  nodular  tissue  containing  multiple  cysts 
ranging  in  diameter  from  0.3  cm  to  1.0  cm.  The 
nodules  were  demarcated  by  white  fibrous  septae.  The 
cystic  spaces  were  smooth  walled  and  contained  red- 
dish brown  fluid.  Two  areas  of  grossly  normal  appear- 
ing thyroid  tissue  each  measuring  approximately 
1.3  cm  in  greatest  diameter  were  identified  at  the 
periphery  of  the  specimen  and  both  were  separated 
from  the  remainder  of  the  tissue  by  fibrous  septae. 

Hematoxylin-eosin  stained  histological  sections 
were  examined.  A fibrous  capsule  of  vaiying  thickness 
enclosed  the  neoplasm  and  fibrous  septae  continuous 
with  the  capsule  divided  the  tumor  into  nodules  of 
variable  size  and  shape  (Figure  3).  The  tumor  was 
composed  predominantly  of  uniform  closely  packed 
epithelial  cells  with  large  round  to  oval-shaped  ve- 
sicular nuclei.  Nucleoli  were  inconspicuous  and 
mitoses  were  extremely  scanty.  Some  of  the  epithelial 
cells  had  spindle  shaped  nuclei.  In  focal  areas,  mature 
appearing  lymphocytes  with  small  darkly  staining  nu- 


Figures  2A  and  2B — Ultrasound  examination  of  the  thyroid 
gland  demonstrating  a mass  located  in  lower  pole  of  the  left 
lobe  with  both  echodense  and  cystic  areas. 


clei  and  undetectable  cytoplasm  were  intermingled 
among  the  epithelial  cells  (Figure  4).  Perivascular 
spaces  of  varying  sizes  as  well  as  areas  of  cystic  de- 
generation were  present.  Non-neoplastic  thymic  tissue 
with  typical  Hassall’s  corpuscles  as  well  as  germinal 
centers  are  present  at  the  periphery  of  the  thymoma 
Histologically  normal  appearing  thyroid  tissue  also 
was  present  in  two  areas  at  the  periphery  of  the 
thymoma 

DISCUSSION 

Thymomas  most  commonly  arise  in  the  ante- 
rosuperior mediastinum,  but  faulty  embryologic  de- 
velopment of  the  thymus  gland  can  result  in  thymo- 
mas occurring  in  other  portions  of  the  mediastinum 
and  very  rarely  in  the  neck  Embiyologically,  the 
thymus  is  derived  from  ventral  outgrowths  of  the  third 
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Figure  3 — Histologic  section  demonstrating  fibrous  septae 
dividing  the  tumor  into  nodules. 


and  to  a lesser  extent  the  fourth  pharyngeal  pouehes. 
By  the  eighth  developmental  week  the  right  and  left 
thymic  portions  have  descended  into  the  anterior 
mediastinum  adjacent  to  the  parietal  pericardium.  The 
thymus  gland  reaches  maximum  size  in  puberty  and 
gradually  involutes  thereafter. 

Aberrant  development  of  the  thymus  gland  oc- 
casionally results  in  small  nodules  of  thymic  tissue 
located  anteriorly  or  laterally  in  the  neck.  Rarely,  one 
or  both  lobes  of  the  thymus  gland  fail  to  descend  into 
the  mediastinum,  remaining  situated  high  in  the  neck. 
In  1941,  Gilmour  reported  the  findings  of  a series  of 
13  autopsies  performed  on  infants  with  thymic  tissue 
located  in  aberrant  positions.®  In  seven  cases,  the 
thymic  tissue  was  either  fused  with  or  in  close  proxim- 
ity to  the  parathyroid  and  thyroid  glands. 

Hydes  reported  a unilateral  thymic  cyst  located  in 
the  upper  neck  below  the  angle  of  the  right  mandible.’’ 
In  1950,  Amheim  and  Gemson  described  a case  of 
persistent  cervical  thymus  gland.®  Mosley  and  Som 
reported  a 21 -month-old  child  presenting  with  a 
cervical  mass  which  surgically  was  excised  and  which 
the  authors  reported  as  representing  a combination  of 
incomplete  descent  and  hypertrophy  of  the  thymus 
gland.®  Multiple  other  reports  of  non-neoplastic  thymic 
tissue,  located  ectopicaUy  in  the  neck,  have  been  pub- 
lished.'®Kirschner,  in  1969,  described  the  surgical 
technique  of  total  thymectomy  through  the  neck  in 
patients  with  myasthenia  gravis.'®  The  rationale  for 
transcervical  thymectomy  is  based  upon  the  knowl- 
edge of  the  embryology  of  thymic  descent  and  the  fact 
that  arrest  of  descent  is  not  unusual. 

A thymoma  developing  from  a undescended  th5mius 
gland  occurs  rarely.  In  1956,  Sease  reported  a single 
case  of  “benign  tumor  of  the  thymus”  measuring  5.0 
cm  in  greatest  diameter  arising  in  the  neck  and  at- 
tached by  a pedicle  to  the  thyroid  gland.^  In  1970, 
Ridenhour  reported  a thymoma  arising  in  the  right 
submandibular  region  and  the  authors  stated  after  a 
review  of  the  literature  that  only  four  other  cases  of 
cervical  thymomas  had  been  reported  previously.® 
Sayler  in  a review  of  65  cases  of  thymoma  culled  from 
the  files  of  one  large  institution  reported  all  but  one 
of  the  thymomas  were  located  in  the  anterior 
mediastinum.'* 

The  one  exception  arose  ectopically  in  the  cervical 
region  near  the  right  lobe  of  the  th}a*oid  gland.  Gray, 


Figure  4 — Mature  lymphocytes  intermingled  among  tumor 
epithelial  cells. 


in  a study  of  54  thymomas,  reported  all  arose  in  the 
anterior  mediastinum  with  three  extending  superiorly 
into  the  neck  region,  and  only  one  of  those  three  pres- 
enting clinically  as  a neck  mass.® 

It  is  our  opinion  that  therapeutic  management  of 
cervical  thymoma  should  be  based  upon  the  same 
criteria  as  that  for  mediastinal  thymoma  For  well  en- 
capsulated tumors,  total  extirpation  constitutes  ap- 
propriate treatment.  For  those  tumors  which  are  gross- 
ly invasive,  surgical  excision  followed  by  radiotherapy 
is  the  preferred  treatment. 

SUMMARY 

A 62-year-old  white  female  developed  an  entirely 
cervical  thymoma  which  clinically  mimicked  a cold 
nodule  of  the  thyroid  gland.  The  well  encapsulated 
th}mioma  and  the  adjacent  thyroid  tissue  and  a pedicle 
of  non-neoplastic  thymic  tissue  which  extended  into 
the  anterior  mediastinum  were  excised.  Histologically, 
the  thymoma  was  composed  predominantly  of 
epithelial  cells  and  there  was  hyperplasia  with 
germinal  center  formation  of  the  adjacent  non- 
neoplastic thymic  tissue,  a histologic  finding  as- 
sociated with  increased  incidence  of  myasthenia 
gravis.'*  However,  this  patient  has  manifested  no 
evidence  of  tumor  recurrence,  of  myasthenia  gravis,  or 
of  other  thymoma-associated  paraneoplastic  syn- 
drome. Cervical  thymomas  presenting  as  neck  masses 
are  extremely  rare  with  this  case  representing  one  of 
the  less  than  ten  cases  reported  in  the  literature. 
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Opinion:  Beware  The  Gatekeeper 


Paul  J.  Hirsch,  m.d.,  Bridgewater* 


The  gatekeeper  concept  is  a form  of  rationing  of  health  care, 
which  never  has  been  shown  to  be  cost  effective.  It  will  affect  all 
physicians  and  our  patients:  the  ultimate  gatekeeper  will  be  a 
nonphysician. 


A “medical  service  gatekeeper”  is  a 
person  or  group  to  whom  a pa- 
tient initially  must  present,  and 
who  must  authorize  any  subsequent  medical  care. 
This  mechanism  for  rationing  health  care  is  used  by 
some  HMO’s  and  IPA’s,  and  also  has  been  Instituted 
for  some  Medicaid  programs. 

The  concept  of  the  gatekeeper  is  gaining  increasing 
prominence  as  a supposed  means  of  controlling  the 
cost  of  medical  care.  But,  gatekeepers  never  have  been 
shown  to  be  cost  effective:  indeed,  they  may  raise  costs, 
while  producing  several  serious  problems.  Moreover, 
these  problems  will  affect  all  physicians,  and  all  of  our 
patients:  the  ultimate  gatekeeper  will  be  a nonphysi- 
cian, a bureaucrat  with  guidelines  of  cost  control,  not 
a physician  with  skill  and  compassion. 

In  at  least  some  areas,  nonphysician  gatekeepers 
have  already  been  Instituted.  The  Michlgan-Ford 
Motor  Company  contracts  required  that  patients  seek- 
ing foot  care  must  first  see  a podiatrist:  they  could  not 
see  a physician  unless  referred  by  a podiatrist.  Under 
the  same  contract,  patients  must  first  see  the  Sterling 
Optical  Company  at  one  of  their  shops,  before  referral 
to  an  ophthalmologist.  The  penalty  for  using  other 
providers  is  a 50  percent  copayment  charge.'  Although 
the  limitation  of  initial  foot  care  to  podiatrists  was 
renegotiated,  the  lesson  remains  clear.  It  is  anticipated 
that  nurses  and  perhaps  clerks  also  may  be  “trained” 


to  be  gatekeepers,  bypassing  primary  care  physicians 
with  direct  (and  perhaps  inappropriate)  referrals  to 
other  specialists. 

An  important  disadvantage  of  the  gatekeeper  con- 
cept is  the  loss  of  freedom  for  the  patient.  In  part,  the 
gatekeeper  concept  is  intended  to  decrease  “doctor 
shopping”  and  in  many  programs,  patients  are  locked 
into  their  primary  care  physician.  It  is  not  possible  to 
see  another  primary  care  physician,  or  any  other  phy- 
sician, without  the  consent  of  the  original  physician. 
The  freedom  of  a patient  to  select  a physician  of  his 
or  her  choice,  is  an  important  freedom:  any  decrease 
of  this  freedom  is  an  Important  loss.  Once  we  abandon 
this  cherished  principle  for  any  group  of  patients,  no 
longer  can  we  defend  it  for  others.^ 

The  gatekeeper  system  also  is  anticompetitive,  at  a 
time  when  the  federal  government  states  that  it  wishes 
to  promote  competition  in  the  health  care  field.  By 
placing  some  physicians  (the  gatekeepers)  in  a pos- 
ition of  primacy  over  others,  it  will  decrease  the 
challenge  that  these  physicians  may  have  had  to  keep 
up  with  advances  in  medicine.  It  therefore  may  lead 

*Dr.  Hirsch  is  Clinical  Associate  Professor  of  Surgery  (Or- 
thopaedics), UMDNJ-New  Jersey  Medical  School;  Chairman  of 
the  Committee  on  Publication,  MSNJ;  and  Treasurer,  MSNJ. 
Correspondence  may  be  addressed  to  Dr.  Hirsch,  Green  Knoll 
Professional  Building,  720  U.S.  Highway  202-206,  Bridge- 
water,  NJ  08807. 
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to  mediocrity  in  our  medical  system.  Competition  be- 
tween physicians,  within  the  same  specialty,  and 
across  specialty  lines,  sdways  has  helped  to  maintain 
the  quality  of  medical  care  in  this  country. 

A physician  who  is  a gatekeeper  may  or  may  not  be 
at  financial  risk  for  referrals  to  other  physicians.  In 
either  event  there  are  many  possible  abuses  of  this 
system.  If  a primary  care  physician  gatekeeper  is 
financially  at  risk  for  referrals  to  specialists,  then  there 
will  be  a temptation  to  under-refer.  If  the  gatekeeper 
physician  receives  a fixed  payment  for  primary  care 
and  is  not  at  risk  for  referrals,  then  the  gatekeeper  may 
refer  as  much  care  as  possible  to  other  physicians,  in 
order  to  maximize  income.  If  the  gatekeeper  receives 
a fixed  capitation  for  primary  care  regardless  of  patient 
encounters,  there  will  be  temptation  to  discourage  or 
delay  patient  visits.^  There  will  be  an  economic  incen- 
tive for  the  gatekeeper  who  is  financially  at  risk,  to 
refer  to  the  least  expensive  consultant,  rather  than  to 
the  most  appropriate  or  most  capable  consultant. 

Another  problem  can  occur  when  the  gatekeeper 
program  provides  for  “capping”  of  referrals;  that  is,  the 
gatekeeper  may  authorize  only  one  visit  to  a consult- 
ant, with  foUowup  care  by  the  gatekeeper.  This  is  un- 
rewarding for  the  consultant;  it  does  not  allow  for  con- 
tinued care,  and  will  not  allow  the  development  of  the 
warm,  personal  relationship  with  patients  which  is  so 
important  in  quality  care,  as  well  as  in  the  prevention 
of  litigation. 


There  seems  to  be  no  overriding  benefit  to  com- 
pensate for  the  possible  disadvantages  and  abuses  of 
a gatekeeper  system.  There  is  no  evidence  to  indicate 
that  a primary  physician,  or  any  other  physician,  or 
any  other  gatekeeper,  provides  the  most  cost-effective 
care.  Indeed,  the  opposite  may  be  true.  It  is  likely  that 
the  most  appropriate  primary  care  physician  or  other 
specialist,  by  providing  quick  diagnosis  and  effective 
treatment,  also  will  provide  the  most  cost-effective 
medical  care. 

Interestingly,  one  proposed  “Physician  DRG”  pro- 
gram would  make  the  admitting  physician  of  each 
hospitalized  patient  a gatekeeper  of  sort,  one  who  viill 
be  financially  at  risk  and  have  strong  economic  dis- 
incentives to  call  in  the  family  physician  or  other  con- 
sultants to  participate  in  the  care  of  the  patient. 

All  physicians,  and  all  those  concerned  with  the 
quality  of  medical  care,  should  resist  the  gatekeeper 
concept. 
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COMMENTARY:  THE  PEER  REVIEW 

Organization  of  New  Jersey,  Inc 


David  I.  Kingsley,  m.d.,  east  Brunswick* 


The  President  of  The  Peer  Review  Organization  of  New  Jersey,  Inc. 
presents  an  overview  of  the  role,  function,  and  objectives  of  this 
organizationfor  all  physicians. 


There  have  been  concerns  and 
confusions  regarding  the  role  of 
The  Peer  Review  Organization 
(PRO)  of  New  Jersey,  its  membership  and  functions, 
and  its  objectives  in  the  state.  A brief  overview  of  the 
current  situation  will  be  useful. 

Medicare  and  other  entitlement  programs  were 
enacted  into  law  by  the  United  States  government  in 
1964  and  took  effect  in  1965.  It  soon  became  apparent 
that  the  projected  costs  of  these  programs  were  woe- 
fully underestimated.  In  an  effort  to  control  and 
monitor  these  costs,  the  government  caused  to  be 
created  utilization  review  committees  in  hospitals. 
These  proved  to  be  largely  ineffective.  The  government 
then  proposed  “program  review  teams”  in  order  to 
monitor  physician  performance.  These  teams  were  to 
be  composed  of  some  physicians,  health  care  pro- 
fessionals, health  care  “consumers,”  and  other  lay  per- 
sonnel. It  must  be  understood  that  the  government  has 
the  right  and  obligation  to  review  costs  for  those  ser- 
vices or  goods  obtained  by  contract.  For  example,  a cost 
overrun  on  a defense  project  must  be  scrutinized  and 
justified.  The  AMA  objected  to  this  proposed  program 
and  lobbied  for  a review  process  to  be  performed  only 
by  physicians.  As  a result,  in  1970,  Senator  Wallace 
Bennet  of  Utah  proposed  and  ultimately  created  Pro- 
ifessional  Standards  Review  Organizations,  beginning 
; in  1972,  to  be  composed  solely  of  practicing  physicians 
Trom  local  medical  communities.  With  the  seed  money 


provided,  many  hardy  individuals,  realizing  that  phy- 
sicians must  get  involved  actively  with  the  review  pro- 
cess or  lose  control  of  same,  formed,  with  success, 
PSROs,  in  each  state.  Over  a period  of  years,  it  was 
demonstrated  that  the  PSROs  saved  approximately  $3 
for  every  $ 1 expended  for  medical  care  in  this  country 
simply  by  assuring  that  Medicare  admissions  were  ap- 
propriate, timely,  and  for  a reasonable  length  of  stay.' 
Despite  their  success,  the  Reagan  administration  at- 
tempted to  replace  the  review  function  of  the  phy- 
sicians constituting  the  PSROs  by  fiscal  intermedi- 
aries or  third-party  payors,  i.e.,  insurance  companies: 
Prudential,  Travelers,  Blue  Cross.  After  successful  in- 
tervention and  support  by  the  AMA  the  American  Hos- 
pital Association,  the  Washington  Business  Group  on 
Health,  the  American  Association  of  Retired  Persons, 
the  American  Nursing  Association,  and  other  con- 
cerned parties,  the  government  created,  instead,  the 
new  Peer  Review  Organization  legislation  in  the  fall  of 
1982.  The  newly  formed  PROs  replaced  the  prior 
PSROs  in  performing  essentially  the  same  functions 
as  noted  above.  It  was  evident  that  most  health  care 
professionals  would  much  rather  deal  with  physicians 
performing  review  and  monitoring  quality  of  care  than 
with  clerks  and  other  bureaucrats  representing  the 
fiscal  intermediaries. 


*Dr.  Kingsley  is  President.  The  Peer  Review  Organization  of 
New  Jersey,  Inc. 
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The  current  Peer  Review  Organization  of  New  Jersey 
represents  the  final  structure  of  the  previously  existing 
eight  separate  professional  standards  review  organiza- 
tions in  this  state.  It  is  a nonprofit  organization  and 
by  law  and  by  definition,  it  is  composed  solely  of  volun- 
teer, licensed  physicians  in  the  active  practice  of  medi- 
cine in  New  Jersey.  The  medical  directors  are  the  only 
salaried  physician  employees.  Statistically,  approx- 
imately 47  percent  of  physicians  statewide  are  mem- 
bers. All  of  the  review  processes  and  objectives  are 
derived  by  physicians  from  each  local  community, 
using  local  and  statewide  data  Representative  phy- 
sicians from  all  parts  of  the  state  serve  on  committees 
establishing  those  criteria  and  modifying  other  objec- 
tives as  proposed  by  federal  and  state  governments 
(DRGs).  This  organization  represents,  in  essence,  the 
last  interface  or  advocate  between  state  or  federal  gov- 
ernmental regulation  and  the  practicing  physician. 
The  question  is  not  PRO  or  nothing,  since  the  respec- 
tive governments  wiU  not  forego  monitoring  use  of 
significant  taxpayer  revenues.  The  question,  in  reality, 
is  which  organization  most  adequately  can  represent 
the  interests  of  the  physician  engaged  in  the  active 
practice  of  medicine  in  this  state?  Further,  would  that 
practicing  physician  prefer  to  deal  with  an  insurance 
company  secretary  or  clerk  monitoring  his  practice  or, 
rather,  a peer  physician  from  his  own  hospital?  The 
present  scope  of  work  of  The  PRO  of  New  Jersey  differs 
in  some  specific  particulars  from  the  prior  functions 
of  the  PSROs.  Certain  procedures,  for  example,  have 
been  selected  for  preadmission  certification.  Other 
procedures  wlU  be  monitored  for  specific  complica- 
tions in  an  effort  to  diminish  the  occurrence  of  signifi- 
cant morbidity  and/or  mortality.  Most  controversial 
and  of  greatest  threat  to  the  hospitals  of  this  state  is 
the  ability  of  the  PRO  to  issue  retrospective  denials  for 
unnecessary  admissions  or  inappropriate  lengths  of 
stay  of  patients.  This  carries  the  concomitant  risk  of 
revenue  loss  since  the  hospitals  themselves  no  longer 
may  issue  their  own  letters  of  denial  for  perceived 
abuses,  as  in  the  past.  While  apparently  ominous,  the 
goals  and  objectives  of  The  PRO  of  New  Jersey  must 
be  contrasted  with  those  in  use  by  the  53  other  PROs 
in  this  country.  For  example,  many  are  performing 
preadmission  ceihification  on  all  federal  admissions 
and  are  pursuing  quality  objectives  which  we  feel  are 
unrecdistic.  In  our  own  negotiations  with  the  Health 
Care  Financing  Administration,  we  refused  to  follow 
suit  with  similar  inappropriate  goals  in  the  pursuit  of 
a federal  contract.  HCFA  will  publish  the  nationwide 
goals  and  objectives  of  all  PROs  in  this  country  in  the 
near  future;  at  that  time,  physicians  in  this  state  will 


be  able  to  contrast  our  more  rational  objectives  with 
those  of  other  states.  Under  the  circumstances,  it  is 
our  belief  that  the  guidelines  for  this  state  will  prove 
least  objectionable  and  most  functional. 

It  should  be  noted  that  despite  the  active  support  of 
the  Medical  Society  of  New  Jersey,  the  local  county 
medical  societies,  as  well  as  the  New  Jersey  Hospital 
Association,  there  remain  those  physicians  and  ad- 
ministrators who  vigorously  oppose,  through  ig- 
norEince,  misunderstanding,  or  misrepresentation,  the 
activities  of  the  PRO.  They  maintain  that  they  them- 
selves best  could  determine  the  interests  of  the  New 
Jersey  physician.  While  the  interests  of  hospitals’ and 
physicians  usually  are  paraUel,  they  invariably  are  not 
synonymous  and  occasionally  are  competitive.  Since 
hospitals,  by  law,  may  not  monitor  themselves,  some 
apparently  would  prefer  to  deal  with  the  insurance 
companies  rather  than  allow  for  any  degree  of  phy- 
sician self-review.  The  interests  of  the  fiscal  intermedi- 
aries are  manifest  similarly  by  the  recent  gratuitous 
freeze  on  physicians’  fees  instituted  by  Blue  Shield, 
similar  to  that  enacted  recently  by  the  federal  govern- 
ment. 

We  readily  would  agree  that  no  regulation  or 
monitoring  is  to  be  most  preferred.  Since  that  is  not 
likely  to  recur  in  the  near  future,  with  the  United 
States  government  funding  approximately  45  percent 
of  the  national  annual  health  care  bill  in  excess  of 
$400,000,000,000,  the  relevant  question  then  remains: 
Who  is  best  qualified  to  deal  with  the  medical  issues 
affecting  all  of  us.  It  is  our  contention  that  while  not 
flawless  and  occasionally  intrusive.  The  PRO  of  New 
Jersey  best  is  suited  for  those  purposes.  This  organiza- 
tion is  responsive  to  your  needs  and  concerns.  The  care 
of  the  patient  and  the  interests  of  the  physicians  re- 
main uppermost  in  our  activities  and  will  continue  to 
do  so  in  the  future  despite  ever-increasing  federal  in- 
tervention with  threats  of  DRG  payments  to  physi- 
cians^  or  the  specter  of  health  care  rationing.^  If  you 
have  any  questions  or  comments  regarding  the  above. 
The  PRO  of  New  Jersey  or  myself  would  be  pleased  to 
respond  to  same.  We  sincerely  would  welcome  your 
joining  this  organization  and  participating  in  our  ac- 
tivities, as  many  of  your  colleagues  have  already  done. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  lournal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade."^ 
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Once-dajly  INDERAL  LA 
j (propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassiurn  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.^  ^ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  120  mg  to  160  nig  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 


80  mg  120  mg  160  mg  ■ ' 

Please  see  brief  summary  of  prescribing  information  * ^ 

on  the  next  page  for  further  details. 


Once-daily 

^‘^i^mDERAL  LA 


(PROPRANOLOL  HOI) 


LONG  ACTING 
CAPSULES 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayersf  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic.  Inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  tollowing  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  tor  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  tor  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable, 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  Is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITFIOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  Infarction,  tollowing  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  acfvice  If 
INDERAL  therapy  is  Interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


INDERAL  (propranolol  HCI),  like  other  beta  blockers.  Is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e.g., 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  , 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
lD©t3  block©rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin  , 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism,  i 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests,  i 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  | 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  | 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  . 
propranolol  | 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  | 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  | 
hypertensive  emergencies.  { 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  i 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease,  j 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS;  Patients  receiving  catecholamine-depleting  drugs  such  as  reset- 1 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension  ■ 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug  f 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  | 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose.  I 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should]! 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus, | 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular:  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System,  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances:  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics  ^ 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  I 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis,  ] 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  I 
and  sore  throat,  laryngospasm  and  respiratory  distress.  1 

Respiratory:  bronchospasm  ; 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura  j 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  j 
reported  | 

Miscellaneous:  alopecia,  LE-llke  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo-  j 
fence,  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  I 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)i  | 
have  not  been  associated  with  propranolol  .fl 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a j 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL') 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeuticj 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for) 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  mayi 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval, j 
HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mgi 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  bei 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved, f 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640| 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  isj 
variable  and  may  range  from  a few  days  to  several  weeks.  { 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LAf 
once  daily  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimurrl 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the) 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and' 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established  i 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeksjS 
(see  WARNINGS)  i 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LAi 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be^ 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  nol 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapyJ 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  oii 
several  weeks.  j 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily  f 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  toe,! 
limited  to  permit  adequate  directions  tor  use  ‘ 
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Trustees’  Minutes 
January  20,  1985 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Janu- 
ary 20,  1985,  at  the  Executive  Of- 
fices, in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  the  President  . . . 
Meetings  on  PRO  . . . Noted  that  a 
preliminary  meeting  to  address  the 
PRO  issue  was  well  attended,  and 
that  future  meetings  have  been  ar- 
ranged. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  Paid  1984  Membership 

. . . Noted  that  as  of  December  3 1 , 

1984,  MSNJ  had  7,609  dues-paying 
members. 

(2)  MSNJ  1985  Paid  Membership 

. . . Noted  that  as  of  January  14, 

1985,  MSNJ  had  3,400  members. 

(3)  Specialty  Society  Petitions  for 
Seating  in  House  of  Delegates  . . . 

Approved  the  recommendation  that 
the  Vascular  Society  of  New  Jersey 
be  granted  representation  in  the 
House  of  Delegates.  Approved  the 
recommendation  that  the  New  Jer- 


sey Chapter-American  Academy  of 
Pediatrics  not  be  granted  a seat  in 
the  House  of  Delegates  since  it  does 
not  meet  the  criteria  requirements. 

( 4 ) Hospital’s  Right  To  Deny  Reap- 
pointment . . . Noted  that  a report 
will  be  submitted  concerning  an 
article  in  Medical  Economics  relat- 
ing to  a New  Jersey  case  involving 
withdrawal  of  a physician’s  privi- 
leges because  of  his  DRG  per- 
formance. 

(5)  Professional  Liability  . . . 

Noted  that  the  professional  liability 
crisis  in  New  York  should  be  looked 
at  cautiously  and  not  compared  to 
the  situation  in  New  Jersey. 

(6)  State  of  New  Jersey  Re- 
insurance Association  Deficit  . . . 
Noted  that  the  position  of  MSNJ  and 
MIIENJ  will  be  accepted.  Noted  the 
position  states  only  physicians  and 
entities  insured  by  the  Reinsurance 
Association  should  be  responsible 
for  the  deficit. 

(7)  No-Fault  Fee  Schedule  . . . Re- 
iterated opposition  to  a fee  schedule 
arrangement. 

(8)  Review  of  MSNJ  Financial 
Statements  . . . Reviewed  and  ap- 
proved the  financial  statements  for 
the  period  ending  December  31, 
1984. 

(9)  Resident  Physicians'  Attend- 
ance at  AMA  Interim  Meeting  . . . 

Authorized  payment  for  three  resi- 
dent physician  members  attending 
AMA  Interim  Meeting  in  Hawaii. 

UMDNJ  Report  . . . Noted  the  fol- 
lowing from  Dr.  Stanley  Bergen:  1) 
informative  article  entitled  “Public 
Perception  of  Medicine”  is  in  the 
January  17,  1985,  issue  of  the  New 
England  Journal  oj  Medicine;  2)  re- 
view of  fraud  cases  in  Caribbean 
medical  schools  is  halfway  com- 
pleted: and  3)  Association  of  Ameri- 
can Colleges  has  agreed  to  re-exam- 
ine funding  of  graduate  medical 
education. 

NJ  Hospital  Association  . . . 

(1)  Medicare  Waiver  . . . Noted 
that  the  Health  Care  Financing  Ad- 
ministration granted  New  Jersey  a 
Medicare  inpatient  waiver  effective 
January  1,  1985,  through  December 
31,  1987,  but  still  is  considering 
whether  to  grant  an  outpatient 
waiver. 

(2)  TEFRA — Compliance  and  Im- 
plications . . . Noted  that  hospital 
physicians  are  not  included  in  the 


waiver;  the  Hospital  Rate-setting 
Commission  approved  the  Depart- 
ment of  Health’s  methodology  for  re- 
imbursing hospitals  for  hospital- 
based  physician  costs. 

(3)  Hospital/PRO  Agreement  . . . 
Noted  another  version  of  a model 
agreement  will  be  offered  including: 
1)  the  ability  of  hospitals  to  issue 
denial  determinations;  and  2)  the 
obligations  of  the  PRO  to  contact  the 
treating  physician  prior  to  issuing  a 
denial. 

(4)  Licensure  and  Certification 

. . . Noted  that  NJHA  supports 
A-2554/S-2282  which  establish 
criteria  for  licensure  and  review  all 
requests  for  licensure. 

(5)  Indigent  Care  . . . Noted  that 
NJHA  will  push  for  expansion  to  all 
categories  (i.e.  aged,  handicapped, 
blind)  as  increased  monies  from  Aid 
to  Families  with  Dependent  Chil- 
dren would  reduce  significantly  the 
indigent  care  problem. 

Committee  on  Impaired  Physicians 

. . . Approved  the  following  rec- 
ommendation: 

That  the  proposed  protocol  for  the  Man- 
agement of  Physicians  with  Physical  Dis- 
abilities that  Produce  Impairment  of  Pro- 
fessional Performance  be  endorsed  as  an 
official  document  of  the  Impaired  Phy- 
sicians Program. 

Committee  on  Emergency  Medical 
Care  . . . 

(1)  Medical  Emergency  Protocol 

. . . Approved  the  following  rec- 
ommendation: 

That  MSNJ  adopt  the  protocol  design  by 
the  American  College  of  Emergency 
Physicians  as  guidelines  for  physicians 
who  become  involved  in  the  treatment  of 
a victim  of  a medical  emergency. 

(2)  Freestanding  Emergency 
Centers  . . . Referred  back  to  the 
Committee  for  investigation  and  re- 
view of  the  following  questions:  1) 
Are  there  any  Department  of  Health 
regulations  involved?  2)  What  is  the 
AMA  policy?  and  3)  Should  a signed 
agreement  be  obtained  from  the  fa- 
cility that  will  be  accepting  emer- 
gency cases  when  the  emergency 
center  is  closed? 

(3)  Domestic  Violence  Seminar 

. . . Approved  the  following  rec- 
ommendations: 

That  MSNJ  endorse  the  program  de- 
signed by  the  Division  of  Women.  New 
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Jersey  Department  of  Community  Af- 
fairs, entitled,  “Hospital  and  Emergency 
Medical  Personnel  Training  on  Domestic 
Violence:  Identifying  and  Referring  Adult 
Victims." 

Committee  on  Medical  Aspects  of 
Sports  . . . Reviewed  the  following 
recommendation  and  acted  on  it  as 
a two-part  statement: 

That  MSNJ  send  a letter  to  the  New  Jer- 
sey State  Interscholastic  Athletic  As- 
sociation, with  a copy  to  the  New  Jersey 
Department  of  Education,  recommend- 
ing a change  in  the  regulations  to  permit 
the  use  of  the  Anderson  brace  and  or- 
thoplast. 

Approved  the  Anderson  “type”  brace 
but  felt  the  use  of  the  orthoplast  de- 
served further  consideration  and  re- 
ferred that  portion  of  the  recommen- 
dation back  to  the  Committee. 

New  Business  . . . 

NJ  Drug  Utilization  Review  Council 

. . . Authorized  the  President  to 
name  a Society  representative  to  the 
Drug  Utilization  Review  Council. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

Health  care,  medical  education, 
and  biomedical  research  in  south- 
ern New  Jersey  will  be  made  strong- 
er and  more  efficient  through  a 
$15.65  million  construction  pro- 
gram assured  in  recent  months  by 
state  appropriations. 

Bills  approved  in  the  New  Jersey 
Senate  and  Assembly  and  signed  by 
Governor  Thomas  H.  Kean  will  make 
possible  two  projects: 

1)  A $9.45  million  building  in 
Stratford  for  the  UMDNJ-School  of 
Osteopathic  Medicine  that  will 
eliminate  the  present  commute  for 
students  from  their  classroom,  re- 
search, and  library  facilities  in 
Camden  to  their  clinical  assign- 
ments at  Kennedy  Memoricil  Hospi- 
tal-University Medical  Center. 

2)  A $6.2  million  addition  to  the 
Education  and  Research  Building  in 
Camden,  which  was  completed  and 
occupied  last  year.  The  expanded 
E&R  Building  will  house  the 


UMDNJ-Rutgers  Medical  School  at 
Camden  and  the  Institute  for  Medi- 
cal Research,  whose  basic  science  re- 
search enjoys  a wide  reputation. 
This  project  will  place  offices  and  re- 
search laboratories  of  Rutgers  Medi- 
cal School  at  Camden  across  the 
street  from  its  core  teaching  hospi- 
tal, Cooper  Hospital/University 
Medical  Center.  It  also  will  open  the 
way  to  an  exciting  partnership  be- 
tween our  public  health  sciences 
university  and  the  private  research 
center  of  the  Institute  for  Medical 
Research.  There  is  potential  here  for 
attracting  millions  of  new  research 
dollars  and  private  investment. 

The  osteopathic  (D.O.)  and  al- 
lopathic (M.D.)  medical  programs  in 
southern  New  Jersey  were  begun  to 
meet  a directive  of  the  state  legis- 
lature intended  to  relieve  the  short- 
age of  physicians  and  other  health 
care  deficiencies  in  that  part  of  the 
state. 

The  two  years  of  clinical  study  in 
southern  New  Jersey  are  preceded 
by  two  years  of  basic  science  at  the 
Newark  campus  of  UMDNJ-New  Jer- 
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sey  Medical  School  for  the  allopathic 
students  and  at  the  Piscataway  cam- 
pus of  UMDNJ-Rutgers  Medical 
School  for  the  osteopathic  students. 

UMDNJ  faculty  members  from  our 
Newark  campus  are  participating  in 
a national  effort  to  prove  that  early 
intervention  with  specialized  care 
and  rehabilitation  markedly  can  im- 
prove the  outcome  for  patients  de- 
bilitated by  spinal  injuries. 

The  comprehensive  system  of 
handling  spinal  cord  injuries  oper- 
ated by  UMDNJ’s  University  Hospi- 
tal in  Newark  and  the  Kessler  In- 
stitute for  Rehabilitation  in  West  Or- 
ange has  been  designated  a national 
model  program  and  given  a 
$235,000  grant  by  the  U.S.  Depart- 
ment of  Education.  The  six-year-old 
Spinal  Cord  Injury  System  will  be 
strengthened  by  adding  a regional 
education  program,  an  early  no- 
tification system,  and  a registry  of 
spinal  cord  injuries  at  the  State 
Health  Department. 

The  first-year  goal  is  to  bring  at 
least  35  percent  of  spinal  cord  in- 
juries in  the  six  counties  of  Essex, 
Union,  Bergen,  Morris,  Passaic,  and 
Hudson  into  the  UMDNJ-Kessler 
system  within  72  hours.  The  educa- 
tion program  can  be  extended  later 
to  all  14  counties  in  the  region. 

New  Jersey  has  about  300  spinal 
cord  injuries  a year,  mostly  from 
automobile  accidents,  falls,  and  div- 
ing mishaps.  National  results  show 
that  total  paralysis  is  experienced 
less  often  by  spinal  cord  patients 
treated  in  a system  like  that  of 
UMDNJ-Kessler  than  by  those  cared 
for  outside  a comprehensive  system. 

The  UMDNJ-Kessler  system  in- 
cludes the  regional  trauma  center 
and  eight-bed  Neuro-Intensive  Care 
Unit  at  University  Hospital  in  New- 
ark and  Kessler’s  50-bed  Spinal 
Cord  Care  Program  in  West  Orange. 
Richard  A.  Sullivan,  M.D.,  serves  as 
acting  chairman  of  rehabilitation 
medicine  at  UMDNJ-New  Jersey 
Medical  School  and  as  medical  di- 
rector at  the  Kessler  Institute.  Sand- 
ers Davis,  M.D.,  is  a project  director 
for  the  Spinal  Cord  Injury  System. 

The  University  has  issued  an  an- 
nual report  which  incorporates  the 
“State  of  the  University”  address  de- 
livered on  January  16  to  an  au- 
dience consisting  of  Governor  Kean, 
the  UMDNJ  Board  of  Trustees, 
UMDNJ  Foundation  board  mem- 
bers, faculty,,  students,  staff  and 
other  interested  persons.  At  that 


program  UMDNJ’s  “Medal  for  Dis- 
tinguished Leadership”  was  pres- 
ented to  Governor  Kean  and  State 
Senators  Matthew  Feldman  of 
Bergen  County  and  Christopher 
Jackman  of  Hudson  County.  Gov- 
ernor Kean  was  recognized  for  his 
support  of  UMDNJ  and  his  strong 
commitment  to  excellence  in  New 
Jersey  higher  education.  Senators 
Feldman  and  Jackman  were  hon- 
ored for  their  1981  roles  in  confer- 
ring university  status  on  this  public 
institution  of  health  sciences  educa- 
tion. 


MSNJ  AuxUiaiy 

Grace  Gellman 
President 

Members  of  the  MSNJ  Auxiliary 
have  expressed  interest  in  attending 
the  mini-confluence,  March  19-20, 
1985,  at  the  Rltz-Carlton  Buckhead, 
Atlantci,  Georgia,  sponsored  by  the 
AMA  Auxiliary.  Among  the  subjects 
to  be  presented  are  child  and  sexual 
abuse,  membership,  fundraising, 
health  concerns,  legislative  over- 
views, and  time  management.  The 
meeting  is  open  to  all  AMA  Auxiliaiy 
members  and  friends.  It  is  an  op- 
portunity to  learn,  care,  and  enjoy  in 
the  company  of  others  with  mutual 
interests  and  concerns.  If  you  desire 
further  information  regarding  this 
program,  contact  the  AMA  Auxiliary 
office  in  Chicago. 

Notes  from  the  Medical  Society  of 
New  Jersey  Auxiliary  Executive 
Board  meeting.  January  14,  1985, 
are  as  follows: 

1)  The  Auxiliary  was  pleased  to 
welcome  J.  James  Pegues,  M.D., 
member  of  the  Medical  Society  of 
New  Jersey  Advisory  Committee  to 
the  Auxiliary. 

2)  Mrs.  Margaret  Franscklewlch 
has  accepted  the  position  of  Ex- 


ecutive Secretary  of  the  Medical  So- 
ciety of  New  Jersey  Auxiliary. 

3)  Mrs.  B.  Ralph  Wayman,  Chair- 
man of  the  1985-1986  Nominating 
Committee,  presented  the  following 
slate  of  nominees:  President-elect — 
Mrs.  John  Holdcratft,  Gloucester; 
Vice-president — Mrs.  Leonardo 
Hagan,  Burlington;  Recording  Secre- 
tary—Mrs.  Alberto  Taboada,  Ocean; 
Corresponding  Secretaiy— Mrs.  Leo- 
nard Gold,  Mercer;  Treasurer — Mrs. 
Frank  Campo,  Mercer;  and  Director 
(1985  to  1988)— Mrs.  John  Sturgis, 
Gloucester. 

4)  Rev.  Edward  G.  Reading  pre- 
sented details  regarding  the  one-day 
seminar  to  be  held  on  March  24, 
1985,  at  the  Medical  Society  head- 
quarters, Lawrenceville.  The  topic 
will  be  ‘The  Medical  Family,  Its 
Strengths,  Its  Weaknesses  and  In- 
suring Its  Survival”  and  all  members 
are  encouraged  to  attend  with  their 
spouses. 

5)  The  Auxiliaiy  bids  farewell  to 
Mrs.  Shirley  M.  Walsh  who  retired 
Januaiy  31,  1985.  A resolution  was 
tendered  acknowledging  her  dedi- 
cation and  services  over  the  last  25 
years  and  expressing  appreciation 
and  gratitude. 


New  Members 

The  Journal  of  the  Medical  So- 
ciety of  New  Jersey  would  like  to  wel- 
come the  following  new  members: 

Atlantic  County 

James  H.  Thorpe,  M.D.,  Atlantic  City 

Bmlington  County 

Nathaniel  R EVans,  M.D.,  Willingboro 
Wayne  L.  Gibbons,  M.D.,  Willingboro 
Lorenzo  Gonzales-Lavin,  M.D., 

Browns  Mills 

James  G.  Nachbar,  M.D.,  Moorestown 
Gary  E.  Pearlstein,  M.D.,  Mount  Laurel 
Mark  J.  Softer,  M.D.,  Willingboro 

Camden  County 

Charles  E.  Bagwell,  M.D.,  Camden 
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Luis  A.  Cervantes.  M.D.,  Cherry  Hill 
Richard  T.  Cook,  Jr.,  M.D.,  Philadelphia 
William  G.  DeLong.  Jr.,  M.D.,  Camden 
Shirley  Chan  Espino,  M.D.,  Camden 
Jack  P.  DiMarco,  M.D.,  Camden 
William  F.  Mills.  M.D.,  Lindenwold 
Alan  D.  Russakov,  M.D.,  Camden 
Frederic  Steinberg,  D.O.,  Stratford 

E^ssex  County 

Brian  F.  Aurori,  M.D.,  Roseland 
Alberto  M.  Chavez,  M.D.,  Newark 
Joseph  V.  DiTrolio,  M.D.,  Roseland 
Kevin  R Dmytriw,  M.D.,  Bloomfield 
Kenneth  B.  Gantz,  M.D.,  Millbum 
John  J.  Giannone,  M.D.,  Verona 
Wesley  R Harden,  M.D.,  Newark 
Richard  A.  Irlando,  M.D.,  West  Orange 
Allen  S.  Josephs,  M.D.,  Livingston 
Bernard  J.  Kulper.  M.D.,  Newark 
Kent  S.  Lemer,  M.D.,  North  Arlington 
Susan  R Lessin,  M.D.,  West  Orange 
Richard  H.  McShane,  M.D.,  West  Orange 
Carl  F.  Mercurio,  M.D.,  Bloomfield 
Barbara  A.  Nahas,  M.D.,  Millbum 
Theodore  Perl.  M.D.,  West  Orange 
Barry  S.  Prystowsky,  M.D..  Nutley 
Philip  R Seaver,  Jr.,  M.D.,  Belleville 
Pratap  C.  Singhal,  M.D.,  Belleville 
Alapatt  P.  Thomas,  M.D.,  Irvington 

Gloucester  County 

Rudolph  T.  DePersia  Jr.,  M.D.,  Woodbury 
Antonio  Sgro,  M.D.,  Blackwood 
Mark  A.  VanKooy,  M.D.,  Woodbury 

Hudson  County 

Michael  J.  Calache,  M.D.,  Union  City 
Julie  M.  DiGioia  M.D.,  Jersey  City 
Mark  Dmck,  M.D.,  Teaneck 
Joseph  D.  Scalia  M.D..  West  New  York 
Vincent  Serafino,  M.D.,  Bayonne 
Thomas  E.  Simpson,  M.D.,  Bayonne 

Mercer  County 

Paul  B.  Donovan,  M.D.,  Pennington 
David  S.  Eingom,  M.D.,  Lawrenceville 
Suhaila  S.  Hussain,  M.D.,  Trenton 
Abbas  B.  Karimi,  M.D.,  Plainsboro 
Anthony  J.  Ricketti,  M.D.,  Pennington 
Byrne  L.  Solberg,  M.D.,  Lawrenceville 
Eric  Tabas,  M.D.,  Trenton 
Michael  P.  WaJigore.  M.D.,  Trenton 

Middlesex  County 

Joseph  M.  Alvaro,  M.D.,  Somerset 
Howard  S.  Cohen,  M.D.,  Woodbridge 
Michael  Gochfeld,  M.D.,  Piscataway 
Mark  H.  Lazar,  M.D.,  Edison 
Robert  C.  Like,  M.D.,  New  Bmnswlck 
William  D.  MiUer,  M.D.,  Old  Bridge 
Prem  K Rangala  M.D.,  New  Bmnswick 
Andrea  I.  Reznik.  M.D.,  Somerset 
Henry  J.  Scharf,  M.D.,  New  Bmnswick 
Terezia  M.  Toth,  M.D.,  New  Bmnswick 
Lakshmi  Vadapalli,  M.D.,  Hidden  Lake 
Lawrence  I.  Weissman,  M.D.,  Old  Bridge 

Morris  County 

Louise  T.  Barbieri,  M.D.,  Morristown 
Mltcbel  S.  Carter,  M.D.,  Boonton 
Leigh  Ende,  M.D.,  Dover 
Paul  L.  Fine,  M.D.,  Morristown 
Nina  D.  Reynolds,  M.D.,  Morristown 

Ocean  County 

Allan  Cohen.  M.D.,  Whiting 
Leonard  R DiPisa  M.D.,  Brlcktown 
Robert  J.  Gorrell,  Jr.,  M.D.  Manahawkin 
Roy  D.  Mittman,  M.D.,  Brlcktown 
James  L.  Pasquariello,  M.D.,  Holmdel 
Garry  D.  Ruben.  M.D.,  Brlcktown 


Leonard  N.  Silber,  M.D.,  Lakewood 
George  Sollami,  M.D.,  Point  Pleasant 
Wieslawa  R Trzaskowski,  M.D., 

Toms  River 

John  J.  Vaccaro,  M.D.,  Lakewood 

Passaic  County 

Jay  S.  Berger,  M.D.,  Little  Falls 
Ralph  A DeMaio,  M.D.,  Totowa 
Nihal  K De  Silva  M.D.,  Wayne 
Eleanor  A Gonnella  M.D.,  Clifton 
Anthony  A Natelli,  M.D.,  Wayne 
Meena  S.  Patel,  M.D.,  Paterson 
Estela  E.  Reyes,  M.D.,  Passaic 
Daniel  A.  Rice,  M.D.,  Clifton 
Joseph  Rozdeba  M.D.,  Passaic 
Jose  R Sanchez-Pena  M.D.,  Paterson 
Joseph  G.  Shami,  M.D.,  Totowa 

Union  County 

David  Larkin,  M.D.,  Vauxhall 
L.  Scott  Larsen.  M.D.,  Summit 
Marelyn  Medina-Rivera  M.D..  Westfield 
Daniel  J.  Moriarty,  M.D.,  Westfield 
Joseph  F.  Pensabene,  M.D.,  Summit 
Fred  P.  Scialabba  M.D.,  Plainfield 

Warren  County 

Raymond  S.  Buch,  M.D.,  Phillipsburg 
Thomas  E.  Kantor,  M.D.,  Phillipsburg 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  ph3^icians  have  writ- 
ten to  the  Executive  Offices  of  MSNJ 
seeking  information  on  possible  op- 
portvmities  for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Narciso  P.  Mendoza  M.D.,  1 
Dodd  Ter.,  Verona,  NJ  07044. 
UERMMMC  (Philippines)  1974.  Board 
eligible.  Also,  immunology.  Solo,  part- 
nership. group.  Available. 

ANESTHESIOLOGY — P.  Poovendran, 
M.D.,  Box  35,  Westchester  County 
Medical  Center,  Valhalla  NY  10595. 
Ceylon  (Sri-Lanka)  1974.  Board 
eligible.  Group  or  partnership.  Avail- 
able June  1985. 

CARDIOLOGY — John  T.  Cardone,  M.D., 
1035  Southern  Artery,  Apt.  707,  Quin- 
cy, MA  02169.  SUNY-Buffalo  1980. 
Board  certified.  Partnership  or  group. 
Available  July  1985. 

FAMILY  MEDICINE— Alena  Bilek,  M.D., 
2600  Netherland  Ave.,  Apt.  2808, 
Bronx,  NY  10463.  Charles  (Czechoslo- 
vakia) 1970.  Group  or  partnership. 
Available  July  1985. 

Francis  C.  Imbarrato,  M.D.,  505 

Hawthorne  Ave.,  Williamsport,  PA 
17701.  Guadalajara  1981.  Board 
eligible.  Solo,  associate,  partnership, 
group,  HMO.  Available  July  1986. 

GASTROENTEROLOGY— James  D. 
Kutch,  M.D.,  323  Obispo  Ave.,  ^207, 
Long  Beach.  CA  90814.  UMDNJ  1979. 
Board  eligible.  Board  certified  (IM). 


Group  or  partnership.  Available  July 
1985. 

HEMATOLOGY— Hoon  Park,  M.D.,  112 
W.  65  St.,  Apt.  3,  Westmont,  IL  60559. 
Kyung  Hee  (Korea)  1973.  Board 
certified  (IM).  Also,  internal  medieine. 
Solo,  group,  partnership,  institution. 
Available  July  1985. 

IMMUNOLOGY — Narciso  P.  Mendoza 
M.D.,  1 Dodd  Ter.,  Verona  NJ  07044. 
UERMMMC  (Philippines)  1974.  Board 
eligible  (AL).  Also,  Clergy.  Solo,  partner- 
ship, group.  Available. 

INTERNAL  MEDICINE— Kurt  N 
Bausback,  M.D..  415  S.  Van  Pelt  St, 
Apt  D-4,  Philadelphia  PA  19146.  Stan- 
ford 1982.  Board  eligible.  Group,  multi- 
specialty, hospital,  emergency  center. 
Available  July  1985. 

John  T.  Cardone,  M.D.,  1035  Southern 
Artery,  Apt  707,  Quincy,  MA  02169. 
SUNY-Buffalo  1980.  Board  ceilified. 
Also,  cardiology.  Partnership  or  group. 
Available. 

Maria  Del  Vecchio,  M.D.,  30  Rosewood 
Ter,  Bloomfield,  NJ  07003.  UMDNJ 

1981.  Board  eligible.  Salaried,  part- 
time  (approx.  20  hours/week).  Avaiil- 
able. 

Kathleen  A.  Giaoni,  M.D.,  8 Park  Dr. 
West,  West  Orange,  NJ  07052.  UMDNJ 

1982.  Board  eligible.  Solo.  Available 
July  1985. 

Mohamed  Khan,  M.D.,  1056  Woods  La, 
Grosse  Pointe  Woods,  Ml  48236.  King 
Edward  (Pakistan)  1966.  Board 
eligible.  Group  or  solo.  Available. 
Bharat  Kumar  Mehta  M.D.,  Lafayette 
Hills  Apts.,  ^2C,  Easton,  PA  18042. 
MGM  (India)  1978.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

Hoon  Park,  M.D.,  1 12  W.  65  St„  Apt.  3, 
Westmont,  IL  60559.  Kyung  Hee 
(Korea)  1973.  Board  certified. 
Subspecialty,  hematology.  Solo,  group, 
partnership,  institution.  Available  July 
1985. 

Jason  Weiner,  M.D.,  10  Dwight  St., 
Poughkeepsie,  NY  12601.  Guadalajara 
1 980.  Board  eligible.  Group  or  partner- 
ship. Available. 

Joseph  M.  Weisgras,  M.D.,  160  West 
End  Ave.,  Apt.  14E,  New  York,  NY 
10023.  Juarez  1981.  Board  eligible. 
Group,  partnership,  associate,  solo. 
Available. 

OBSTETRICS/GYNECOLOGY— Ian  J 

Gluck,  M.D.,  269-03R  Grand  Central 
Pkwy.,  Floral  Park,  NY  1 1005.  New  York 
Medieal  College  1979.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

Karen  S.  Juske,  M.D.,  21  W.  276  Cres- 
cent Blvd.,  Glen  Ellyn,  IL  60137. 
Stritch-Loyola  1977.  Board  certified. 
Group.  HMO,  family  planning  clinic. 
Available. 

ORTHOPEDICS — Andrew  R Goldstein, 
M.D.,  27  High  St,  Apt  3E,  Orange,  NJ. 
UMDNJ  1980.  Board  eligible.  Group  or 
partnership.  Available  July  1985. 
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OTOLARYNGOLOGY— Leonid  E.  Super. 
M.D..  1910  59th  St..  Brooklyn.  NY 
11204.  Chernovey  (USSR)'  1952. 
Group,  partnership.  HMO.  Available. 

PATHOLOGY — Joseph  W.  Depenbusch. 
M.D..  University  of  Wisconsin  Hospital. 
600  Highland  Ave..  Madison.  WI  53792. 
Iowa  1981.  Board  eligible.  Available 
July  1985. 

Yury  Kogan.  M.D..  60  Egmont  St.. 
Brookline.  MA  02146.  Second  Moscow 
Medical  Institute  1967.  Board  certified. 
Group  or  partnership.  Available. 

PEDIATRICS— Noah  Baiysh.  M.D..  603A 
Old  Nassau  Rd..  Jamesburg.  NJ  08831. 
Chicago  1933.  Board  certified.  Part 
time.  15  hrs/wk.  Available. 

Kirti  Vora,  M.D..  41  E.  White  Ter.. 
Nutley.  NJ  07110.  Baroda  (India)  1975. 
Board  certified.  Group,  partnership, 
staff  position.  Available. 

PHYSICAL  MEDICINE/ REHABILITA- 
TION— Minaxi  Vora.  M.D..  41  E.  White 
Ter..  Nutley.  NJ  07001.  M.P.  Shah 
(India)  1975.  Group,  partnership,  solo, 
staff  position.  Available. 

RADIOLOGY— Neil  R Kramer.  M.D.. 
1000  Walnut  St.,  Philadelphia  PA 
19107.  Temple  1980.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

Martin  J.  Lachman,  M.D.,  4040  Ford 
Rd..  Philadelphia  PA  19131.  Temple 
1966.  Board  certified.  Group,  partner- 
ship, hospital.  Available. 

Richard  Steinberg,  M.D.,  3701  Lindell 
Blvd.,  St.  Louis,  MO  63108.  SUNY- 
Downstate  1980.  Board  eligible.  Hospi- 
tal-based or  group-based  practice  with 
emphasis  on  CT  and  ultrasound.  Avail- 
able July  1985. 

SURGERY — Nicholas  G.  Bonuicino,  M.D.. 
130  W.  12  St,  Apt  5J,  New  York,  IMY 
10011.  New  York  Medical  College  1979. 
Board  eligible.  Partnership  or  group. 
Available  May  1985. 

Naresh  C.  Nagpal,  M.D.,  323A  Hayden 
St.,  Sayre,  PA  18840.  Maulana  Azad 
(India)  1974.  Board  eligible.  Solo,  part- 
nership, group.  Available  July  1985. 
P.K.  Sharma  M.D.,  347  Vomel  Dr,  New 
Milford,  NJ  07646.  KGMC  (India)  1973. 
Group  or  partnership.  Available. 

UROLOGY — Michael  Bruce  Kline,  M.D., 
3227  Jefferson  Ave.,  ^5,  Cincinnati.  OH 
45220.  Cincinnati  1980.  Board  eligible. 
Partnership  or  solo.  Available  August 
1985. 

Ned  R Novsam,  M.D.,  8300  Sawyer 
Brown  Rd.,  E-306.  Nashville,  TN  37221. 
Boston  1974.  Board  eligible.  Partner- 
ship or  group.  Available  July  1986. 
Bharat  R Shah,  M.D.,  2610  Michaels 
Dr,  Temple,  TX  76502.  BJ  Medical 
(India)  1968.  Board  eligible.  Solo, 
group,  partnership,  multispecialty, 
academic.  Available. 

Blnod  Sinha,  M.D.,  3425  Golf  View  Dr, 
^105,  Eageii,  MN  55123.  Prince  of 
Wales  1976.  Group,  partnership,  solo. 
Aveiilable  July  1985. 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


I 

\ 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN«/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE;  Bottles  of  100,  500. 


Immediate  Release 


LIPO.NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


OOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN«/100  mg. 

Each  blue  tablet  contains; 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications;  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mo.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BR<t!il»jyfcTHE  BROWN  PHARMACEUTICAL  CO.,  INC-p^,, 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


"One  of  the  main  reasons  I 
chose  to  become  a participating 
HealthWays  physician  was  because 
of  HealthWays  basic  philosophy  of 
coordinated  patient  care.  As  a spe- 
cialist, this  is  of  extreme  importance 
to  me.  I work  closely  with  my  pa- 
tients' primary  care  physicians  who 
know  them  intimately  since  they 
see  them  on  a regular  basis.  This 
physician  cooperation  delivers  the 
most  complete  care  possible 


without  duplication  or  disparities. 

In  addition,  since  HealthWays 
covers  its  members  for  surgical 
procedures  in  the  setting  most 
appropriate,  I can  even  perform 
simple  surgery  in  my  own  office 
when  hospitalization  really  isn't 
necessary.  That  makes  inordinate 
sense  for  many  patients  and  for  me. 

There's  a great  deal  of  logic 
to  HealthWays  as  a health  plan. 


And  a great  deal  of  logic  for  phy-  i 
sicians  to  become  participants . " 1 

To  learn  all  the  HealthWays  | 
benefits  for  you  and  your  patients,  i 
call  Jon  Marsicano,  M.D.,  Vice  | 
President,  Medical  Affairs,  at  | 
1-800-624-0720.  i 

HealttWays 

THE  WAY  TO  BETTER  V HEALTH  CARE 

I 

© 1984  HealthWays,  Inc.  ; 
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\mericana 
Host  Farm  Resort 


HOUSING 

APPLICATION 


219TH  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

THURSDAY,  MAY  2,  TO  SUNDAY,  MAY  5,  1985 


HE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
lODIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
AILY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
RDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
EATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 

ND  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
ERVICE,  CHAMBERMAIDS,  AND  ALL  MEAL  SERVICE  AS  OUTLINED:  • 


DUR-NIGHT  PACKAGE 

135.00  PER  PERSON,  SINGLE  OCCUPANCY 
J24.00  PER  PERSON,  DOUBLE  OCCUPANCY 

120.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


HREE-NIGHT  PACKAGE 

J37.00  PER  PERSON,  SINGLE  OCCUPANCY 
>51.00  PER  PERSON,  DOUBLE  OCCUPANCY 
90.00  PER  CHILD  SHARING  A ROOM  WITH 


PARENTS 


Forms  received  after  April  1,  1985, 
will  be  confirmed  on  an  “if  avail- 
able” basis. 

Fill  out  only  one  form  for  each  room 
required. 

DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to 
HOST  FARM.  Major  credit  cards  ac- 
cepted at  hotel,  but  not  for  deposit. 

Hotel  confirmation  is  required  for 
check-in. 

Send  form  and  deposit  to: 


AfO-NIGHT  PACKAGE 

>38.00  PER  PERSON,  SINGLE  OCCUPANCY 

177.00  PER  PERSON,  DOUBLE  OCCUPANCY 

60.00  PER  CHILD  SHARING  A ROOM  WITH 


Host  Reservations 

2300  Lincoln  Highway  East 

Lancaster,  PA  17602 


PARENTS 


717-299-5500 


HECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 

□ WILL  BE  SHARING  ROOM** 


‘The  hotel  will  not  be  responsible  for  assigning  roommates.  Unless  roommate  is  stated,  you  will  be 

assigned  a single  occupancy  accommodation. 


-EASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 


^ME: NO.  of  CHILDREN:  . 

DOMMATES:  CHILDREN’S  AGES: 


DDRESS: 

' TY: 


HONE: STATE:. 

HECK  IF  OFFICIAL  DELEGATE  □ 

I 

HRIVAL  DATE  DAY 

i 

liEPARTURE  DATE DAY 


ZIP:  . 

COUNTY: 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa  Turnpike.  Take  Pc 
Turnpike  West  to  Interchange  No 
21 . Travel  South  on  U S.  Rte.  222 
to  U S.  Route  30  Travel  East  on 
U.S  Route  30.  approximately  5 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa.  Turnpike  to 
Int.  19.  Go  South  on  1-283  for  30 
miles  into  Route  30  East  for  6 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No.  2t . Travel  South  on 
U.S.  Rte.  222  to  U.S.  Route  30 
Travel  East  on  U.S.  Route  30.  ap>- 
proximately  5 miles  to  Americana 
Host  Farm  Resort. 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York.  Pa.  Turn  East  on  U.S. 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort. 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U.S. 
Air.  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U.S.  Air. 

BY  RAILROAD 
Amtrak  to  Lancaster  Station. 
Taxi  and  Rent-a-Car  Service 
available 
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THE  MEDICAL  FAMILY 
ITS  STRENGTHS,  ITS  WEAKNESSES 
AND  INSURING  ITS  SURVIVAL 

Sunday,  March  24,  1985 
9:30  a.m. 

The  Impaired  Physicians  Program  and  the  Auxiliaries  to  the  Medical  Society  of  New  Jersey  and  the 
New  Jersey  Association  of  Osteopathic  Physicians  and  Surgeons  invite  you  and  your  spouse  to  attend 
this  day  of  enlightenment.  Topics  to  be  addressed  include: 

THE  PHYSICIAN’S  FAMILY— STRENGTHS  AND  WEAKNESSES 
THE  IMPAIRED  PHYSICIAN 

THE  IMPAIRED  PHYSICIAN’S  FAMILY  AND  FAMILY  THERAPY 

THE  EMOTIONAL  IMPACT  OF  A MALPRACTICE  SUIT  ON  THE 
PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY 

GEARING  UP  FOR  RETIREMENT 

THE  PHYSICIAN  AND  THE  PHYSICIAN’S  FAMILY- 
SURVIVAL  AND  SOLUTIONS 

GUEST  SPEAKERS 
M.O.  Vincent,  M.D.,  Ontario,  Canada 
Sara  Charles,  M.D.,  University  of  Illinois 
Frank  C.  Snope,  M.D.,  Piscataway,  New  Jersey 

Approved  for  3.5  Category  1 CME  Credits 


REGISTRATION  FORM 
THE  MEDICAL  FAMILY 

Please  print 

Name(s)  of  those  to  attend 

Address 

Telephone 

[ ] Enclosed  is  my  check  for  $15.  This  will  cover  my  registration  only. 

[ ] Enclosed  is  my  check  for  $25.  My  spouse  will  accompany  me. 

YOUR  REGISTRATION  FEE  INCLUDES  LUNCHEON 
FOLLOWING  THE  SEMINAR! 

PLEASE  COMPLETE  AND  RETURN  YOUR  REGISTRATION  FORM 
AS  SOON  AS  POSSIBLE.  SPACE  IS  LIMITED!!! 

Return  to:  Impaired  Physicians  Program 

c/o  Medical  Society  of  New  Jersey 
2 Princess  Road 
Lawrenceville,  New  Jersey  08648 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  & Hospital 

230  N.  Broad  Street,  Philadelphia,  Pennsylvania  19102  (215)  448-8063 

CARDIOLOGY  UPDATE.  . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE  SURVEY  OF  THE 
CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY.  . . 

WEDNESDAY,  APRIL  3,  1985 

ACUTE  MYOCARDIAL  INFARCTION 

MODERATOR:  LEONARD  N.  HOROWITZ,  M.D. 

3:00  CASE  PRESENTATION  Steven  J.  Mattleman,  M.D. 

3:30  CLINICAL  FINDINGS  IN  UNCOMPLICATED  AND  COMPLICATED  MYOCARDIAL 
INFARCTION  William  S.  FrankI,  M.D. 

4:00  THE  ELECTROCARDIOGRAPHIC  DIAGNOSIS  OF  ACUTE  MYOCARDIAL 

INFARCTION  Gary  J.  Anderson,  M.D. 

4:30  THE  MANAGEMENT  OF  THE  PATIENT  WITH  ACUTE  MYOCARDIAL 

INFARCTION  AND  CARDIAC  FAILURE  Mariell  J.  Likoff,  M.D. 

5:00  MANAGEMENT  OF  VENTRICULAR  ARRHYTHMIAS  IN  PATIENTS  WITH 

ACUTE  MYOCARDIAL  INFARCTION  Leonard  N.  Horowitz,  M.D. 

LECTURE  HALL  “A"— 2nd  floor  New  College  Building,  Hahnemann  University 
15th  and  Vine  Streets,  Philadelphia,  PA 
• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED  • 

• CME  CATEGORY  I CREDITS  CERTIFIED  • 

“WINE  & CHEESE  SERVED  FOLLOWING  CONFERENCE** 


THE  INTERSPECIALTY  FACIAL  SURGERY  CONGRESS 

FOR 

AESTHETIC,  CANCER  AND  RECONSTRUCTIVE  SURGERY 

APRIL  24-27, 1985 
NEW  YORK,  NEW  YORK 


APRIL 

S M T W T F S 

1 2 3 4 5 6 

7 8 9 10  11  12  13 

14  15  16  17  « 19  20 

21  22  23  0^5X2^© 
28  29  30 


PROGRAM  CHAIRMEN 


FEATURED  GUEST  SPEAKERS 


TOPICS 


OCULOPLASTIC  SURGERY 

PIERRE  GUIBOR,  M.D. 

PLASTIC  SURGERY 

RICHARD  COBURN,  M D 


Ophthalmology  * ALSTON  CALLAHAN,  M.D 

THOMAS  CASEY,  M.D. 
Plastic  Surgery  * IAN  McGREGOR,  M.D. 

RICHARD  WEBSTER,  M.D. 


* Birmingham 

* London,  England 

* Glasgow,  Scotland 

* Brookline 


FACIAL  CANCER  SURGERY 
FACIAL  TRAUMA  SURGERY 


DERMATOLOGIC  SURGERY 

MICHAEL  ALBOM,  M.D 

OTOLARYNGOLOGICIFACIAL  SURGERY 

NORMAN  PASTOREK,  M D. 

ORALIMAXILIOFACIAL  SURGERY 

STANLEY  BEHRMAN,  D M.D 


Dermatology  * 
Otolaryngology  * 
Oral  Surgery  * 


NORMAN  ORENTREICH,  M.D. 
SAMUEL  STEGMAN,  M.D. 
THEODORE  TROMOVITCH,  M.D. 
WALTER  BERMAN,  M.D. 
JOHN  CONLEY,  M D. 
EUGENE  TARDY.  M.D. 
BRUCE  DONOFE  D M D.,  M D. 


* New  York 

* San  Francisco 

* San  Francisco 

* Beverly  Hills 

* New  York 

* Chicago 

* Boston 


FACIAL  AESTHETIC  SURGERY 


CME  CREDITS  * SEMINARS  * PANELS  * COURSES  * DISCUSSIONS  * FREE  PAPERS  * EXHIBITS  * SOCIAL  PROGRAM 

Send  forms  with  both  checks  to:  IFSC  Sec  y,  c/o  P.  Guibor,  M.D.,  630  Park  Ave.,  NYC,  NY  10021  • (212)  734-1010/(800)  223-4500 


THE  INTERSPECIALTY  FACIAL  CONGRESS— REGISTRATION  FORM 


(name) 


(street) 


(city,  state,  zip) 

( 1 

(area  code)  (telephone) 

Spouse/Guest  Name 

Check  Specialty:  □ PLAS  SURG  □ DERM  □ OPH  □ OTO 

□ OTHER  (Specify ) 


REGISTRATION  FEE: 

$395  BEFORE  3/1/85 
$450  AFTER  3/1/85 
*$250  RESIDENT’S  FEE 
'with  documentation — no  food 
functions  included 

Make  Check  Payable  to 
INTERSPECIALTY  CONGRESS 


WALDORF-ASTORIA— REGISTRATION  FORM 


* Arrival  Dale 

Departure  Date 

# Nights 

Check  Out 
1:00  p.m. 

* Registration — Wednesday,  4/24/85 — 6-8  p.m. 

□ Single  $120  $135  $145  (Circle  One) 

□ Double  $150  $170  $180 

□ Suites  $320  & up  (parlor  & 1 bedroom) 

$460  & up  (parlor  & 2 bedrooms) 

Make  Check  Payable  To:  Viialdorl-Asloria  Hotel 

ONE  NIGHT  DEPOSIT  MUST  ACCOMPANY  RESERVATION 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  OfiBce  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics — last  line  of  each 
item. 

CARDIOLOGY 

Apr. 

24  New  Era  in  Diagnosis  and 

Treatment  of  Coronary  Heart 
Disease 

12  noon-4:30  P.M. — Sheraton 
Fairfield  Hotel 

(NJ AJfiliate  and  Metropolitan 
Chapter,  American  Heart 
Association  andAMNJ) 

May 

2 1 Treatment  of  Chronic  Refractory 
Heart  Failures 

1 2 noon — St.  Mary’s  Hospital, 

Orange 

lAMNJ) 

MEDICINE 

Apr. 

2 Advances  in  Allergy  and 
Immunology 

8:30- 1 :30  P.M. — Holy  Name 

Hospital,  Teaneck 

(Holy  Name  Hospital  and  AMNJ) 

3 Insulin  Resistance  in  Diabetes 
Mellitus 

7- 1 0 P.M. — Hyatt  Regency  Hotel, 

New  Brunswick 


(American  Diabetes  Association. 
NJ  AJfiliate,  andAMNJ) 

3 Internal  Medicine  Review  Course 

10  3-6  P.M. — Overlook  Hospital, 

17  Summit 

24  (Overlook  Hospital  and  AMNJ) 

3 Endocrine  Conferences 

10  3:30-5  P.M  — Rotates  between 

17  Newark  Beth  Israel  Medical  Center, 

24  University  Hospital,  and  United 
Hospitals  Medical  Center,  Newark, 
and  VA  Medical  Center,  E.  Orange 
(Endocrinology  Section,  AMNJ) 

4 Immunoregulation:  Basic 

1 1 Concepts  and  Applications 

18  4-6  P.M, — Institute  for  Medical 

25  Research,  Copewood  St.,  Camden 
(Institute  for  Medical  Research 
and  AMNJ) 

4 Nephrology  Grand  Rounds 

6:30-7:30  P.M. — Dialysis  Unit, 
Community  Memorial  Hospital, 
Toms  River 

(Community  Memorial  Hospital 
and  AMNJ) 

4 Distinguished  Lecture  Series 

1 1  AM.- 12  noon — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

5 Renal  Conferences  in  Nephrology 

19  4-5  P.M  — Medical  Education  Bldg., 
Rm.  393,  Rutgers  Medical  School 
(UMDNJ  and  AMNJ) 

9 Dermatological  Conference 

8-10  P.M. — Schering  Corporation, 
Kenilworth 

(NJ  Dermatological  Society  and 
AMNJ) 

Distinguished  Lecture  Series 

1 1 Staph  Endocarditis 

18  Inflammatory  Arthritis  and 
Therapy 

1 1 AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

12  Antibiotic  Therapy:  1985 

8 AM.-l  2 noon — Overlook  Hospital, 
Summit 

(Overlook  Hospital  andAMNJ) 

16  What  Have  We  Learned  from  24- 
Hour  Blood  Pressure  Monitoring? 

12  noon — St.  Mary’s  Hospital, 
Orange 

(AMNJ) 

17  Dermatological  Conference 

6-9  P.M. — Rutgers  Community 
Health  Plan.  57  US.  Hwy.  1. 

New  Brunswick 

(UMDNJ -Rutgers  Medical  School 
and  AMNJ) 

1 8 New  Strategies  in  Confronting  the 
Cigarette  Experience 

5-7:30  P.M  — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

24  State  of  the  Art  in  Cancer 
Management 

1:30-4:30  P.M. — Ma3rfair  Farms, 

West  Orange 

(Essex  County  Unit  American 
Cancer  Society  and  AMNJ) 


25  Roving  S3nnposium — Radiation 
Therapy 

1 1 AM  - 12  noon — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

May 

1  Substance  Abuse 

8:30  AM.-l  P.M. — Alexian  Brothers 

Hospital,  Elizabeth 

(AMNJ) 

1 Internal  Medicine  Review  Course 

8 3-6  P M. — Overlook  Hospital, 

15  Summit 

22  (Overlook  Hospital  and  AMNJ) 

29 

1 Endocrine  Conferences 

8 3:30-5  P.M. — Rotates  between 

15  Newark  Beth  Israel  Medical  Center, 
22  University  Hospital,  and  United 
29  Hospitals  Medical  Center,  Newark, 
VA  Medical  Center,  East  Orange 
(Endocrinology  Section,  AMNJ) 

2 Immunoregulation:  Basic 
Concepts  and  Applications 

4- 6  P.M —Institute  for  Medical 
Research,  Copewood  St.,  Camden 
(Institute for  Medical  Research 
and  AMNJ) 

2 Nephrology  Grand  Rounds 

6:30-7:30  P.M. — Dialysis  Unit, 
Community  Memorial  Hospital. 
Toms  River 

(Community  Memorial  Hospital 
and  AMNJ) 

2 Distinguished  Lecture 
Series — Parkinson’s  Disease 

1 1 AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

3 Renal  Conferences  in  Nephrology 

17  4-5  P.M. — Rutgers  Medical  School, 
Medical  Education  Bldg.,  Rm.  393 
(Nephrology  Society  of  NJ  and 
AMNJ) 

8 Cutaneous  Signs  of  Internal 
Disease 

1 :30  P.M.— Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

9 Stress  and  Disease 

1 1 AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

15  Dermatological  Conference 

6-9  P.M  — Rutgers  Community 
Health  Plan,  57  US.  Hwy.  1.  New 
Brunswick 
(UMDNJ  and  AMNJ) 

1 6 Medical  and  Psychiatric  Aspects 
of  Drug  and  Alcohol  Abuse 

2 P.M. — John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

1 6 New  Concepts  in  Antiflbrinolj^c 

Therapy 

5- 7:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 
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June  15,  1985 

5TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Golden  Nugget  Hotel 
Atlantic  City,  New  Jersey 

Sponsored  by  the  Gastrointestinal  Section  of 
the  Hospital  of  the  University  of  Pennsylvania 
and  the  Continuing  Medical  Education  Depart- 
ment of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey. 

Category  1 credit  offered. 


Information:  Registration  Supervisor,  Slack  In- 
corporated, 6900  Grove  Road,  Thorofare,  New 
Jersey  08086,  609-848-1000. 


Jefferson 
Medical  College 
of 

Thomas  Jefferson  University 

presents 

3RD  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE 

May  8-9-10,  1985 
at 

Solis  Cohen  Auditorium 
Jefferson  Alumni  Hall 

A two  and  one-half  day  intensive  symposium  sponsored 
by  the  Department  of  Medicine,  at  Jefferson  Medical  College. 
1025  Walnut  Street,  Philadelphia,  Pennsylvania 

/?A<^E^  approved:  17  credit  hours  in  Category  1 
Willis  C.  Maddrey,  M.D.— Program  Director 
John  H.  Martin,  M.D.— Associate  Director 

A registration  fee  of  $350.00  includes  course  syllabus, 
continential  breakfast,  coffee  breaks,  luncheons  and  a reception. 

For  information  and  registration  call: 

The  Office  of  Continuing  Medical  Education  at 
(215)  928-6992 


SPECIAL  MEETING  ANNOUNCEMENT 

ALCOHOL  AND  DRUG  ADDICTION  IN  DOCTORS 
DIAGNOSIS  AND  TREATMENT 

APRIL  11,  1985  till  noon  on  APRIL  15,  1985 

Place:  GOVERNOR  MORRIS  INN,  Morristown,  NJ  07960 
April  1 1,  1985  will  include  a special  program  providing  6 CMS  credit 
hours  which  is  entitled:  RECENT  ADVANCES  IN  ALCOHOLISM  & THE 
NEW  JERSEY  IMPAIRED  PHYSICIANS  PROGRAM, 

April  12-15  will  be  an  AA  Recovery  Program  Attendance  Limited  to 
Physicians  who  have  or  may  have  a problem  with  Alcohol  and/or  Drugs. 
PERSONAL  ANONYMITY  WILL  BE  PRESERVED. 

Sponsored  by  the  N.J.  Professional  group  in  A. A. 

For  further  information,  write  to: 

Secretary,  86  Miller  Road,  Morristown,  N.J.  07960 


SYMPOSIUM  ON  CURRENT  TECHNIQUES 
IN  EYELID  AND  LACRIMAL  SURGERY, 
April  27,  1985. 

The  University  of  Medicine  and  Dentistry  of  New 
Jersey— New  Jersey  Medical  School,  Christine 
Zolli,  M.D.,  Program  Director,  Registration  infor- 
mation can  be  obtained  from  the  UMDNJ-Con- 
tinuing  Education,  100  Bergen  Street,  Newark,  NJ 
(201)  456-4267. 


THE  NEW  YORK  HOSPITAL- 
CORNELL  MEDICAL  CENTER 

June  10-14,  1985 

Update  Your  Medicine  1985.  Association  of  Practicing 
Physicians  of  The  New  York  Hospital  and  Cornell  Uni- 
versity Medical  College.  37  hours  Category  I credit,  42 
if  both  optional  workshops  are  taken.  9 major  review 
lectures,  16  workshops,  2 Meet  the  Professor  lun- 
cheons, Grand  Rounds  and  optional  practical  work- 
shops in  breast/pelvic  and  male  genitorectal  examin- 
ations. Held  at  New  York  Hospital-Cornell,  1300  York 
Avenue  at  69th  Street,  New  York. 

Information:  Office  of  CME,  212-472-6119  or  5600.  Dr. 
Lila  Wallis,  Course  Director. 

Also,  call  us  for  information  about  Update  Your  Medicine, 
Ithaca  course  July  22-26,  1985.  


1985  CME  CRUISE/CONFERENCES  ON  SELECTED 
MEDICAL  TOPICS 

Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediter- 
ranean. 7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit. 
Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN,  MEXICAN,  & ALASKAN  CRUISES. 
Execellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  require- 
ments. 

Information:  International  Conferences,  189  Lodge  ; 
Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549-0869. 

lii 
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NEUROLOGY/  PSYCHIATRY 


Apr. 

2 Role  of  Lithium  in  Child 
Psychiatry 

8:30- 1 0:30  P M. — Ramada  Inn, 
Clark 

(NJ  Council  of  Child  and 
Adolescent  Psychiatry  and  AMNJ) 
4 Case  Seminars 
18  8- 10  p.m. — 310  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

4 Clinical  Impact  of  Doctor/Padent 
Reladonship 

1 1 Telling  the  Truth  to  Patients— Is 
This  Good  Medicine? 

1 8 Cognitive  Therapy  in  Adolescents 

12  noon-1  P.M.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

15  Lecture  Series 

8:30- 1 0:30  P.M. — 30 1 Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

16-  Electroconvulsive  Therapy: 

1 7 Current  Practice  and  EfiBcacy 

9  AM.-5  P.M.— Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

17  Cult  Update 

8 AM.-4:30  P.M.— Englewood 
Hospital 

(AMNJ) 

1 8 Coordination  of  Psjrchiatric 
Treatment  in  the  Hospital  and 
Community 

3 P.M. — Ancora  Psyehiatric 
Hospital,  Hammonton 
(AMNJ) 

20  Phobias  and  Panic  Disorders 

9 A.M.-3:30  P.M. — Middlesex 
General-University  Hospital, 

New  Brunswick 

(New  Jersey  Psychoanalytic 
Society  and  AMNJ) 

May 

2 Psychoimmunology— The  New 
Frontier 

9 Prescribing  for  Geriatric  Patients 

1 6 Creative  Therapy  for  Adolescents 
and  Geriatrics 

30  New  Brain  Imaging  Techniques 
and  Clinical  Psychiatry 

12  noon- 1 P.M— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

2 Case  Seminars 

16  8-10  P.M. — 310  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

6 Anorexia  Nervosa  with  Unusual 
Ideology 

8:15-10:30  P.M.— 5 Fairfield  Street, 
Montclair 

(Essex  Psychiatric  Seminar  and 
AMNJ) 

1 0  Centralized  Residency  Training 

17  Program  and  Ps3rchiatrlc  Lecture 
24  Series 

1:30-5  P.M. — Trenton  Psychiatric 
Hospital 

(Division  oj Mental  Health 


Trenton  Psychiatric  Hospital,  and 
AMNJ) 

20  Lecture  Series 

8:30- 1 0:30  P.M.— 30 1 Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

22  Family  Therapy  and  the 
Schizophrenic  Patient 

9 a.m. -5  P.M. — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

PATHOLOGY 

May 

1 0  Pulmonary  Pathology  in  the 
Newborn 

8-9:30  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

1 8  Monoclonal  Antibody  Use  in 

Diagnoses  of  Infectious  Disease 

8:30  A.M.-2  P.M. — Rutgers  Medical 
School,  Piscataway 
NJ  Society  of  Pathologists  and 
AMNJ) 

PEDIATRICS 

May 

14  Advanced  Concepts  in 

Neonatology/Perinatology 

6:30-7:45  P.M. — NJ  Medical  School, 

Newark 

(UMDNJ) 


RADIOLOGY 

Apr. 

16  Topic  To  Be  Announced 

7:30-10  P.M. — Saint  Barnabas 
Medical  Center.  Livingston 
(NJ  Institute  of  Ultrasound  in 
Medicine  and  AMNJ) 

18  Oncology:  Current  Radiation 
and  Therapy 

1 1  AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

18  Radiology  Meeting 

7:30  P.M. — Saint  Barnabas  Medical 
Center,  Livingston 
(Radiological  Society  of  NJ  and 
Radiology  Section  and  AMNJ) 

20  Basic  M-Mode  Echocardiography 

2 1 for  Physicians  and  Technologists 
9 AM.-5  P.M. — The  Center  for  Health 
Affairs,  Princeton 

(The  National  Foundation JorNon- 
invasive  Diagnostics  and  AMNJ) 
25  'Visiting  Professorship  Program 
1:30-5  P.M  — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

May 

23  Visiting  Professorship  Program 

1:30-5  P.M  — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 


Daily  Schedule 
219th  Annual  Meeting 

May  2-5,  1985 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Thursday,  May  2,  1985 

9:00  AM  — Registration  Opens 
9:00  AM  — Message  Center  Opens 
2:00  P.M —House  of  Delegates 

4:00  P.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 

Friday,  May  3,  1985 

7:30  AM. — Registration  Opens 
9:00  AM —House  of  Delegates  (election) 

9:00  AM —Message  Center  and  Exhibits  Open 
12:00  NOON — Golden  Merit  Award  Ceremony  Followed  by  Reception 
2:30  P.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 
5:00  P.M. — JEMPAC  Political  Forum 
5:45  P.M. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  4,  1985 

8:00  AM. — Registration  Opens 
8:30  AM —House  of  Delegates 
9:00  AM. — Message  Center  and  Exhibits  Open 
1:30  P.M  — House  of  Delegates 

6:30  P.M. — Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  5,  1985 

8:00  AM — Registration  Opens 
9:00  AM —Message  Center  and  Exhibits  Open 
9:00  AM —Program  of  Major  Interest  to  Physicians 
12  NOON— Luncheons  and  Board  of  Trustees’  Meeting 
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The  Easy 
Alternative . . . 


Lease  the  car  of  your  choice  from  us.  You  choose 
the  model,  color  and  options  ...  we  do  the  rest! 
Our  leasing  program  can  be  custom-tailored  to 
include  insurance,  if  you  desire.  We  feature  per- 
sonalized service  and  the  extra  attention  to  detail 
you’re  looking  for. 

Call  us  today  at  (201)  297-7171  to  lease  YOUR 
car ...  the  convenient,  easy  way. 


1835  Route  130  • North  Brunswick,  NJ  08902 


“PHYSICIAN 
HEAL  THYSELF” 

Your  office  also  deserves  your  utmost  care. 
Make  a professional  impression  with  pro- 
fessional direction. 


WELLINGTON  HALL 

Architectural  & Interior  Design 
Florence  Karasik  A.S.I.D. 

2112  Hwy.  35,  Ocean,  N.J.  07712 
(201)  493-3200 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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SURGERY 

Apr. 

2 Surgical  Grand  Rounds 

16  7-9A.M. — Hackensack  Medical 
30  Center 

(Hackensack  Medical  Center  and 
AMNJ) 

23  Use  ofLaser  in  the  GI  Tract 

8-10  P.M. — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

May 

1 4 Surgical  Grand  Rounds 

7- 9  A.M. — Hackensack  Medical 
Center 

(Hackensack  Medical  Center  and 
AMNJ) 

28  Surgical  Oncology  Update 

8- 10  P.M. — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 


SURGICAL  SPECIALTIES 
Apr. 

4 Vascular  Surgical  Rounds 

11  4-5  P.M. — Medical  Education  Bldg., 
18  Rm.  593,  Rutgers  Medical  School 
25  (UMDNJ) 

1 2 10th  Annual  NJ  Orthopaedic 

13  Symposium 

UMDNJ-Rutgers  Medical  School 
(NJ  Orthopaedic  Society  and 
AMNJ) 

18  Orthopedic  Problems: 

Nonoperative  Management  of 
Chronic  Back  Pain 

2 P.M. — John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

27  Current  Techniques  in  Eyelid  and 
Lacrimal  Surgery 

8 A.M.-4  P.M.— NJ  Medical  School, 
Newark 

(UMDNJ  and  AMNJ) 


May 

2 Vascular  Stngical  Rounds 

9 4-5  P.M. — Medical  Education  Bldg., 
16  Rm.  593,  Rutgers  Medical  School, 
23  New  Brunswick 
30  (UMDNJ) 

MISCELLANEOUS 

Apr. 

3 CME  Workshop 

All  Day— Executive  Offices,  MSNJ, 
Lawrenceville 

(AHMANJ/AMNJ  and  MSNJ) 

14  Regional  Scientific  CME  Meeting 

UMDNJ-New  Jersey  Medical 
School,  Newark 

(American  College  oj Physicians, 
NJ  Associates) 

16  Legal  Aspects  of  Psychiatric 
Practice 

3 P.M. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 

WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 

Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 

Copies  of  this  special  issue  are  availabie  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 

Please  send  a copy  of  the  WilSiam  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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BOOK  REVIEWS 


Adverse  Reactions  to  Food; 
BcLsic  and  Cliniccd 
Immunology;  Emergency 
Care  Dynamics;  Mediccd 
Disorders  in  Obstetric 
Practice;  Paediatric 
Immunology;  Practical 
Pedicdric  Imaging;  Sex  Tcdk 
for  a Scfe  Child;  United 
States  Coastal  Charts, 
1783-1861 


Adverse  Reactions 
to  Foods 

National  Institutes  of  Health, 
Bethesda,  MD,  1984.  ($9.50) 

The  question  of  how  food  affects 
us  medically  has  gained  a great  deal 
of  notoriety  in  recent  years.  Un- 
fortunately, much  of  this  notoriety  is 
transmitted  through  the  media  and 
journalistic  efforts  based  on  anec- 
dotal information  rather  than  scien- 
tific fact. 

This  monograph,  which  has  been 
long  overdue,  is  the  first  concerted 
effort  to  review  the  entire  subject  of 
food  allergy  and  other  reactions  to 
food,  and  is  based  entirely  on  scien- 
tifically controlled  studies  in  the 
literature.  It  is  a result  of  the  efforts 
of  the  American  Academy  of  Allergy 
and  Immunology  and  sponsored  by 
the  National  Institute  of  Allergy  and 
Infectious  Disease.  Its  coeditors  are 
John  Anderson,  M.D.,  chalrmcm  of 
the  department  of  pediatrics  and 
chief  of  allergy  at  Henry  Ford  Hospi- 
tal in  Michigan,  and  Dorothy  Sogn, 
M.D.,  who  is  special  assistant  to  the 
director  of  the  National  Institute  of 
Allergy  and  Infectious  Diseases. 

The  first  few  chapters  deal  with 
the  basic  chemistry  and  physiology 
and  immunology  of  food  reactions. 
This  is  one  of  the  most  com- 
prehensive reviews  of  this  subject 


published.  In  chapter  six,  “Methods 
for  Diagnosis  of  Adverse  Reactions 
to  Foods,”  we  find  probably  the  most 
significant  chapter  in  the  mono- 
graph since  it  deals  quite  thor- 
oughly and  critically  with  all  the 
techniques  used  for  the  diagnosis  of 
food  allergy  and  intolerance.  Their 
approach  to  this  subject  is  objective 
and  this  chapter  probably  could 
stand  alone  as  a worthwhile  review 
for  any  physician  whose  patients 
ask  or  complain  of  such  reactions. 

The  final  sections  of  this  superb 
effort  is  a detailed  77-page  outline  of 
all  diseases  thought  to  be  related  to 
food  intake  and  the  factors  known 
about  these  reactions. 

This  monograph  represents  an 
outstanding  review  of  this  subject 
and  it  is  an  ideal  reference  not  only 
for  physicians  who  specialize  in  al- 
lergy and  gastroenterology,  but  for 
any  internist,  generalist,  or  pedia- 
trician who  may  face  these  problems 
on  a daily  basis. 

Donald  G.  McKaba,  M.D. 

Basic  and  Cliniccd 
Immunology,  5th  Edition 

Stites,  Stobo,  Fudenberg,  Wells 
(eds).  Los  Altos,  CA  Lange  Medical 
Publications,  1984.  Pp.  803.  11- 
lustratecL  ($25) 

This  is  the  third  pleasant  op- 
portunity and  privilege  I have  had  to 
review  this  excellent  book.  As  noted 
above,  this  is  the  fifth  edition,  my 
two  previous  reviews  were  of  the 
third  and  fourth  editions.  The  latter 
was  reviewed  in  September  1982 
and  here  is  the  fifth  under  review  in 
October  1984.  The  authors  state  in 
the  preface,  “We  intend  to  continue 
biennial  editions  in  order  to  keep 
pace  with  the  rapid  advances  in  this 
vast  field.” 

There  are  four  editors,  the  same  as 
in  the  1982  edition;  there  are  67 
authors,  in  1982  there  were  53 
authors. 

This  is  a firmly  bound,  softcover, 
well-illustrated  book  which  is  com- 
prised of  three  sections  and  40 
chapters.  The  sections  are  bcisic  im- 
munology, immunologic  laboratory 
tests,  and  clinical  immunology.  The 
basic  question  to  be  answered  about 
this  edition  is:  have  we  acquired 
that  much  new  knowledge  in  this 
field  in  only  two  years?  My  answer 
is  a strong  yes.  For  example  there  is 
much  knowledge  about  the  various 
kinds  of  lymphocytes  and  how  they 


interact.  Also,  there  increased 
knowledge  about  the  interferon  sys- 
tem. 

The  book  includes  an  appendix 
which  is  composed  of  a glossary  of 
terms  commonly  used  in  im- 
munology and  acronyms  and  ab- 
breviations commonly  used  in  im- 
munology—a reading  of  these  is  a 
review  of  the  field  in  itself  There  also 
is  a most  complete  index. 

I strongly  recommend  this  text  as 
“must”  reading  for  residents  in 
pathology  and  internal  medicine, 
and  graduate  students  working  in 
any  field  of  immunology.  It  also  is 
recommended  as  a reference  work 
for  all  practicing  physicians.  As  I 
said  two  years  ago,  ‘This  subject 
represents  the  future  of  medical  sci- 
ence and  as  such  it  must  be  under- 
stood by  aU  of  us.”  For  all  the  ma- 
terial included  the  price  of  $25  is 
amazing. 

Hugh  F.  Luddecke,  M.D. 

Emergency  Care 
Dynamics 

Steven  M.  Lewis  and  Herbert  M. 
Weinman  (eds).  New  York,  NY,  John 
Wiley  & Sons,  1984.  Pp.  420.  Il- 
lustrated, ($20.95) 

Being  one  of  the  first  texts  of  its 
kind  for  the  teaching  of  the  emer- 
gency medical  technician,  I have 
been  greatly  impressed  by  the  con- 
tents of  Emergency  Care  Dynamics. 
The  material  includes  information 
for  those  with  basic  and  advanced 
training  and  also  those  designated 
as  paramedics.  I am  further  im- 
pressed by  this  book  in  that  the 
greater  majority  of  the  contributors 
are  those  who  have  had  experience 
as  emergency  medical  technicians. 

Fifteen  contributors— biologists, 
psychologists,  counsellors,  sociol- 
ogists, therapists,  and  physicians— 
have  demonstrated  the  dramatic 
changes,  responsibilities,  and 
capabilities  that  the  emergency 
medical  technician  must  be  aware  of 
in  this  period  of  rapid  technological 
and  educational  growth.  Emergency 
medical  technicians  are  expected  to 
perform  much  more  than  the  basic 
perfunctory  tasks.  To  have  a work- 
ing knowledge  and  technical  skills, 
philosophical  and  psychological 
aspects  of  emergency  medical  care 
will  require  careful  study. 

For  the  above  purpose,  this  book 
has  been  excellently  written,  easify 
understood,  and  well  developed  with 
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diagrammatic  and  photographic  il- 
lustrations and  examples  of  situ- 
ations that  the  emergency  medical 
technician  may  encounter.  The  con- 
tributors have  demonstrated  com- 
petence in  development  of  the  re- 
quired information.  Emergency 
Care  Dynamics  should  be  read  and 
readily  available  to  every  emergency 
medical  technician  and  other 
emergency  care  worker.  It  should  be 
used  by  the  instructor  in  basic  and 
advanced  emergency  medical  care. 

Jack  R Karel,  M.D. 

Medical  Disorders  in 
Obstetric  Practice 

Michael  deSwiet  M.D.,  (ed).  Boston, 
MA,  Blackwell  Scientific  Publi- 
cations, 1984.  Pp.  523.  Illustrated. 

This  text  presents  a well-written 
discussion  of  many  of  the  medical 
problems  that  can  occur  in  preg- 
nancy. Each  chapter  is  preceded  by 
an  outline  that  helps  put  in  focus 
the  topics  to  be  covered.  The  con- 
tributors have  broad  clinical  ex- 
perience in  their  topic  and  reflect  a 
worldwide  view.  Each  subject  is 
presented  in  a clear  and  concise 
fashion  which,  however,  may  not  be 
referenced.  One  must  accept  on  faith 
that  there  is  no  extra  risk  of  incur- 
ring cancer  at  the  injection  site 
when  receiving  IM  iron  (as  reported 
in  rats  by  Richmond)  as  this  state- 
ment is  not  documented. 

The  price  you  must  pay  for  such 
a cosmopolitan  approach  is  that 
medications  used  often  are  un- 
familiar to  practitioners.  For  exam- 
ple, pethidine  (an  opiate)  and  poly- 
celine  (a  plasma  substitute)  are  not 
widely  used  in  the  United  States. 
Likewise,  laboratory  results  often 
are  quoted  in  mmol  instead  of  mg%. 
These  are  minor  annoyances  that  do 
not  material^  detract  from  the  value 
of  this  book. 

This  text  is  recommended  to  prac- 
ticing obstetricians  and  residents 
that  appreciate  a slightly  different 
approach  to  medical  disorders  in 
pregnancy.  G.F.  Hansen,  M.D. 

Paediatric  Immunology 

SoothilL  Hayward,  and  Wood  (eds). 
Boston,  MA,  Blackwell  Scientific 
Publications,  1983.  Pp.  490.  Il- 
lustrated. 

The  aim  of  this  text  is  to  relate 
immunology  to  well  child  care  and 
common  pediatric  problems.  The 


text  is  divided  into  three  sections: 
immunological  mechanisms,  gen- 
eral clinical  immunology,  and  organ- 
based  immunology.  This  separation 
leads  to  concise  chapters  on  such 
topics  as  mechanisms  of  adaptive 
immunology,  immunological  as- 
pects of  infant  feeding  in  Section  1, 
the  atopic  child  in  Section  2,  and 
immunological  aspects  of  gut  dis- 
ease in  Section  3.  It  also  leads,  how- 
ever, to  repetition  and  some  in- 
consistency as  often  is  seen  in 
multiauthored  texts. 

I found  the  book  to  be  enjoyable 
and  helpful  in  learning  more  about 
immunological  diseases  and  obtain- 
ing general  information.  It  is  easy  to 
read  but  I feel  Immunological  Dis- 
orders in  Infants  and  Children  by 
Stiehm  and  Fulginiti  (W.B. 
Saunders,  1980)  is  a better  reference 
text  for  specific  clinical  entities. 

I would  recommend  the  book  for 
the  pediatrician  who  wants  to  get  an 
overview  of  pediatric  immunology 
and  allergy  in  an  easily  read  text.  I 
wish,  however,  there  were  more  dia- 
grams and  clinical  illustrations. 

Stephen  F.  Wang,  M.D. 

Practical  Pediatric 
Imaging 

Donald  Kirks,  M.D.  Boston,  MA,  Lit- 
tle, Brown  and  Company,  1984.  Pp. 
811.  Illustrated,  ($95) 

This  is  the  first  edition  of  a com- 
plete and  well-written  textbook,  the 
work  of  one  of  the  foremost  pediatric 
radiologists  in  the  countiy.  The 
book  is  a synthesis  of  a review  of 
pediatric  radiology  with  practical  in- 
formation on  procedures. 

After  the  functions  of  Dr.  Kirks’s 
department  are  described,  pediatric 
diseases  are  discussed  by  organ  sys- 
tem. This  discussion  makes  liberal 
use  of  high-quality  radiographs,  CT 
scans,  and  charts.  On  the  whole,  the 
chapters  are  very  well  prepared. 

Practical  Pediatric  Imaging  goes 
beyond  just  providing  practical  in- 
formation; it  is  a complex  text. 
Although  I wish  there  were  more 
emphasis  on  ultrasonography,  this 
monograph  is  a very  worthwhile 
purchase  for  the  interested  phy- 
sician. 

Neil  B.  Homer,  M.D. 

Sex  Tcdkjor  a Safe  Child 

Domeena  C.  Renshaw,  M.D.  Chi- 
cago, IL,  American  Medical  Associa- 


tion, 1984.  Pp.  34.  Illustrated.  ($2, 
plus  postage) 

This  illustrated  booklet  is  a “read- 
aloud”  text  designed  to  be  read  and 
discussed  by  parents  with  their  chil- 
dren. Older  children  may  read  it 
themselves.  Its  purpose  is  to  educate 
the  child  and  the  reader  so  they  may 
differentiate  between  affection  and 
abuse.  By  illustrations  and  simple 
language,  it  talks  about  privacy, 
closeness,  and  the  respect  we  all 
must  have  for  each  other’s  body.  The 
use  of  handprinted  letters  instead  of 
type  emphasizes  the  low-keyed  mes- 
sage it  wishes  to  convey.  The  text 
teaches  a child  how  to  say  no  to  a 
potential  molester  in  or  out  of  the 
family. 

While  it  may  be  a sad  commentary 
on  our  times  that  such  a booklet  is 
necessary,  it  is  a compliment  to  the 
medical  profession  that  one  of  us 
has  faced  the  issue  in  a nonfrighten- 
ing manner. 

This  softcover  is  recommended  to 
all  who  wish  to  educate  children  and 
young  adolescents  in  a gentle  way 
about  child  sexual  abuse  and  the  re- 
spect they  must  have  for  their  own 
bodies.  G.F.  Hansen,  M.D. 

United  States  Coast€d 
Charts,  1783-1861 

Peter  Guthom,  M.D.  Exton,  PA  Schif- 
fer  Publishing,  1984.  Pp.  224.  Il- 
lustrated. ($59) 

In  his  book,  U.S.  Coastal  Charts 
1 783-1861,  Peter  Guthom  has  com- 
piled many  of  the  earliest  published 
coastal  charts  along  with  much  in- 
formation about  the  methods  of  the 
original  chartmakers,  publishers, 
and  printers.  These  charts  are 
interesting  not  only  for  their  histori- 
cal significance  but  for  the  obvious 
differences  in  coastal  stmctures  in 
the  past  versus  the  present.  The  in- 
formation, maps,  and  charts  con- 
tained within  this  book  would  be  an 
excellent  starting  point  for  anyone 
who  wanted  to  show  how  a given 
coastal  area  has  changed  over  the 
years. 

The  large  format  book  contains 
180  plates  covering  the  Atlantic, 
Gulf,  and  Pacific  coasts. 

Dr.  Guthom  has  published  three 
books  on  Revolutionary  War  map- 
ping and  another  book  on  small 
boats  and  the  New  Jersey  shore. 

Maiy  Jo  Hall,  Ph.D. 

Rider  College 
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Obituaries 


Dr.  James  M.  Allen 

James  Marshall  Allen,  M.D.,  a 
member  of  our  Passaic  County  com- 
ponent, died  on  November  6,  1984, 
at  Community  Hospital,  Montclair. 
Bom  In  1901,  In  Clinton  Comers, 
New  York,  Dr.  Allen  received  his 
medical  degree  from  Columbia  Uni- 
versity’s College  of  Physicians  and 
Surgeons  In  1927.  He  established 
his  pediatric  practice  In  Passaic  and 
prior  to  his  retirement  In  1980  had 
been  affiliated  for  50  years  with 
Passaic  General  Hospital,  serving  as 
director  of  the  pediatric  department 
for  many  years,  and  also  had  been  on 
the  staff  of  Beth  Israel  Hospital, 
Passaic.  Dr.  Allen  was  a member  of 
the  American  Medical  Association. 

Dr.  E^ene  P.  Baboczky 

At  the  grand  age  of  86,  Eugene 
Paul  Baboczky,  M.D.,  a retired  mem- 
ber of  our  Hudson  County  compo- 
nent, died  on  November  6,  1984.  Dr. 
Baboczky  received  his  medical 
degree  from  Pazmany  Peter  Univer- 
sity, Budapest,  in  1923,  and  emi- 
grated to  the  United  States  in  the 
1950s.  He  completed  an  internship 
at  St.  Mary’s  Hospital,  West  Virginia, 


and  was  licensed  in  New  Jersey  in 
1968.  Dr.  Baboczky  was  an 
anesthesiologist  affiliated  with  B.S. 
Poliak  Hospital,  Jersey  City.  Dr. 
Baboczky  was  a member  of  the 
American  Medical  Association. 

Dr.  Charles  A.  Brake 

At  the  untimely  age  of  51,  Charles 
Alan  Brake,  M.D.,  a member  of  our 
Somerset  County  component,  died 
on  November  15,  1984.  Bom  in 
Chickamauga  Georgia  Dr.  Brake  re- 
ceived his  medical  degree  from 
Emoiy  University  School  of  Medi- 
cine, in  1957.  In  the  early  years  of 
his  career,  in  which  his  specialty 
was  internal  medicine  with  empha- 
sis on  occupational  medicine,  he 
was  on  the  faculty  of  Emory  Univer- 
sity School  of  Medicine,  Atlanta 
Georgia  In  1969,  and  up  to  the  date 
of  his  death.  Dr.  Brake  was  a mem- 
ber of  the  health  service  department 
at  Ortho  Pharmaceutical  Corpora- 
tion at  their  Raritan  facility. 

Dr.  Kenneth  E.  Corson 

A family  practitioner  in  Vineland, 
Kenneth  Ellsworth  Corson,  M.D., 
died  on  November  28,  1984.  Bom  in 
Bridgeton  in  1904,  Dr.  Corson  re- 
ceived his  medical  degree  from  Tem- 
ple University’s  School  of  Medicine, 
Pennsylvania  in  1931.  A member  of 
our  Cumberland  County  compo- 
nent, and  a member  of  the  American 
Medical  Association,  Dr.  Corson  was 
affiliated  with  Newcomb  Hospital, 
Vineland.  During  World  War  II,  he 
served  for  nearly  six  years  in  the 
medical  corps  of  the  United  States 
Army.  In  1981,  Dr.  Corson  was  a re- 
cipient of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  as  a 
physician. 

Dr.  Anthony  J.  Dilelsi 

An  emeritus  member  of  our 
Camden  County  component, 
Anthony  Joseph  Dilelsi,  M.D.,  died 
on  November  23,  1 984,  at  the  vener- 
able age  of  80.  Bom  in  Philadelphia, 
Dr.  Dilelsi  received  his  medical 
degree  from  Hahnemann  Medical 
College  in  1932.  He  established  a 
practice  in  internal  medicine,  with 
emphasis  on  cardiology,  in  Camden, 
where  he  remained  until  shortly 
before  his  retirement,  when  he 
moved  his  office  to  Haddon  Heights. 
Dr.  Dilelsi  had  been  affiliated  with 
West  Jersey  Hospital,  Camden,  and 


was  a member  of  the  American 
Medical  Association.  In  1982,  he  was 
one  of  the  recipients  of  MSNJ’s  Gold- 
en Merit  Award,  honoring  his  50 
years  of  medical  practice. 

Dr.  WiUiam  T.  Fifer 

William  Timothy  Fifer,  M.D.,  a life- 
long resident  of  Bayonne,  and  gen- 
eral surgeon  and  family  practitioner 
in  that  city  for  almost  50  years,  died 
in  Bayonne  Hospital,  on  November 
17,  1984.  A member  of  our  Hudson 
County  component.  Dr.  Fifer  re- 
ceived his  medical  degree  from 
Georgetown  University’s  School  of 
Medicine,  in  1926.  He  was  a Fellow 
of  the  International  College  of  Sur- 
geons, was  a member  of  the  Ameri- 
can Medical  Association,  and  had 
served  as  a consultant  at  Bayonne 
Hospital.  He  had  sensed  as  medical 
director  of  the  Bayonne  Board  of 
Education  for  many  years,  and  dur- 
ing World  War  II  he  was  a medical 
officer/ general  surgeon  in  the  medi- 
cal corps  of  the  United  States  Air 
Force.  In  1976,  Dr.  Fifer  was  honored 
with  MSNJ’s  Golden  Merit  Award  in 
recognition  of  his  50  years  in  medi- 
cine. 

Dr.  James  B.  Go3me 

On  November  18,  1984,  James 
Bevan  Goyne,  M.D.,  died  at  his  home 
in  Haven  Beach  on  Long  Beach 
Island,  at  the  age  of  73.  Bom  in 
Ashland,  Pennsylvania,  Dr.  Goyne 
received  his  medical  degree  from  Jef- 
ferson Medical  College  in  1937.  He 
first  established  a practice  in  Mor- 
ristown, at  which  time  he  served  as 
director  and  psychiatrist  at  Trenton 
State  Hospital  and  the  Morristown 
Guidance  Center.  In  1972,  he  be- 
came a member  of  our  Ocean  Coun- 
ty component  and  established  a 
practice  in  psychiatiy  at  Haven 
Beach.  Dr.  Goyne  was  a Diplomate  of 
the  American  Board  of  Psychiatiy. 

Dr.  John  P.  Jones 

A member  of  our  Somerset  County 
component,  John  Paul  Jones,  M.D., 
died  on  November  2, 1 984,  at  the  age 
of  58.  Bom  in  Memphis,  Tennessee, 
Dr.  Jones  received  his  medical 
degree  from  the  University  of  Ten- 
nessee’s School  of  Medicine  in  1 956. 
He  entered  the  fields  of  research  and 
administration,  serving  as  associate 
medical  director  at  Charles  Pfizer  & 
Company,  New  York  City,  and  as  di- 
rector of  medical  affairs  at  Ethicon, 
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Inc.,  Somerville,  and  his  most  recent 
career  affiliation  was  with  Johnson 
& Johnson,  New  Brunswick. 

Dr.  Henry  L.  Kaplan 

At  the  age  of  76,  Heniy  Lewis 
Kaplan,  M.D.,  died  on  November  8, 
1984,  at  Saint  Barnabas  Medical 
Center,  Livingston.  A native  of  Po- 
land, Dr.  Kaplan  emigrated  to  the 
United  States  and  earned  his  medi- 
cal degree  at  Rush  Medical  College, 
Chicago,  In  1937.  He  established  a 
praetlce  In  general  medicine  In  New- 
ark and  served  that  community  for 
40  years  prior  to  his  retirement  In 
1978.  A member  of  our  Essex  Coun- 
ty component  Dr.  Kaplan  was  af- 
filiated with  Newark  Beth  Israel 
Medical  Center.  For  four  years  he 
served  in  the  medical  corps  of  the 
Army  of  the  United  States  in  World 
War  II. 

Dr.  Paul  B.  Reisinger 

At  the  venerable  age  of  90,  Paul 
Bryson  Reisinger,  M.D.,  a member  of 
our  Mercer  County  component  died 
on  November  24,  1984,  at  Mercer 
Medical  Center,  Trenton.  Bom  in 
Uniontown,  Pennsylvania,  Dr.  Reis- 
inger received  his  medical  degree 
from  Jefferson  Medical  College  in 
1918.  A general  practitioner.  Dr. 
Reisinger  served  for  many  years  as 
medical  director  of  The  Children’s 
Home  Society  of  New  Jersey,  and 
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also  had  been  the  physician  for  John 
A.  Roebling  Sons  Company. 

He  had  been  affiliated  with  Mercer 
Medieal  Center  and  had  served  on 
the  staff  of  the  Orthopaedic  Hospi- 
tal, Trenton.  In  1968,  Dr.  Reisinger 
was  a recipient  of  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  of  medical  service. 

Dr.  Peter  S.  Scoles 

A family  practitioner  in  Sea  Girt, 
for  the  last  16  years,  Peter  Serafino 
Scoles,  M.D.,  died  at  Monmouth 
Medical  Center,  Long  Branch,  on  De- 
cember 6,  1984,  at  the  age  of  78. 
Bom  in  New  York  City,  Dr.  Scoles 
received  his  medical  degree  from  the 
Faculty  of  Medicine  of  the  University 
of  Lausanne,  Switzerland  in  1947. 
Dr.  Scoles  had  been  affiliated  with 
Monmouth  Medical  Center,  and  was 
a member  of  our  Monmouth  County 
component.  He  was  a Fellow  of  the 
New  Jers^  Academy  of  Medicine,  a 
Fellow  of  the  American  Academy  of 
Family  Practice,  as  well  as  of  the 
American  Public  Health  Association, 
and  the  International  Academy  of 
Law  and  Science.  Dr.  Scoles  had  a 
lengthy  career  in  the  medical  corps 
of  the  United  States  Army,  having 
served  in  the  Far  East  and  Europe. 
He  had  been  awarded  the  Silver  Star, 
the  Purple  Heart,  and  numerous 
other  medals.  While  in  Korea,  Dr. 
Scoles  pioneered  in  the  development 
of  helicopter  medical  evacuations. 


Dr.  Philip  H.  Simon 

A founder  and  staff  member  of 
Passaic’s  Beth  Israel  Hospital,  Philip 
H.  Simon,  M.D.,  died  on  November  1, 
1984,  at  The  Mountainside  Hospital, 
Montclair,  at  the  age  of  85.  A native 
of  Passaic,  Dr.  Simon  received  his 
medical  education  at  Fordham  Uni- 
versity, and  was  graduated  in  1921. 
He  established  a practice  in  general 
medicine  with  some  emphasis  on 
neuropsychiatry.  He  served  Passaic 
for  nearly  50  years  prior  to  retire- 
ment in  1973.  Dr.  Simon  had  been 
a member  of  the  AMA 

Dr.  Lawrence  A.  Wilson 

At  the  venerable  age  of  89,  Law- 
rence Addison  Wilson,  M.D.,  a mem- 
ber of  our  Atlantic  County  compo- 
nent, died  on  November  19,  1984.  A 
native  of  Burlington,  North  Carolina, 
Dr.  Wilson  received  his  medical 
degree  from  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1924.  He  es- 
tablished a practice  in  internal 
medicine  in  Absecon  and  main- 
tained his  office  there  until  his  re- 
tirement in  the  mid-1970s.  He  was 
affiliated  with  Atlantic  City’s  Medi- 
cal Center:  was  a member  of  the 
American  Medical  Association;  and 
was  a FeUow  of  the  American  College 
of  Chest  Physicians.  In  1974,  Dr. 
Wilson  received  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  of  medical  practice. 
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THE  ACADEMY  OF 
MEDICINE  OF  NEW  JERSEY 

offers 

AUDIO  CASSETTE  TAPES 


□ 

□ 

□ 


Academy  of 

Medicine 

Members 

Non-Members 

MSNJ-MIIENJ 

5th  Annual  Medico-Legal  Seminar 
(2  Cassette  Set) 

$10.00 

$15.00 

Impaired  Physicians’  Program 
David  Canavan,  M.D. 

8.00 

12.00 

The  Importance  of  HMD’s  On  The 

8.00 

12.00 

Future  Practice  of  Medicine 


Indicate  the  Cassette  Program(s)  desired  by  placing  (x)  in  the 
box  above.  Send  check,  payable  to  the  Academy  of  Medicine 
in  care  of: 


of  New  Jersey 


AMNJ  EXECUTIVE  OFFICES 
Two  Princess  Road 
Lawrenceville,  NJ  08648 


Please  include  $1.50  Postage  and  handling  per  order. 


THE  ASSOCIATION  FOR  HOSPITAL 
MEDICAL  EDUCATION  OF  NEW  JERSEY 
THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

present  a 

WORKSHOP  FOR  MEDICAL  EDUCATORS 

WEDNESDAY,  APRIL  3,  1985 
8:30  A.M.-4:00  P.M. 

at 

MSNJ  HEADQUARTERS,  Lawrenceville,  N.J. 

Directors  of  Medical  Education,  Residency  Program  Di- 
rectors, Medical  Education  Coordinators  and  staff  in 
attendance  will  be  able  to:  Identify  practical  evaluation 
methods  to  apply  to  their  programs:  recognize  the 
value  of  practical  evaluation;  discuss  hospital  medical 
education  issues  with  representatives  from  AHME-Na- 
tional,  Council  of  Teaching  Hospitals  of  AAMC  and  Ad- 
visory Graduate  Medical  Education  Council  of  the  New 
Jersey  Department  of  Higher  Education. 

PROGRAM  CHAIRMAN:  JAMES  H.  THORPE,  M.D. 

Vice  President,  AHME-NJ 

For  further  information  please  contact: 

EXECUTIVE  OFFICES 

ACADEMY  OF  MEDICINE 
® JERSEY 

^ I Two  Princess  Road, 

Lawrenceville,  NJ  08648 

of  New  Jersey 

— (609)  896-1717 


THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

presents 
a symposium  on 

CULT  UPDATE:  1985 

WEDNESDAY,  APRIL  10,  1985 
8:30  A.M.-4:00  P.M. 

ENGLEWOOD  HOSPITAL,  Education  Center 


Participants  will  be  able  to  define  the  goals  and  compo- 
sition of  cults  as  marked  by  the  work  of  their  members; 
explore  characteristics  of  “Joiners”:  investigate  the 
psychology  of  coercion;  recognize  the  implications  of 
cultism  on  todays  society  in  legal,  familial,  social  and 
financial  terms;  describe  the  victim  recovery  process  in 
legal  and  psychosocial  terms;  discuss  concepts  of  exit 
counseling  and  discuss  physician  roles  and  respons- 
ibilities related  to  issues  surrounding  the  cult 
phenomena. 

PROGRAM  CHAIRMAN:  HAROLD  A.  SCALES,  M.D. 


For  further  information  please  contact: 


of  New  Jersey 


EXECUTIVE  OFFICES 
THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
(609)  896-1717 
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Coll  TOVR  today  to  see  uuhot  oje  con  do  for  you. 


The  initiol  oppointment  is  ot  no  chorge  or  obligotion 


Marketing  Services  Inc. 


177  Mom  5t.  Suite  240  Fort  Lee,  N J,  07024  (201)  941-4448 


Piscataway,  N.J.  River  Rd.  section 

Convenient  to  Rutgers  and  New  Brunswick,  N.J.  10 
Room  Residence  plus  4 room  Professional  office  all 
included  in  this  beautiful  home. 

Call  J.J.  Laufer  Agency  (201)  249-7717  for  additional 
information. 


CUSTOM  BUILT  HOME/OFFICE 
LIVINGSTON,  N.J. 

A 2-year-old  state-of-the-art  all  Brick  Expanded  Ranch 
featuring  the  finest  amenities  available  including  spec- 
tacular kitchen,  formal  dining  room,  stunning  family 
room,  5 bedrooms,  3V2  baths,  3-car  garage  plus  at- 
tached 700  sq.  ft.  suite  of  offices  with  private  entrance 
and  ample  parking.  Prime  location.  Call  for  complete 
information. 

DISTINCTIVE  PROPERTIES,  INC.  REALTORS 

THE  MALL  AT  SHORT  HILLS 
SHORT  HILLS,  N.J.  07078 
(201)  564-9700 


It’s  A Major  Medical  Explosion 

The  Lakewood,  Toms  River  and  Point  Pleasant  hospitals 
are  all  going  ahead  with  major  expansion  programs . . . 
Bricktown  opens  new  facility. 


Cross  River  and  Barrymor  Professional  Center 

400  to  2,300  Square  Feet 

Walk  to  Kimball  Medical  Center 
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Protected 
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1200  River  Avenue  (Route  9),  Laketwood,  NJ  08701  • (201)  367-2226 


MEDICAL  COMPUTERS 


DEC  - IBM  - TELEVIDEO 
ALTOS  - NCR 


THINKING  OF  COMPUTERIZING  YOUR  PRACTICE? 

FBL  MEDICAL  COMPUTER  SPECIALISTS  offers 

a wide  variety  of  hardware/software  configurations  for  every 
medical  office,  hospital  and  clinic  application. 


• AUTOMATIC  INSURANCE 
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APPOINTMENT 

FORM  PREPARATION 

SCHEDULING 

• ACCOUNTS  RECEIVABLE 
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ELECTRONIC  CLAIMS 

CONTROL 

SUBMISSION 

• AUTOMATIC  PATIENT  RECALL 
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SPECIALISTS  IN  MULTI-USER,  MULTI-TASKING 
DATA-BASE  MANAGEMENT  SYSTEMS. 


I r B L 


PROVIDING  YOU  WITH  OVER  15  YEARS 
OF  MEDICAL  COMPUTER  EXPERIENCE 

CONSULTING  SERVICE  AVAILABLE 


3ROUTE46W,  FAIRFIELD,  N.J.  07006  201-882-9210 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator  j 

114  Centennial  Avenue  | 

Sewickley,  PA  15143  ! 

i 

I 


256 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY. 


CLASSIFIED  ADVERTISEMENTS 


ATTENTION:  INTERNISTS,  FAMILY 

PRACTITIONERS,  OB-GYN,  ORTHO- 
PEDISTS— Board  Certified,  Consulting 
Radiologists  will  Interpret  your  private 
office  x-ray  and  ultra-sound  studies. 
Consultations  available  at  your  office  or 
pick-up  and  delivery  of  films  by  messen- 
ger service.  Will  assume  all  medical/legal 
responsibilities.  Write  to:  Consulting 
Radiologists,  Box  No.  123,  JMSNJ. 

INTERNIST— Board  Eligible  with  broad 
emergency  room  and  ambulatoiy  care  ex- 
perience. Seeking  partnership,  as- 
soclateshlp,  or  group  practice  In  North- 
ern NJ.  Available  Immediately.  Write  or 
call  Joseph  Welsgras,  M.D.,  Ph.D.,  160 
West  End  Avenue,  NY.,  NY  10023, 
212-580-9385. 

INTERNIST — Will  complete  training  and 
be  Board  Eligible  by  June  1985,  Wayne 
State  University.  Desires  office/hospital 
work  In  any  part  of  NJ.  Please  call 
313-268-8832  or  write  to  Dr.  Ovid 
Mercene,  2157  14  Mile  Road.  Apt  206, 
Sterling  Heights,  Ml  48077. 

INTERNIST — Board  certified.  Board 
Eligible  l.D.  Looking  for  job  opportunity 
or  group  practice.  Available  July  1985. 
Phone  201-731-9303. 

ORTHODEDIST— Chief  orthopedic  resi- 
dent Board  Eligible,  seeking  partnership 
or  group  practice  In  New  Jersey.  Under- 
graduate Johns  Hopkins  University. 
Medical  school  and  residency — Uni- 
versity of  Medicine  and  Dentistry  of  New 
Jersey.  Please  contact  Andy  Goldstein, 
M.D.,  201-673-6046. 

RADIOLOGIST— Board  Certified  in 
radiology  and  nuclear  medicine,  teaching 
hospital  affiliation.  Desires  supervision 
of  nuclear  medicine  with  ultrasound  and 
CT.  New  JersQ^  license.  Reply  to  Box  No. 

107,  JMSNJ. 

PRACTICE  WANTED— Ready  to  buy  pri- 
vate practice  In  Internal  Medicine  with  or 
without  nephrology.  Please  call  Dr.  Salem 
at  201-676-1000  extension  594  or  228. 

PRACTICE  WANTED— Internal  Medi- 
cine Practice,  Northern  New  Jersey,  Rock- 
land or  Westchester  counties  or  Man- 
hattan. Solo  or  group  practice  preferred. 
Please  call  313-882-9152  evenings  or 
write  to  Dr.  Mohamed  Kahn,  1 056  Woods 
Lane,  Grosse  Pointe  Woods,  Ml  48236. 


PRACTICE  WANTED — General  Internist 
is  interested  In  buying  a practice  in 
Camden,  Burlington  or  Gloucester  Coun- 
ty. Write  Box  No.  117,  JMSNJ. 


NEEDED— DERMATOLOGIST— Board 
Certified  or  bocird  qualified  for  East  Or- 
ange, NJ  dermatology  office.  Steady  part- 
time  employment  days,  evenings,  Satur- 
day mornings  available.  For  details 
please  reply  to  Dr.  Jack  Klndler  or  Dr. 
Frederic  R Rothman.  201-994-3550. 


NEEDED— EMERGENCY  PHYSICIAN— 

Full  and  part-time  positions  available. 
Residency  training  In  E.M.,  F.  P.,  1.  M.,  or 
Surg.  and  ACLS  certification  required. 
Apply  to  Howard  Swldler,  M.D.,  185  Rose- 
berry  Street  PhlUipsburg,  NJ  08865. 
201-859-1483. 


PHYSICIANS  NEEDED— For  successful 
well  known  walk-ln  medical  office  center. 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs 
send  CV  to  E.  V.  McGlnley,  MD.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812. 


NEEDED— FAMILY  PHYSICIAN— To 

join  growing  suburban  practice  in 
Morris  County.  Must  be  residency-train- 
ed. Write  Box  No.  122,  JMSNJ. 


NEEDED  OB/GYN — For  busy  solo  prac- 
tice In  South  Jersey  suburb,  20  minutes 
to  Philadelphia  ^cellent  salary  with 
early  partnership.  Write  Box  No.  121. 
JMSNJ. 


NEEDED  THORACIC  SURGEON— Non 

cardiac,  excellent  opportunity  to  do 
thoracic  and  vascular  surgery  with  a 
thoracic  and  vascular  surgeon  In  a four 
man  surgical  group  in  East  Central  New 
Jersey.  Reply  to  Box  No.  124,  JMSNJ. 


NEEDED— SURGEON— Board  Eligible. 
Wanted  part-time  as  surgical  assistant 
for  surgical  group  In  Ocean  County. 
Preference  for  older  surgeon.  Reply  to 
Box  No.  120,  JMSNJ. 


FOR  SALE— Pull  Fischer  300  x-ray 
equipment  reasonably  priced,  very  little 
use.  Call  201-627-2544. 


FOR  SALE — Real  Time  B-Mode  Scanner 
complete  from  High  Stoy  with  two  trans- 
ducers 8mgh  and  lOmgh.  Excellent  for 
Ophthalmology  or  Vascular  practice.  A 
good  buy  opportunity.  Call  201- 
992-2303. 


MEDICAL  CENTER  FOR  SALE— Beauti 
ful  Medical  Center.  Gross  potential  un- 
limited. Part-time  gross  $400,000-1-.  Per- 
fect for  two  or  more  doctors,  14,000  ac- 
tive patients.  In  recreational  area,  20 
miles  from  Tampa  Variable  terms., 
$450,000.  New  hospital  In  future.  Ripe 
for  expansion  and  specialties.  Labora- 
tory, x-ray,  emergency  room  and  physical 
therapy.  Contact  1-813-935-3038  (re- 
corder). 


PRACTICE  FOR  SALE— ESTABLISHED 
INTERNAL  MEDICINE.  Seml-rural  area 
2 hours  from  Philadelphia  Baltimore 
and  Washington,  D.C.  Unique  buyout  op- 
portunity. Details  of  sale  provided  upon 
request.  Phone  302-422-3071. 


PROFESSIONAL/ RESIDENTIAL  FOR 
SALE — Home  and  well  established  Fam- 
ily Practice.  Offices  In  handsome  Geor- 
gian Colonial  house.  Desirable  and  con- 
venient location.  15  miles  west  of  New 
York.  Easy  commuting.  Fine  teaching 
hospitals.  Excellent  schools.  Reply  Box 
No.  115,  JMSNJ. 


FOR  RENT  OR  SALE— 2 offices,  500  and 
1000  square  feet  In  Livingston  pro- 
fessional building.  Accessible  to  public 
transportation.  Contact  201-994-9122. 

FOR  RENT  OR  SHARE— Office  fur- 
nished, 700  square  feet.  New  Brunswick- 
Highland  Park  area  Ample  parking,  close 
to  hospital.  Rent;  $500/month  plus  util- 
ity. Share:  $300/month  Including  utility. 
Call  201-846-1661  or  572-7553. 

SHARE — Office  space.  Share  well  ap- 
pointed attractive  2000  square  foot  office 
with  well  established  internist  in  Liv- 
ingston. X-ray  available.  Any  specialty. 
Call  201-992-1811. 


OFFICE  SPACE— Space  available  for 
rent  in  medical  office  In  Kenilworth,  New 
Jersey.  Call  201-992-1811. 

OFFICE  SPACE — Jamesburg-Monroe 
area  Professional  office  available  1800 
square  feet,  $6  per  square  foot  Offices 
ready  to  occupy  with  minimal  or  no  reno- 
vations. Call  201-521-3535. 


OFFICE  SPACE— Luxurious  Profes- 
sional Office  Building  in  the  center  of 
Livingston.  Will  subdivide  to  suit.  Excel- 
lent terms.  Call  201-992-4597. 

OFFICE  SPACE — Voorhees  Township. 
Beautiful  medical  office  space  available 
In  Voorhees  Township  for  any  specialty 
other  than  OB/GYN.  Please  c^  609- 
428-2522. 


OFFICE  SPACE — Manahawkln,  Profes- 
sional office,  700  square  feet.  New  build- 
ing, ample  parking,  good  location.  $500 
per  month  Includes  utilities.  609- 
597-6800. 


GOLF — Myrtle  Beach.  Luxurious  2 bed- 
rooms, 2 baths,  oceanfront  condo. 
Minutes  to  Mumerous  Golf  Course.  Now 
taking  spring  rentals.  609-654-5054. 


VACATION  HOME  RENTAL— Hilton 
Head  Island.  SC.  Rent  villa  from  owner  at 
Palmetto  Dunes  at  discount.  Three 
bedrooms  each  with  private  bath.  Decor- 
ator furnished.  Golf  tennis,  beach,  pool 
available.  Call  201-379-5317. 


INVESTMENT  OPPORTUNITY— Private 
Practitioners  interested  In  investing  In 
prime  location  (Metuchen/Highland 
Park)  with  a group  of  professionals.  For 
further  Information  write  P.  O.  Box  58, 
Roselcind,  NJ  07068. 


RATE  INFORMATION  FOR  MEMBERS:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance. 
WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000, 
c/o  JMSNJ"  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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The  Easy 
Alternative . . . 


Lease  the  car  of  your  choice  from  us.  You  choose 
the  model,  color  and  options  ...  we  do  the  rest! 
Our  leasing  program  can  be  custom-tailored  to 
include  insurance,  if  you  desire.  We  feature  per- 
sonalized service  and  the  extra  attention  to  detail 
you’re  looking  for. 

Call  us  today  at  (201)  297-7171  to  lease  YOUR 
car ...  the  convenient,  easy  way. 


1835  Route  130  • North  Brunswick,  NJ  08902 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 


IDONALD  E SMITH^ASSOCIATES 
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ADMINISTRATORS 
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ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 


75  Montgomery  Street 

Jersey  City,  N.J.  07201 

(201)  333-4340  1(800)  BLANK  AG 
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HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 
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(br^SS©  the  brown  pharmaceutical  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


Androkr^7ia/2K 

Methyltestosterone  U.S.R  Tablets 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules^  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


ISrief  Summary.  Consult  the  package  literature  for  prescribing 
information. 

I Indications  and  Usage:  Ceclor'  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Sifepiococcus  pneumoniae  (Dipiococcuspneumoniaei.  Haemoph 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
ito  Ceclor. 

'Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
..allergy  to  the  cephalosporin  group  of  antibiotics. 

! Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
I SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
. THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
, CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
1 PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS 
;T0  BOTH  DRUG  CLASSES 

} Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
i to  any  patient  who  has  demonstrated  some  form  of  allergy, 

! particularly  to  drugs 

' Pseudomembranous  colitis  has  been  reported  with  virtually  all 
I broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
jlpenicillins,  and  cephalosporins):  therefore,  it  is  important  to 
i consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
jjassociation  with  the  use  of  antibiotics  Such  colitis  may  range  ,n 
r severity  from  mild  to  life-threatening 
h Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
l|  flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
['indicate  that  a toxin  produced  by  Closliidium  difficile  is  one 
'primary  cause  of  antibiotic-associated  colitis 
I Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C.  difficile  Other  causes  ol  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics.  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest  ' 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastroinleslinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  ~ Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0,18. 0.20, 0.21 , and  0.16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  Include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 ,5 
ercent  of  patients  and  include  morbifiform  eruptions  (1  in  100} 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthrilis/arthralgia  and,  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ol  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported. 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  halt  ol  which  have 


pyogenes 


occurred  m patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  10()  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reporied.  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  (he  physician. 

Hepatic  - Slight  elevations  in  SCOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Wema/oporef/c  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  Infants  and  young 
children  (1  In  40). 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note.  Ceclor'  (cefaclor,  Lilly)  Is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 
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BALANCED 

CALCIUM  CHAT 
BLOCKAJ 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardlzem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artejy  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
^3nnptomatic  despite  adequate  doses  of  these  agents. 

References: 

1,  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:660-666,  1982.  ' 

S.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

nA-RTuraiirM- 

Cdiltlazem  HCa) 

THE  BALANCED 
CALCIUM  CHAHHEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIO^AL  USE  l^FORMAnON 

cafdizem. 

(dilhozem  HCI) 

50  mg  and  60  tablets 

DESCRIPTION 

CAROIZEM'*'  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
dlltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dlmethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)-cis-,The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inhavenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  Is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  excejit  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3: 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  eve 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presei 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal: 

Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  brady' 
dia,  palpitations,  congestive  heart  faiii(. 
syncope. 

Paresthesia,  nervousness,  somnolen.i 
tremor,  insomnia,  hallucinations,  and  amne  > 
Constipation,  dyspepsia,  diarrhea,  vomit  ii 
mild  elevations  of  alkaline  phosphatase,  SG I 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitf  i 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted:  ’ 

A patient  with  Prinzmetal's  angina  experiencing  episodes; 
vasospastic  angina  developed  periods  of  transient  asymptomi 
asystole  approximately  five  hours  after  receiving  a single  60  j 
dose  of  CARDIZEM.  ( 

The  following  postmarketing  events  have  been  reported  in: 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  ll 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SGp 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  betw'i 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established.  ) 

OVERDOSAGE  OR  EXAGGERATED  RESPONSE  | 

Overdosage  experience  with  oral  diltiazem  has  been  limiiil 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolera  I 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerz:) 
resjtonse,  appropriate  supportive  measures  should  be  employeiij 
addition  to  gastric  lavage.  The  following  measures  may  be  consideiil 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  tt  I 
is  no  response  to  vagal  blockade,  adminiiit 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  hi  r 
degree  AV  block  should  be  treated  with  1 1 
diac  pacing. 

Administer  inotropic  agents  (isoproterei  i 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartere  i 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  i 
clinical  situation  and  the  judgment  and  experience  of  the  treat  f 
physician. 

The  oral/LDjo’s  in  mice  and  rats  range  from  415  to  740  mg,  i 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LOJir 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD5 1 
dogs  is  considered  to  be  in  excess  of  50  mg/kq,  while  lethality  i f 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kno  ( 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associa  ( 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION  | 

Exertional  Angina  Pectoris  Due  to  Athorosclerotic  Co 
nary  Artery  Disease  or  Angina  Poctorls  at  Rost  Due  to  Co 
nary  Artory  Spasm.  Dosage  must  be  adjusted  to  each  patiei 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  aaC 
bedtime,  dosage  should  be  Increased  gradually  (given  In  divli 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  u 
optimum  response  is  obtained.  Although  Individual  patients  r 
respond  to  any  dosage  level,  the  average  optimum  dosage  rai 
appears  to  be  180  to  240  mg/day.  There  ^e  no  available  data  cono 
Ing  dosage  requirements  in  patients  with  impaired  renal  or  hepij 
function  If  the  drug  must  be  used  in  such  patients,  titration  shoult  | 
carried  out  with  particular  caution.  |l 

Concomitant  Use  With  Dther  Antianginal  Agents:  j 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  acjl 

anginal  attacks  during  CARDIZEM  therapy.  j! 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sai|| 

coadministered  with  short-  and  long-acting  nitrates,  but  th  I 
have  been  no  controlled  studies  to  evaluate  the  antiargi 
effectiveness  of  this  combination.  I 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  j 1 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (^ 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (^ 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  0(n 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  sco 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  I 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Eachyel 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  of 
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PAY  ATTENTION 

All  physicians  In  the  U.S.  have  been  sent  a Phy- 
sician’s Professional  Activities  Census  form.  Comple- 
tion of  the  form  assures  accurate  classification  in  of- 
ficial AMA  records  and  in  the  American  Medical  Direc- 
tory. The  PPA  Census  is  conducted  by  the  AMA  every 
four  years  for  the  purpose  of  identifying  the  practice 
specialties  and  current  professional  activities  of  every 
physician  in  the  country.  All  physicians — AMA  mem- 
bers and  nonmembers— are  listed  in  the  Directory,  as 
well  as  those  who  no  longer  are  in  active  practice. 

Not  completing  the  form  may  result  in  Inaccurate 
classification  in  AMA  records  and  in  the  Directory. 
Moreover,  these  classifications  usually  serve  as  the 
basis  for  the  distribution  of  educational  information 
from  the  AMA  as  well  as  complimentary  journals  and 
materials  from  pharmaceutical  companies. 

JAMES  S.  TODD.  M.D. 

James  S.  Todd,  M.D.,  a member  of  AMA’s  Board  of 
Trustees  since  1980,  was  named  AMA’s  Senior  Deputy 
Executive  Vice-President  by  James  H.  Sammons,  M.D., 
the  Executive  Vice-President.  In  making  the  appoint- 
ment Dr.  Sammons  cited  the  substantial  contribu- 
tions that  Dr.  Todd,  a general  surgeon  from  Ridgewood, 
has  made  to  organized  medicine. 

A member  of  the  executive  committee  of  the  AMA’s 
Board  of  Trustees  since  1983,  Dr.  Todd  also  was  an 
AMA  Commissioner  to  the  Joint  Commission  on  the 
Accreditation  of  Hospitals. 

Before  being  elected  to  the  Board,  Dr.  Todd  was 
Chairman  of  the  New  Jersey  delegation  to  the  AMA. 

I From  1979  to  1980,  he  was  Chairman  of  the  Ad  Hoc 
I Committee  To  Review  the  AMA’s  Principles  of  Medical 
j Ethics. 

; In  1966,  Dr.  Todd  was  elected  a Trustee  of  the  Bergen 
I County  Medical  Society,  his  first  elective  position  in 
organized  medicine.  He  became  the  Society’s  President 
in  1971  and  was  Chairman  of  the  Board  of  Trustees 
jof  MSNJ  from  1975  to  1979. 

Since  1977,  he  has  been  Chairman  of  the  Board  of 
the  New  Jersey  State  Medical  Underwriters,  Inc.  Dr. 
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Todd  is  President  of  the  Physicians’  Insurers  Associa- 
tion of  America 

CONSENT  TO  TREATMENT 

In  a nationally  publicized  decision  (in  re  Conroy),  the 
Supreme  Court  of  New  Jersey  has  determined  that  a 
decision  by  a nursing  home  patient  or  his  representa- 
tive to  consent  to  or  refuse  medical  treatment  should 
be  honored  by  the  courts.  The  issue  in  this  case 
centered  on  the  withdrawal  of  a nasogastric  feeding 
tube  from  a comatose  patient. 

The  Board  of  Trustees  has  requested  the  Governor 
to  appoint  a multidisciplinary  high-level  committee  to 
develop  guidelines  to  assist  patients  and  physicians  in 
resolving  these  highly  emotional  and  complex  Issues. 
The  Board  also  referred  the  Supportive  Care  Guide- 
lines and  the  Conroy  decision  to  the  Committee  on 
Biomedical  Ethics. 

TAXABILiry  OF  SUBORDINATED 
LOAN  PAYMENTS 

A decision  has  been  rendered  by  the  Tax  Court 
declaring  the  subordinated  loan  payments  made  to  the 
Medical  Inter-Insurance  Exchange  of  New  Jersey 
(MIIENJ)  to  be  a capital  investment  and  not  an  ordi- 
nary business  expense  deductible  by  the  taxpayer.  The 
Court  also  ruled  that  the  IRS  position  that  the  pay- 
ments were  a constructive  dividend  to  shareholder/ 
employees  and  wages  to  nonshareholder/employees 
was  Incorrect.  A full  explanation  plus  further  advice 
will  be  forthcoming  by  Terence  Heaney,  Tax  Counsel. 

MALPRACTICE  REINSURANCE  ASSOCIATION 

The  Insurance  Department  has  not  yet  determined 
how  it  will  make  up  the  $55  million  deficit  of  the  State 
Reinsurance  Association.  Several  options  are  available, 
with  the  most  commonly  discussed  being  a surcharge 
against  those  Insured  through  the  state  government 
or  a surcharge  against  all  physicians  in  New  Jersey. 
The  MIIENJ  is  prepared  to  litigate  on  behalf  of  its 
Insureds. 
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ETfflOPIAN  RELIEF  FUND 

The  Bergen  County  Medical  Society  (BCMS)  has 
“adopted"  an  Ethiopian  physician  who  cares  for  1,400 
children  in  a pediatric  facility  for  refugees  in  Makelle, 
about  250  miles  from  Addis  Ababa,  the  capital  of  the 
famine-tom  country. 

Moved  by  a report  from  Rep.  Marge  Roukema  (R), 
whose  physician-husband  is  a BCMS  member,  the  So- 
ciety voted  at  its  annual  membership  dinner  to  make 
Genene  Bekele,  M.D.,  an  honoraiy  member,  with  an 
unusual  twist.  The  physicians  decided  to  donate  to  Dr. 
Bekele  $845  from  the  society  contingency  fund,  the 
amount  a Bergen  county  physician  would  pay  to 
belong  to  the  American  Medical  Assoclaton  and  his 
County  and  State  Societies.  Within  15  minutes, 
another  $3,500  in  pledges  was  collected  from  physi- 
cians at  the  meeting. 

Since  the  dinner,  the  Society  has  collected  a total  of 
$9,000— almost  half  the  $20,000  goal  set  by  its  presi- 
dent, Marc  J.  Crilly,  M.D.  The  Passaic  and  Sussex 
County  Medical  Societies  also  have  been  soliciting 
funds,  and  Dr.  Crilly  has  appealed  to  other  county 
societies  statewide. 

Donations  may  be  made  to  the  BCMS  Ethiopian 
Relief  Fund  at  the  BCMS,  170  Main  St,  Hackensack, 
NJ  07601. 

CONGRESSIONAL  COMMUNICATIONS 

Medicare  and  Medicaid  Reimbursement  of  Practi- 
tioners Who  Lose  a License  in  One  Jurisdiction  and 
Relocate  to  Another.  The  AMA  expressed  concern  that 
health  care  practitioners  who  have  been  found  unfit 
to  practice  in  one  jurisdiction  can  relocate  and  practice 
in  another  jurisdiction  where  they  are  licensed.  Since 
the  AMA  Masterflle  appears  to  be  the  only  source  of 
multistate  licensing  information,  the  AMA  now  will 
notify  the  medical  licensure  boards  when  it  receives 
verifiable  information  concerning  license  revocation, 
suspension,  or  surrender  for  cause  involving  physician 
competency.  The  AMA  stated  that  it  would  support  a 
legislative  proposal  to  close  gaps  in  the  federal  govern- 
ment’s authority  to  exclude  a sanctioned  practitioner 
from  Medicare  and  Medicaid  participation  regardless 
of  licensure  status  in  other  states.  (Testimony  before 
U.S.  Senate  Special  Committee  on  Aging,  May  1,  1984.) 

Physician  Reimbursement  Under  Medicare.  The 
AMA  testified  on  the  success  and  growth  of  the  Medi- 
care program,  the  growth  of  health  care  costs,  and  how 
physician  reimbursement  and  beneficiary  liability  is 
determined  under  Medicare.  The  testimony  discussed 
the  Association’s  support  for  a one-year  freeze  in  phy- 
sicians’ fees  and  that  this  voluntary  freeze  was  “in  line 
with  a one-year  freeze  of  Medicare  payments  to  phy- 
sicians as  proposed  by  the  President  in  his  recent 
budget.”  The  Association  opposed  proposals  to  modify 
physician  reimbursement  by  basing  payments  on  the 
diagnosis  related  groups  (DRG),  mandating  assign- 
ment, and  through  the  “participating  physician”  con- 
cept. (Testimony  before  Senate  Special  Committee  on 
Aging,  March  16,  1984.) 

AMA  STATEMENTS 

Alternative  Medical  Liability  Act.  The  AMA  testified 


in  opposition  to  H.R  5400  which  establishes  an 
alternative  system  for  settlement  of  professional  lia- 
bility claims  arising  from  the  provision  of  health  care 
services  paid  for  or  provided  by  federal  programs.  H.R 
5400  permits  a physician  or  hospital  to  offer  com- 
pensation to  an  Injured  patient  for  that  patient’s  “net 
economic  loss”  and  by  so  doing  foreclose  the  patient 
from  suits  for  compensation  in  the  court  system.  The 
AMA  stated  that  it  is  not  clear  that  the  bill  will  reduce 
any  incidences  of  the  practice  of  “defensive  medicine.” 
Rather  than  reduce  aggregate  health  care  costs,  the  bill 
is  likely  to  increase  them  and  lead  to  higher  liability 
premiums.  (Testimony  before  Subcommittee  on 
Health,  House  Ways  and  Means  Committee,  June,  28, 
1984.) 

Supply  of  DTP  Vaccine.  At  a Congressional  hearing 
to  explore  a possible  shortage  of  DTP  (diptherla- 
tetanus-pertussls)  vaccine,  the  AMA  related  its  con- 
cerns about  the  supply  of  vaccine.  The  AMA  called 
upon  Congress  to  pass  legislation  establishing  a feder- 
al program  to  compensate  children  who  are  injured 
severefy  by  state  and  federally  mandated  immuniza- 
tions. Such  a program  would  be  the  exclusive  remedy 
of  persons  injured. 

COPING  WITH  VACCINE  SHORTAGE 

Now  that  two  of  the  three  U.S.  manufacturers  of  DTP 
vaccine  have  stopped  making  it  (only  the  Lederle  Com- 
pany continues  to  do  so)  and  their  stocks  have  been 
used  up,  vaccine  supplies  are  insufficient  to  meet  de- 
mand. To  cope,  the  American  Academy  of  Pediatrics 
recommends  that  we  give  only  the  first  three  of  the 
usual  six  Injections.  Thus,  babies  in  the  first  year  of 
their  lives  would  receive  shots  onfy  at  2,  4,  and  6 
months  of  age.  Later,  they  would  not  receive  their  usual 
followup  shots  at  18  months,  and  2 and  4 years.  These 
last  three  shots  will  have  to  be  deferred  until  Lederle 
can  boost  production  sufficiently  to  make  supplies 
normal  again.  If  these  recommendations  are  adopted, 
the  Journal  of  the  American  Medical  Association 
(253:22,1985)  reports,  no  less  than  70  percent  of  re- 
cipients will  be  protected  against  pertussis  and  about 
90  percent  against  diptherla  and  tetanus.  While  these 
diseases  are  potential  killers  and  this  program  is  far 
from  ideal,  it  is  the  best  that  we  can  do  for  our  children. 

BEWARE 

Organized  crime  at  the  regional  level  appears  to  be 
Involved  in  prescription  drug  diversion.  In  one  scam,  | 
an  organized  criminal  conspiracy,  a team  of  criminals 
carries  an  elderly  cancer  patient  from  state  to  state. 
One  member  of  the  ring,  usually  a young  woman,  takes 
the  patient,  who  is  legltlmatefy  111,  to  each  physician 
in  town  and  asks  for  a drug  such  as  Dilaudid®  to  ease 
her  “grandfather’s”  pain  during  their  trip.  She  may 
even  ask  the  physician  to  telephone  a bogus  M.D.  who 
will  confirm  the  patient’s  condition.  The  team  will  hit 
eveiy  physician  in  town,  have  the  prescriptions  filled 
in  different  pharmacies,  and  then  move  on.  A four- 
milligram  tablet  of  Dilaudid®,  which  reteiils  for  $.29  in 
a pharmacy,  gets  $50  on  the  street. 

FINI 

‘The  book  of  life  is  brief  Make  certain  the  chapters 
are  made  for  good  reading.” 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


BUI 

Subject 

MSNJ 

Position 

Committee 

Present  Statu 

S-70 

Cod^ 

To  change  requirements  for 
eligibility  to  be  Commissioner  of 
Health 

Active  Opposition 

Senate:  IHW 

In  committee 

S-111 

Bubba 

To  require  a physicicin  to  present 
surgical  consent  forms  at  the  time 
surgery  is  agreed  upon 

Active  Opposition 

Senate:  LIP 

In  committee 

S-243 

Hagedom 

To  provide  procedures  for 
involuntary  civil  commitment  of 
the  mentally  ill 

Active  Opposition 

Senate:  IHW 

In  committee 

S-424 

Dorsey 

To  provide  for  the  abolishment  of 
certain  state  agencies  for  specific 
periods  of  time  and  to  create  a 
Joint  Legislative  Committee  on 
Regulatory  Agencies 

Active  Support 

Senate:  SGF&IR&VA 

In  committee 

S-607 

Bassano 

To  require  the  padding  of  aU  metal 
bcirs  in  school  buses  with  energy- 
absorbing materials  to  be  Included 
in  the  State  Board  of  Education’s 
rules  and  regulations 

Active  Support 

Senate:  LPS&D 

In  committee 

S-723 

Brown 

To  require  the  State  DepEutment 
of  He^th  to  prepare  a booklet  on 
breast  cancer  and  require 
physicians  to  give  a copy  of  the 
booklet  to  breast  cancer  patients 

Active  Opposition 

Senate:  IHW 

In  committee 

S-752 

Hirkala 

To  provide  that  certain 
information  of  hospitals  and  long- 
term health  care  facility  review 
committees  be  considered 
confidential 

Active  Support 

Senate  IHW 

In  committee 

S-754 

Hirkala 

To  provide  immunity  from  civil 
liability  to  members  of  hospital 
governing  bodies  in  connection 
with  certain  review  actions 

Active  Support 

Senate  J 

In  committee 

S-1067 

Feldman 

To  establish  and  license  two 
categories  of  social  workers 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1079 

Dumont 

Provides  for  a 3-year  statute  of 
limitations,  except  for  fraud, 
intentional  concealment  or 
nontherapeutlc  or  diagnostic 
purpose.  Minors  have  until  age  1 1 
or  any  injury  prior  to  age  8 

Active  Support 

Senate:  J 

In  committee 

S-1112 

Hurley 

To  establish  a cap  on  the  amount 
of  dEunages  which  may  be  awarded 
for  pain  and  suffering  in  certEiln 
civil  actions 

Active  Support 

Senate:  J 

In  committee 

S-1135 

Dalton 

To  eliminate  certain  sources  of 
windfall  benefits  in  personal 
injury  and  wrongful  death  actions 

Active  Support 

Senate:  J 

In  committee 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


BUI 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-1140 

Feldman 

To  Impose  certain  requirements 
on  the  plaintiff  in  a medical 
malpractice  proceeding 

Active  Support 

Senate:  J 

In  committee 

S-1182 

Saxton 

To  establish  the  Automobile 
Insurance  Medical  Fee  Schedule 
Board 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1190 

Feldman 

To  authorize  a court  to  award 
reasonable  attorney’s  fees  to  a 
party  who  prevails  against  a friv- 
olous claim  for  relief  In  a civil  ac- 
tion 

Active  Support 

Senate:  J 

In  committee 

S-1775 

Orechlo 

Allows  chiropractors  who  are 
licensed  to  practice  by  written 
examination  in  any  state  and  who 
have  completed  4,300  classroom 
hours  in  a chiropractic  school  to 
become  licensed  to  practice  by 
virtue  of  a clinical  examination 

Active  Opposition 

Senate:  LIP 

Out  of 
Assembly: 
2nd  reading 

S-1839 

Dalton 

Amends  existing  law  to  allow  a 
psychologist  to  supply  evidence  of 
a need  for  guardianship  of  a minor 
who  is  in  the  custocfy  of  the  New 
Jers^  Division  of  Mental  Re- 
tardation 

Active  Opposition 

Senate:  IHW 

Out  of 
committee: 
2nd  reading: 
amended 

S-1840 

Cardinale 

Exempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law 

Active  Support 

Senate:  IHW 

In  committee 

S-1846 

Garibaldi 

Provides  that  cancers  caused  by 
exposure  to  heat,  cold,  radiation, 
or  a known  carcinogen  which 
manifest  themselves  in  active 
police  or  firemen  are  assumed  to 
be  accidental  and  work-related 
disabilities 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-2019 

Lynch 

Creates  the  profession  of  contact 
lens  dispensing  and  fitting  for 

Active  Opposition 

Senate:  LIP 

In  committee 

nonphysicians  and  nonop- 
tometrists. Licensure  and  regu- 
lation would  be  through  the 
Board  of  Examiners  of 
Ophthalmic  Dispensers  and 
Ophthalmic  Technicians.  A 
prescription  by  a licensed  op- 
tometrist or  physician  would  be 
required 


S-2051 

Appropriates  $9.45  million  to 

Active  Opposition 

Senate:  ED 

Out  of 

Feldman 

design  an  osteopathic  medical 

committee;  2nd 

school  in  Stratford.  Also  provides 

reading: 

construction  monies  for 
classrooms  and  administrative 
offices 

amended 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

BiU 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-2159 

Hagedom 

Substantially  alters  the 
involuntary  commitment  law. 
Significantly,  certification  may  be 
effected  by  psychologists,  nurses, 
or  social  workers  who  have 
conducted  an  examination  of  the 
person  within  the  three  days  prior 
to  certification 

Active  Opposition 

Senate:  J 

In  committee 

S-2379 

Costa 

Provides  that  consulting 
physicians  are  not  to  be 
reimbursed  unless  patient  has 
agreed,  in  writing,  prior  to 
consultation.  Substantial 
Incapacity  of  patient  and 
mandatory  consultation  as  a 
result  of  law,  hospital  rule,  or 
insurance  contract  are  excepted 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2485 

Bassano 

Grants  owners  of  buildings  and 
businesses  open  to  public,  the 
ability  to  regulate  smoking  within 
their  premises 

Active  Support 

Senate:  LPS&D 

Out  of 

committee:  2nd 

reading: 

amended 

S-2487 

Dalton 

Requires  employers  to  establish 
written  policies  to  control  smoking 
In  the  work  environment 

Active  Support 

Senate:  LPS&D 

Out  of 

committee:  2nd 

reading: 

amended 

S-2488 

Contlllo 

Requires  government  supervisors 
to  establish  written  policies  to 
control  smoking  in  government 
buildings 

Active  Support 

Senate:  LPS&D 

Out  of 

committee:  2nd 

reading: 

amended 

S-2489 

Graves 

Prohibits  smoking  In  public 
conveyances 

Active  Opposition 

Senate:  LPS&D 

Out  of 

committee:  2nd 

reading: 

amended 

A-115 

Otlowskl 

To  authorize  optometrists  to 
prescribe  a limited  number  of  eye 
medications 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-708 

Hardwick 

To  create  a temporary  committee 
to  study  Diagnosis  Related  Group 
System  used  for  setting  hospital 
rates  and  appropriate  $45,000 

Active  Support 

Assembly:  CHHS 

In  committee 

A-926 

Weidel 

To  create  an  Automobile 
Insurance  Fee  Schedule  Board  in 
the  Department  of  Insurance  to 
adopt  a reasonable  fee  schedule  for 
medical  services  arising  from 
passenger  automobile  accidents 

Active  Opposition 

Assembly:  BI 

In  committee 

A-960 

Miller 

To  permit  individual  patients  or 
insurers  to  appeal  hospital  bills  in 
cases  of  assignments  under  the 
Diagnosis  Related  Groups 

Active  Support 

Assembly:  CHHS 

In  committee 
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BiU 


A-963 

Miller 


A- 1056 
Muziani 


A-1116 

Patero 


A-1159 

Herman 


A-1471 

Gcuvln 


A-1541 

Karcher 


A- 1559 
Garvin 


A- 1682 
Muhler 


A- 1870 
Garvin 


Legislative 

Status  of  Legislation  on  Which  MSNJ 

Subject  MSNJ 

Position 

To  eliminate  the  Diagnosis  Related  Active  Support 

Groups  methodolo^  and  replace  It 

with  one  to  be  devised  by  the  New 

Jersey  Department  of  Health  In 

one  year 


To  require  attending  physicians  Active  Opposition  Assembly:  CHHS  Passed  In 

and  certified  nurse  midwives  to  Assembfy; 

Inform  pregnant  women  of  any  received 

drugs  expected  to  be  used  during  In  Senate 

pregnancy  and  the  possible  ef-  committee 

fects  thereof 


Update 

Has  Taken  an  Active  Position 

Committee  Present  Status 

Assembly:  CHHS  In  committee 


To  permit  licensed  psychologists  Active  Opposition  Assembly:  L 

to  certily  disability  under 
Temporary  Disability  Benefits  Law 


Out  of 
committee; 
2nd  reading; 
amended 


To  require  licensed  physicians  or  Active  Opposition  Assembly:  HERP 

chiropractors  to  notify  the  State 
Board  of  Medical  Examiners  If 
they  accept  Medicare  assign- 
ments 


Out  of 
committee; 
2nd  reading: 
amended 


To  require  a physician  to  obtain,  Active  Opposition  Senate:  IHW 

in  advance,  the  patient’s 
authorization  to  perform  a biopsy 
or  mastectomy 


Signed  into  law 
as  c.  185  P.L. 
1984 


\ 

To  provide  for  the  licensing  of  Active  Opposition  Assembly:  HERP 

persons  who  practice  hypnosis 

and  limit  the  practice,  teaching,  or 

preparation  of  hypnosis  tapes  to 

licensed  practitioners 


Out  of 
committee; 
2nd  reading: 
amended 


Requires  Dept  of  Health  cind  the  Active  Opposition  Assembly:  CHHS  In  committee 

State  Board  of  Medical  Elxaminers 
to  prepeire  a booklet  on  all  aspects 
of  the  treatment  of  breast  cancer. 

Physicians  are  required  to 
distribute  the  book  to  appropriate 
patients  and  to  discuss  It  with 
them. 

Creates  a seven-person  Board  Active  Opposition  Assembly:  CHHS  In  committee 

within  the  Department  of  Human 

Services  vested  with  the  authority 

to  release  or  continue  the 

commitment  of  persons  who  were 

found  Incapable  of  standing  trial 

or  not  guilty  by  reasons  of 

Insanity.  A Superior  Court  judge 

currently  makes  these  decisions 


Amends  existing  statutes  to  Active  Support  Assembly:  Cl  In  committee 

require  either  seat  belts  or 
restraint  systems  for  all  children 
under  ten  in  a motor  vehicle. 

Current  law  applies  to  children 
under  age  five 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

A-1921 

Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions  against 
health  care  providers.  Children 
would  have  until  age  1 1 to  bring 
action  for  injuries  prior  to  age  8. 
After  age  8,  they  come  under  the  3- 
year  standard.  FYaud, 
concealment,  and  unintentional 
foreign  bodies  "toll"  the  statute 

Active  Support 

Assembly;  JUD 

In  committee 

A- 1922 
Miller 

Provides  that  within  60  days  of 
filing  a medical  malpractice 
complaint,  the  plaintiff  must 
supply  an  affidavit,  by  a qualified 
expert,  that  reasonable  cause 
exists  to  believe  malpractice 
occurred 

Active  Support 

Assembly:  JUD 

In  committee 

A-2115 

Otlowskl 

Permits  optometrists  to  use 
topical  drugs  for  treatment  and 
diagnostic  purposes 

Active  Opposition 

Assembly:  CHHS 

Returned  to 
Committee 

AR-31 

Herman 

Requests  the  Commissioner  of 
He^th  to  educate  the  public,  par- 
ticularly young  people,  about  the 
dangers  of  cigarette  smoking 

Active  Support 

Assembly:  CHHS 

In  committee 

A-1918 

Miller 

Provides  that  collateral  sources  of 
payment  shall  be  used  to  offset 
damages.  Further  provides 
structured  payments  may  be  used 
at  the  request  of  either  party  if  the 
future  damages  exceed  $ 1 00,000 

Active  Support 

Assembly:  JUD 

In  committee 

A-1919 

Miller 

Provides  a $ 1 00,000  cap  on 
damages  for  pain  and  suffering  to 
personal  injury  actions 

Active  Support 

Assembly;  JUD 

In  committee 

A-2106 

Patemiti 

Requires  nursing  homes  with  100 
beds  or  more  to  dedicate  10 
percent  of  bed  capacity  to  indigent, 
10  percent  to  complex  care,  and  10 
percent  for  medlc^  day  care 
services 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A-2122 

Cooper 

Establishes  seating  restraint  and 
emergency  exit  requirements  for 
school  buses 

Active  Support 

Assembly:  ED 

In  committee 

A-2293 

Kalik 

Appropriates  $9.45  million  for  the 
UMDNJ  Osteopathic  School  in 
Stratford 

Active  Opposition 

Assembly;  RFA 

Signed  into  law 
as  c.  4 P.L. 

1985 

A-2304 

To  require  that  the  driver  and 
passengers  in  the  front  seat  of  an 
operating  passenger  automobile 
wear  the  safety  seat  belt  provided 

Active  Support 

Assembly:  LPSD 

Signed  into  law 
as  c.  179  P.L. 
1984 
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i^EGISLATIVE  UPDATE 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

BiU 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

A-2140 

Provides  that  a judge  may  order  a 

Active  Opposition 

Assembly:  JUD 

Passed  in 

Rooney 

juvenile  offender  to  be  examined 

Assembly;  in 

by  a physician,  optometrist  or 

Senate 

audiologist 

committee 

A-2757 

Empowers  the  SBME  to  license 

Active  Opposition 

Assembly:  HERP 

In  committee 

Kem 

and  regulate  nurse-mldwlves. 
Creates  five-member  Nurse- 

Midwives  Examining  Committee 
which  would  have  the  power  to 
license  and  regulate  nurse- 
mldwlves.  Committee  would  have 

stipulated,  delegated  powers  from 
Board  and  would  function 
Independent  of  Board 

A-2889 

Provides  for  separate  licensing 

Active  Opposition 

Assembly:  CHHS 

In  committee 

Herman 

board  to  register  physician 
assistants  who  would  function 

under  the  supervision  of  a licensed 
physician  at  the  2: 1 ratio 

Senate 

Assembly 

Committee  Key 

Committee 

ED: 

Education 

BI: 

Banking  and  Insurance 

IHW: 

Institutions,  Health  and  Welfare 

CHHS: 

Corrections,  Health  and  Human  Services 

J: 

Judiciary 

Cl: 

Commerce  and  Industiy 

LIP: 

Labor,  Industiy  and  Professions 

ED: 

Education 

LPS&D: 

Law,  Public  Safety  and  Defense 

HERP: 

Higher  Education  and  Regulated  Professions 

SGF&IR&VA;  State  Government,  Federal  & Interstate  JUD: 

Judicial 

Relations  & Vetereins  Affairs 

L 

Labor 

LPSD: 

Law,  Public  Safety  and  Defense 

RFA 

Revenue,  Finance  and  Appropriations 
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MSNJ  ENDORSED  $250,000  HIGH  LIMIT  ACCIDENT  PLAN 
ENDORSED 


YOU  MAY  CHOOSE  THE  AMOUNT  OF  INSURANCE 


$250,000 

niWn  Lllwll  I Face  Annual  Face  Annual  Face  Annual 

ACCIDENT  Amount  Premium  Amount  Premium  Amount  Premium 

Eligible  Person $100,000  $65.00  $200,000  $130.00  $250,000  $162.50 

Dependent  Spouse* 100,000  65.00  200,000  130.00  250,000  162.50 

Dependent  Child(ren)* 

regardless  of  number 10,000  12.00  10,000  12.00  10,000  12.00 

♦Note:  The  Eligible  Person  is  the  beneficiary  of  the  Dependent  Spouse  and/or  the  Dependent  Child(ren). 


NO  HEALTH 
REQUIREMENTS 


24  HOUR 
WORLD  WIDE 
ACCIDENT 
PROTECTION 


ENROLLMENT 
OPEN 
TO  AGE  70 


ACCIDENTAL  DEATH  AND  SPECIFIC  LOSS  BENEFITS 


If,  as  a result  of  an  injury,  you  or  one  of  your  insured  eligible  dependents  should  die  or  suffer 
a specific  loss  within  one  year  from  the  date  of  the  accident  causing  the  injury,  we  will  pay 
a benefit  as  a percent  of  the  “Face  Amount”  elected  in  the  Application  as  follows; 


Loss  of  Life 100% 

Each  Hand 50% 

Each  Foot 50% 

Sight  of  Each  Eye 50% 


Speech 

Hearing  of  Each  Ear 

Thumb  and  Index  Finger 
of  the  Same  Hand 


50% 

25% 

25% 


The  total  payment  for  all  of  the  losses  of  any  one  insured  person  because  of  any  one  accident 
will  not  be  more  than  the  face  amount  which  applies. 


ELIGIBILITY 


You  (the  Eligible  Person)  are  eligible  to  apply  for  this  policy  if  you  are  under  age  70,  a member 
of  the  professional  association  endorsing  this  plan  and  are  actively  engaged  in  the  occupation 
or  profession  which  qualifies  you  for  such  membership. 

Your  legal  spouse  is  eligible  to  be  included  provided  he  or  she  is  not  insured  as  a member. 

Each  of  your  unmarried  children  who  is  chiefly  dependent  upon  you  or  your  spouse  and  is  under 
19  years  of  age  is  eligible  to  be  included  for  a Face  Amount  of  $10,000  each. 

An  unmarried  child  who  is  a full-time  student  attending  an  accredited  school  of  higher  education 
will  continue  to  be  eligible  until  he  or  she  becomes  25  years  of  age. 

An  unmarried  child  who  is  unable  to  hold  a self-sustaining  job  because  of  a developmental, 
mental,  or  other  physical  incapacity  (as  defined  by  the  laws  of  the  state  in  which  this  contract 
is  issued)  will  (regardless  of  age)  continue  to  be  considered  eligible  provided  such  incapacity 
occurred  prior  to  age  19. 

The  term  “child”  includes  a foster  child,  a legally  adopted  child  (including  any  waiting  period 
before  the  finalization  of  the  child’s  adoption),  a natural  child,  a stepchild,  and  a child  under 
your  legal  guardianship. 


5 Mail— just  fold  application 
) that  this  address  is  on  outside, 
lo  envelope  is  necessary, 
ease  staple  or  seal.) 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO,  1108  JERSEY  CITY,  NJ  07302 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

E.  & W.  Blanksteen 
Plan  Administrator 
MSNJ  High  Limit  Accident  Plan 
75  Montgomery  Street 
Jersey  City,  NJ  07302 


5PL-3199 
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INDIVIDUAL 

PLAN 

$130  A YEAR 

$200,000  OF 
COVERAGE 
FOR  YOU 


HEAD  OF 
FAMILY  PLAN 
$272  A YEAR 

$200,000 
FOR  YOU 
$200,000 
FOR  YOUR 
SPOUSE 
$10,000 
EACH  CHILD 
UNDER  19 


POLICY  APPLICATION  (please  print  or  type) 


which,  upon  acceptance  and  approval  by  NATIONWIDE  LIFE  INSURANCE  COMPANY 
Columbus,  Ohio  43216  will  become  a part  of  FRANCHISE  HIGH  LIMIT  ACCIDENT  INSURANC 
POLICY  NUMBER  83-56 

Office  Use  Only 


(Home  Office  Use  Only) 


Name  of 
Eligible 
Person  . 


Effective  Date 


Termination  Date— 


(Last) 


(First) 


(Middle) 


2.  Address 


(Number) 


(Street) 


(City) 


(State) 


(Zip) 


3.  Occupation 
or  Profession 


Date  of  Birth. 


/ / 


4.  Name  of  Plan  Sponsor. 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


(Name  of  Professional  Association  endorsing  this  plan) 


5.  Are  you:  under  age  70,  a member  of  the  plan  sponsor  named  above,  and  actively  engage 
in  the  occupation  or  profession  which  qualifies  you  for  such  membership?  □ Yes,  □ N 


6.  Schedule:  Write  “None”  under  “Face  Amount”  and  opposite  “Dependent  Spouse”  and/ 
“Dependent  Child(ren)”  if  benefits  are  not  desired  for  these  persons. 


Face  Amount 

Premium 

Eligible  Person 

Dependent  Spouse 

Dependent  Child(ren) 

regardless  of  number 

$ 

$ 

Total  Annual  Premium  Due  (please  enclose  payment) $ 

7.  Beneficiary  of 
Eligible  Person. 


(FutI  Given  Name) 


(Relationship) 


(Date  of  Sir 


8.  It  is  understood  and  agreed  that:  premium  will  be  paid  to  Nationwide  or  its  authorize 
representative  using  the  mode  of  premium  payment  indicated  above. 


Date. 


Signature  of  Eligible  Person 


GR-9200 


RENEWAL  AND  TERMINATION  CONDITIONS  — We  can 

decline  to  renew  your  policy  only  if  you  cease  to  be  eligible  or 
if  we  give  you  at  least  60  days  advance  written  notice  of  our 
intent  to  decline  to  renew  ail  contracts  issued  to  eligible 
persons  in  your  state  which  have  the  same  form  number  as 
yours. 

An  insured  person’s  coverage  will  end  on  the  first  of  these  to 
occur:  the  premium  due  date  coinciding  with  or  next  following 
the  date  he  or  she  is  no  longer  eligible,  the  date  the  policy 
laspes  due  to  nonpayment  of  premium,  or  the  date  as  of  which 
we  decline  to  renew  the  policy  as  set  forth  above. 


EXCLUSIONS  AND  LIMITATIONS  — The  policy  does  not  cover 
loss  resulting  from:  intentional  self-inflicted  injury;  war; 
service  in  the  armed  forces;  committing  a felony;  taking  part  in 
an  illegal  occupation  or  insurrection;  sickness,  disease,  or 
bodily  infirmity;  alcoholism  or  drug  addiction;  or  air  travel  if 
the  insured  has  duties  on  board  or  gives  or  receives  any  type  of 
instruction. 

NOTE:  If  (an)  accident  policy(ies)  previously  issued  by  us  to 
you  is  (are)  in  force  at  the  same  time  as  this  policy,  making  the 
aggregate  indemnity  for  accidental  death  in  excess  of 
$500,000,  the  excess  insurance  will  be  void  and  all  premiums 
paid  for  such  excess  will  be  returned  to  you  or  to  your  estate. 


This  folder  provides  as  complete  an  explanation  of  the  insurance  plan  as  can  be  contained  in  a prospectus.  It  is  not  a contract  of  insurance. 
The  complete  terms  of  the  insurance  coverage  are  set  forth  in  each  policy.  Coverage  is  provided  under  the  Policy  Form  No.  GR  9201. 


Underwritten  by: 

NATIONWIDE  LIFE  INSURANCE  COMPANY 
Home  Office:  Columbus,  Ohio 


Plan  Administrator: 

E.  & W.  BLANKSTEEN 
75  Montgomery  Street 
Jersey  City,  NJ  07302 
(201)  333-4340  or 
(800)  BLANK-AG 


! 
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"Unfortunately,  too  many  health 
plans  force  their  participating  phy- 
sicians to  accept  a fixed  monthly 
fee  for  each  patient;  capitation.  No 
matter  how  often  you  see  a pa- 
tient, or  how  much  you  do,  your 
payment  remains  the  same. 

HealthWays,  on  the  other  hand, 
compensates  its. participating  phy- 
sicians as  they  have  always  been 
compensated:  with  fee-for-service. 


You  perform  a service,  you  are 
paid.  Pure  and  simple.  And  all 
bills  which  are  sent  directly  to 
HealthWays  are  paid  promptly  by 
HealthWays. 

In  these  changing  times,  a phy- 
sician should  not  feel  financially 
compromised  when  working  with 
a health  care  plan.  That's  why  the 
plan  you  work  with  should  be 
HealthWays." 


To  start  HealthWays  working  for 
you  and  your  patients,  call  Jon 
Marsicano,  M.D.,  Vice  President, 
Medical  Affairs,  at  1-800-624-0720. 


HealtWaYS 

THE  WAY  TO  BETTER  V HEALTH  ( 

ic'  1984  1 k'.iltliWiivs,  Inc. 
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IT  WILL  NEVER  BE  THIS  EASY  TO  LEARN  ABOUT 
THE  LATEST  NEW  PRODUCT  DEVELOPMENTS 

...  OR  THIS  MUCH  FUN 


MEDICAL  PB 

I 

? 


You  are  cordially  invited  to  attend  Place: 

Date: 

Time: 


• ABCO  Dealers,  Inc. 

• Burton  Medical 

• Busse  Hospital  Disposables 

• Federal  Leasing  Corp. 

• Graham-Field  Surgical  Co. 

• Graham  Medical  Products 

• Hausmann  Industries,  Inc. 


The  Madison  Hotel 
Madison  Avenue  (Route  24) 
Morristown,  N.J. 
in  the  Ballroom 

Wednesday,  May  8,  1985 

10:00  a.m.  to  7:00  p.m. 
Complimentary  Buffet  Luncheon 
served  11:30  to  1:30  p.m. 

Wine  & Cheese  Buffet  4:00  p.m. 


Featuring  Major  Manufacturers 
E^xamining  Room  Pumitur 

and; 

i 

• Hewlett-Packard  Co. 

• Imex  Medical  Systems  j 

• Interplan  Design  Group,  Inc. 

• Kinetix  I 

• Labcon,  Inc. 

• MDT  Diagnostic  Co.  \ 

• Medical  Computers  ! 


R.S.V.P.  (201)  673-8176 

I 

■ 1 


DUCTS  EXPO 

• The  Madison  Hotel  is  loeated  between  Madison,  N.J.  and 
Morristown,  N.J.  and  is  easily  accessible  by  car,  train,  or  bus. 

• Door  Prizes 

• Office  Personnel  Welcome 

• “SPECIAL  EXPO  PRICES  ” 


iitory  and  Diagnostic  Ek;[uipment« 
g S}rstems,  General  Supplies 


• Midmark  Corporation 

• Misdom-Frank  Corp. 

• Parker  Labs,  Inc. 

• Quantasia,  Inc. 

• Seragen  Diagnostics 


• Troy  Biologicals 

• Welch  Allyn,  Inc. 

• Xact  Corporation 

• and  more  . . . 


166  CENTRAL  AVENUE  • BOX  979  • ORANGE,  NEW  JERSEY  07051 
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Physician 

Legal 

Bulletin 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  VOLUME  6i 


Computers  in  Medicine: 
Potential  Liability  Issues 


James  E.  George,  m.d.,  j.d.,  and  Madelyn  S.  Quattrone,  j.d.« 


An  advertisement  in  a recent 
medical  journal  described  a 
preprogrammed  microcomputer 
which  computes  in  20  seconds  the  probability  that  a 
patient  has  acute  ischemic  heart  disease.  The  hand- 
held, battery-operated  computer  derives  the  prob- 
ability from  the  answers  to  seven  yes/no  questions 
printed  on  the  faceplate.  A study  of  the  computer,  con- 
ducted in  the  emergency  rooms  of  six  New  England 
hospitals,  revealed  that  the  rate  of  false-positive  ad- 
missions to  CCUs  was  reduced  by  30  percent  without 
any  increases  in  false-negative  diagnoses.  The  authors 
suggested  that  widespread  use  of  this  predictive  in- 
strument could  reduce  the  number  of  CCU  admissions 
in  this  country  by  more  than  250,000  per  year. 

Computers  have  become  an  integral  part  of  today’s 
society  and  a wide  variety  of  health  care  functions  are 
being  performed  by  computers.  Many  hospitals  have 
computerized  accounting  and  billing,  and  many  larger 
hospitals  have  computerized  medical  records.  The 
microcomputer  is  just  one  example  of  the  many  com- 
puters being  developed  for  diagnosis,  selection  of  treat- 
ment, and  performance  of  medical  procedures. 

As  the  practice  of  medicine  is  changed  by  the  use 
of  computers,  new  medicolegal  Issues  will  confront  the 
courts:  Who  will  be  liable  if  a patient  is  injured  as  a 
result  of  a computer  error?  Could  a hospital  be  liable 
for  falling  to  have  a computer  in  certain  situations? 
Can  a physician  be  required  to  “consult”  a computer 
if  one  is  available?  Must  a physician  follow  the  “con- 
sultant’s” recommendations?  The  questions  presented 
are  as  varied  as  are  the  uses  for  computers.  The 
answers  depend  on  both  the  factual  circumstances 


(i.e..  What  is  the  computer’s  function?)  and  the  law  the 
court  applies.  What  is  almost  certain  is  that  where 
patients  claim  injury  due  to  computer  error  or  a phy- 
sician’s alleged  failure  to  use  a computer,  these  issues 
undoubtedly  will  be  raised  in  lawsuits. 

USES  OF  COMPUTERS 

There  are  two  types  of  computer  systems  which  can 
aid  a physician  in  making  a diagnosis  and/or  selecting 
treatment.  One  type  can  interpret  physical  data  on 
specific  body  conditions  and  functions,  such  as  a com- 
puter-read electrocardiogram;  these  systems  can 
provide  fairly  conclusive  “opinions”  on  which  the  phy- 
sician can  rely  without  significant  independent  re- 
search or  evaluation.  The  second  type  is  a program 
which  provides  physicians  with  a list  of  possible 
diagnoses  or  treatments  based  on  more  extensive 
symptom  data  These  serve  mainly  as  physician  mem- 
ory relnforcers. 

Computers  also  play  a major  role  in  the  per- 
formances of  many  medical  treatment  procedures. 
They  can  record  details  they  observe  on  the  conditions 
of  patients  and  monitor  patients  during  surgery  and 
postoperative  recovery  in  intensive  care  units.  Because 
of  their  mechanical  reliability,  data  processing  ca- 
pacity, persistence,  and  speed,  computers  may 
outperform  people. 


‘From  the  Department  of  Professional  Liability  Control,  j 
MSNJ,  where  Dr.  George  is  Director  and  Editor  of  PLB  and  k| 
Ms.  Quattrone  is  Assistant  Editor  of  PLB.  Correspondence  i 
may  be  addressed  to  A.  Ronald  Rouse,  MSNJ,  Two  Princess  i 

Road.  Lawrencevllle,  NJ  08648.  I 
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BASIS  FOR  POTENTIAL  LIABILITY 

In  a medical  malpractice  suit,  the  plaintiff  generally 
must  prove  by  expert  testimony  that  he  was  injured 
because  his  physician  failed  to  perform  with  the  skill 
and  learning  commonly  possessed  and  exercised  by 
members  of  the  profession  In  good  standing. 

In  the  past,  a defendant’s  performance  was 
measured  against  doctors  or  hospitals  In  the  defen- 
dant’s home  community.  Most  jurisdictions.  Including 
New  Jersey,  have  abandoned  this  rule  due  to  the  stan- 
dardization of  medical  training.  The  standard  of  con- 
duct required  Is  thus  what  Is  customary  and  usual  In 
the  profession.  The  question  arises,  can  a physician  be 
held  liable  for  failure  to  use  a computer  where  such 
use  is  not  customary  or  usual? 

Several  cases  Indicate  that  custom  will  not  always 
be  determinative  In  medical  negligence  suits.  In  1974, 
the  Supreme  Court  of  Washington  In  Helling  v Carey, 
83  Wash.  2d  514,  said  that  compliance  with  custom 
could  not  Insulate  physician  defendants  from  liability. 
The  court  found  two  ophthalmologists  negligent  as  a 
matter  of  law  for  failing  to  administer  a glaucoma  test 
to  a patient  under  40  despite  uncontradicted  expert 
testimony  that  their  conduct  was  universal  practice. 
The  court  stressed  the  test’s  simplicity,  Inexpen- 
siveness, availability,  and  ability  to  diagnose  with  cer- 
tainty. When  these  factors  were  weighed  against  the 
extreme  risk  of  damage  created  by  failure  to  adminis- 
ter the  test,  the  court  found  the  ophthalmologists’  con- 
duct unreasonable  and  thus  negligent. 

Similarly,  hospital  liability  was  broadened  In  Darling 
V Charleston  Community  Memorial  Hospital,  111. 
App.2d  253  (1964),  ajfd  33  IU.2d  326  (1965),  cert  de- 
nied 383  U.S.  946  (1966),  when  the  court  also 
substituted  the  standard  of  reasonableness  for  that  of 
customary  care. 

These  cases  open  up  the  possibility  for  courts  to  find 
negligence  In  medical  malpractice  cases  alleging  fail- 
ure to  make  use  of  computers  even  though  the  use  of 
a computer  may  not  be  customary  under  the  circum- 
stances. A physician  could  be  found  liable  for  falling 
to  use  a computer  for  diagnosis,  selection  of  treatment, 
or  provision  of  treatment  procedures  If  such  use  be- 
comes customary  within  the  profession  or  If  a court 
found  the  omission  negligent  under  ordinary  negli- 
gence theory. 

Since  computer  systems  that  make  diagnoses  and 
select  treatments  presently  serve  mainly  as  memory 
reinforcers,  a physician  who  falls  to  use  such  a system 
and  makes  an  erroneous  diagnosis  or  selects  an  Inap- 
propriate treatment  probably  would  not  be  found  neg- 
ligent for  failure  to  use  a computer  unless  the  patient 
had  a rare  problem.  If  a doctor  misdiagnoses  or  Incor- 
rectly treats  a common  condition,  any  malpractice 
would  be  the  result  of  his  personal  error  rather  than 
his  failure  to  use  the  computer  system. 

Reliance  on  erroneous  output  from  a laboratory 
diagnosis  system  (e.g.  one  that  Interprets  elec- 
trocardiograms) whose  use  was  customary  in  the  pro- 
fession probably  would  not  subject  the  physician  to 
liability.  The  physician  would  be  exercising  due  care 
unless  the  error  would  be  obvious  to  a physician  with 
the  appropriate  degree  of  skill. 

A physician  could  be  held  liable  for  Injury  that  re- 


sulted from  use  of  an  Inappropriate  computerized 
therapy  system,  malfunctioning  of  a therapy  system, 
or  from  reliance  on  erroneous  Information  collected  by 
a data  logging  or  monitoring  system.  While  a physician 
would  not  be  required  to  examine  the  devices  for  latent 
defects,  he  must  use  the  regular  degree  of  care  ex- 
pected in  selecting  and  applying  these  devices. 

In  some  cases  computers  can  provide  Information 
relevant  to  diagnosis  which  is  not  otherwise  dis- 
coverable by  the  physician.  The  CAT  scan  Is  an  exam- 
ple. An  argument  for  finding  a physician  negligent  for 
failure  to  use  a computer  is  more  persuasive  where  the 
computer  provides  unique  information  or  performs  a 
diagnosis-related  task  in  a superior  manner.  One 
article  suggests  that  omission  of  use  of  such  computer 
systems  should  be  held  negligent  when  a patient  Is 
Injured  unless  the  treating  physician  presents 
evidence  that,  at  the  time  of  diagnosis,  he  had  all  the 
information  the  computer  would  have  provided. 

In  some  situations,  a hospital  might  be  held  liable 
for  failure  to  have  a computer  system,  the  use  of  which 
could  have  prevented  harm  to  a patient.  Hospitals  owe 
a duty  to  patients  to  exercise  due  care  in  providing 
medical  equipment  and  devices.  When  use  of  com- 
puters for  particular  purposes  becomes  customary  in 
hospitals,  failure  to  provide  such  equipment  may  be 
found  to  constitute  negligence. 

Where  program  errors  in  clinical  laboratory  and 
therapy  systems  cause  Injuries,  a suit  based  on  strict 
liability  may  result.  There  are  few  cases  holding  hospi- 
tals strictly  liable  for  Injuries  resulting  from  defective 
medical  products.  While  courts  have  preferred  to  hold 
the  manufacturer  of  the  product  liable  rather  than  the 
hospital,  the  hospital  In  fact  may  be  the  manufacturer 
In  the  case  of  medical  computer  programs. 

In  a recent  case,  Johnson  v Sears,  Roebuck  & Co., 
a federal  district  court  held  that  although  strict  lia- 
bility was  inappropriate  for  medical  services,  it  was 
appropriate  for  mechanical  and  administrative  ser- 
vices. Proper  performance  of  these  functions  by  hospi- 
tals for  doctors  and  patients  Is  in  the  public  Interest. 
Under  this  standard,  programs  for  administration  and 
machinery  operation  would  be  considered  mechanical 
and  administrative. 

In  an  Illinois  case,  Dubin  v Michael  Reese  Hospital 
and  Medical  Center,  the  court  said  that  a hospital 
could  be  strictly  liable  for  defective  x-rays.  Thus,  a hos- 
pital that  is  the  manufacturer  of  a product  may  be 
treated  by  the  courts  like  any  other  manufacturer. 

CONCLUSION 

The  application  of  computers  to  medical  and  hospi- 
tal tasks  means  that  the  nature  of  medical  care  Is 
changing  substantially.  Medical  computer  systems  not 
only  will  help  health  care  professionals  perform  their 
jobs  better  but  they  also  will  be  able  to  perform  some 
tasks  beyond  the  capabilities  of  people. 

At  the  same  time,  the  Helling  and  Darling  cases 
underscore  the  trend  toward  Increasing  the  standard 
of  care  which  physicians  and  hospitals  must  provide. 
With  this  In  mind,  as  cases  Involving  computer- related 
Injuries  are  presented  to  the  courts,  one  only  can 
speculate  as  to  the  potential  liability  of  physicians  and 
hospitals  In  this  area  Unfortunately,  one  would  hav'e 
to  bet  that  liability  In  this  area  will  increase. 
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Hmerican  Annson  stands  bv  you 
especially  after  the  sale. 


Just  ask  your  colleagues  about  our 
computerized  office  management  systems. 


OO^^®  people  at  American 
Annson  are  supportive  and  re- 
sponsive. Bringing  the  system  on- 
line was  easy  with  their  help.  And 
they  gave  my  staff  the  training 
necessary  to  be  comfortable  with 
the  system  even  sooner  than  I had 

anticipated.  AA 

■^Richard  R.  Grassy,  M,D. 

Pediatrician 

For  people  who  aren’t  into 
computers,  we  could  have  been 
overwhelmed.  But  American  Ann- 
son made  sure  we  understood  the 
capabilities  of  the  software  and 
the  hardware.  The  system  is  user 
friendly,  and  a panic  question  call 
is  answered  promptly  without 
making  us  feel  dumb.  m 

Marilyn  Osterkamp 
Office  Manager 
Lake  Shore  Eye  Physicians  & Surgeons 


’ve  been  using  their  systems 
'!  for  over  four  years.  They’ve  helped 
ll  me  make  my  practice  more  pro- 
i ductive  by  reducing  the  paper 
I work  of  patient  billing  and  insur- 
ance claims. 

Jerrold  Seckler,  M.D. 

Urologist 


-)  1985  American  Hospital  Supply  Corporation 


Because  of  the  system  we 
have,  we’re  able  to  handle  more 
patients,  more  efficiently,  every 
day.  My  staff  can  access  the  infor- 
mation they  need-when  they 
need  it-on  each  patient.  That’s  a 
great  help  in  appointment  sched- 
uling, preparing  patient  routing 
sheets  and  answering  account 
inquiries.  I can  call  up  complete 
patient  profiles  or  very  specific 
data. 

jyjjy  Anthony  Daddono,  M.D.,  S.C. 

Allergist 

American  Annson’s  grasp  of 
a medical  office’s  needs  shows  in 
software  tailored  to  meet  those 
needs— at  least  as  far  as  a com- 
puter can.  The  programs  are 
some  of  the  most  comprehensive 
available,  and  because  the  com- 
pany is  part  of  American  Hospital 
Supply  Corporation,  I expect 
them  to  be  around  with  continued 
support  and  state-of-the-art 
developments.  m 

Cecil  W.  Hart,  M.D.,  S.C. 

Otolaryngology,  Head-Neck  Surgery 


We’re  part  of  American  Hospital 
Supply  Corporation,  one  of  the 
world’s  largest  manufacturers  and 
distributors  of  health  care  supplies 
and  equipment.  American  Annson 
represents  a major  commitment 
by  American  Hospital  Supply  Cor- 
poration to  serve  the  business  side 
of  the  doctor’s  practice. 


For  a FREE  evaluation  on  how  we 
can  help  you  increase  the  produc- 
tivity and  profitability  of  your  prac- 
tice, call  toll  free: 


Our  business  is  your  practice 

American  Annson  has  the  system 
and  support  you  need-regardless 
of  your  specialty  or  group  size.  As 
the  author  of  IBM’s  Doctor’s  Office 
Manager,  we  have  one  of  the  most 
widely  installed  medical  office 
management  systems. 


I-800-S3I-398J 

In  Illinois:  1-800-323-2408 


\Ne  Stand  By  You 


• •• 

• •• 

• • ••• • • 

• •••• • • 

•••••* • 

• • • 

• • • 


American  Annson 

American  Hospital  Supply  Corporation 


'/OL.  82— NUMBER  4— APRIL  1985 


281 


PROFESSIONAL  LIABILITY 

Commentary* 


Discurbing  inequities  in  the  way 
juries  compensate  plaintiffs  for 
injuries  were  revealed  in  a study 
recently  released  by  the  Rand  Corporation’s  Institute 
for  Civil  Justice  (ICJ).  According  to  the  report,  people 
injured  on  the  job  or  harmed  by  defective  products  or 
medical  negligence  receive  up  to  four  times  as  much 
money  in  successful  lawsuits  as  those  who  suffer  simi- 
lar injuries  in  traffic  accidents  and  other  mishaps.  The 
information  suggests  that  Cook  County  juries  “may 
increasingly  have  invoked  a two-tier  system  of  justice, 
appl}dng  different  standards  of  compensation  in  ’high 
stakes’  cases.” 

ICJ  examined  injuries  and  losses  claimed  by  21,500 
plaintiffs  in  9,000  trials  in  Cook  County,  Illinois,  from 
1960  through  1979.  Cases  involving  compensation  for 
injuries  are  “central  to  the  civil  justice  system,”  said 
Mark  A Peterson,  a senior  ICJ  analyst  who  authored 
the  report  summarizing  the  study.  In  Cook  County,  for 
example,  88  percent  of  the  plaintiffs  sought  money  for 
injuries.  Peterson  identified  and  evaluated  each  plain- 
tiffs injuries  according  to  six  factors:  number,  type, 
severity,  extent  of  disability,  medical  expenses,  and  in- 
come lost  because  of  the  injuries. 

Sixty  percent  of  claims  were  for  slight  or  moderate 
injuries  such  as  a cut,  bruise,  sprain,  or  other  minor 
Injury  to  the  head,  neck,  back,  or  trunk,  while  25  per- 
cent were  for  serious  injuries,  Peterson  said.  While 
termed  slight  or  moderate,  these  injuries  did  not  seem 
to  be  trivial,  and  95  percent  involved  some  apparent 
disability.  Sixty-three  percent  of  the  plaintiffs  suffered 
multiple  injuries  and  75  percent  experienced  tempor- 
ary disability. 


When  it  came  to  awarding  compensation,  the  dis- 
parities among  types  of  cases  became  apparent.  For 
example,  a successful  plaintiff  ^o  lost  one  or  both 
legs  due  to  medical  malpractice  received  a median 
award  of  $754,000  ^dille  a plaintiff  ndno  suffered  the 
same  injury  in  an  auto  crash  received  a median  award 
of  $199,000.  A person  vdio  broke  his  arm  in  a work- 
place accident  and  won  his  case  probably  received 
about  $24,000,  but  someone  vdio  suffered  a broken 
arm  in  an  auto  crash  received  only  about  $6,000. 

“The  greater  severity  of  injuries  and  larger  specials 
(damages)  for  plaintiffs  who  file  both  a work  injuiy  and 
a product  liability  claim  are  primciiily  responsible  for 
the  large  awards  in  these  cases,”  Peterson  said.  “But 
the  results  are  not  completely  reassuring.  Plaintiffs  in 
work  injuiy,  malpractice,  and  product  liability  cases 
still  received  awards  so  large  that  they  cannot  be  ex- 
plained entirely  by  severe  injury  and  high  economic 
loss.” 

Peterson  said  contributory  negligence  could  be  one 
possible  part  of  the  explanation,  but  said  it  is  unlikely 
that  it  is  the  full  reason.  “Juries  may  tend  to  sym- 
pathize with  certain  plaintiffs  more  than  with  defen- 
dants, such  as  workers  suing  corporate  employers  or 
patients  suing  doctors.  Juries  also  may  be  willing  to 
impose  far  larger  awards  against  ‘deep  pocket’  defen- 
dants, such  as  manufacturers,  employers,  doctors,  or 
government  agencies — particularly  when  a plaintiff  is 
severely  injured.  In  any  event,  the  wide  variation  in 
awards  for  severely  injured  plaintiffs  raises  serious 
questions  about  the  equity  of  juiy  decisions.”  {Medical 
Liability  Monitor,  Vol.  9,  No.  12,  December  27,  1984) 

i 

MEDICAL  MALPRACTICE:  HOW  IT  AFFECTS 
BUSINESS  AND  HEALTH  CARE 

Almost  everyone  eventually  winds  up  paying  part  of 
the  bill  for  medical  malpractice  insurance — a signifi-  j 
cant  although  Indirect  contributor  to  the  soaring  costs  j 
of  health  care.  While  these  costs  are  not  rising  as  rapid-  ! 
ly  as  in  recent  years,  they  still  are  outpacing  inflation  : 
and  are  disproportionate  in  the  context  of  other  eco-  : 
nomic  indicators. 

Understanding  how  the  medical  malpractice  system 
works  is  a large  stride  toward  controlling  what  it  costs,  i 
The  U.S.  Chamber  of  Commerce  submitted  testimony 
during  the  98th  Congress  on  a joint  Senate  and  House  ; 
bill  (HR-5400/S-2690)  entitled  the  “Alternative  Medl-  ■ 
cal  Liability  Act  and  Defensive  Medicine.”  To  gain  per-  | 
spectlve  on  medical  malpractice  for  the  Washington  ! 
Briefing,  the  Washington  Service  Center’s  (WSC)  Nick 
Rucci  interviewed  the  Chamber’s  executive  respon-  j 
slble  for  health  care  matters,  Eric  Oxfeld,  who  also  is  | 
an  attorn^.  Rued  is  director  of  health  care  services  ;| 
for  the  WSC  and  is  a member  of  the  Chamber’s  Health 
Care  Committee. 

NR-  What  is  medical  malpractice?  j 

EO:  Medical  malpractice  is  a term  used  loosely  to  m 
describe  the  common  law  tort  system,  as  it  applies  to  | 
Improper  performance  of  professional  duties  by  a ; 

! 

*This  item  from  the  Department  of  Professional  Liability  Con-  I 
trol,  MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and  | 
A.  Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart-  ■ 
ment  and  Director  of  Specld  Projects. 
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physician  or  other  provider  of  health  services.  A person 
harmed  by  negligence  in  treatment  may  sue  for  dam- 
ages, under  rules  developed  primarily  through  court 
decisions  and  varying  from  state  to  state. 

NR  How  do  malpractice  insurance  and  defensive 
medicine  practices  affect  business? 

EO:  Malpractice  insurance  and  defensive  medicine 
conservatively  are  estimated  to  be  about  6 percent  of 
the  total  health  care  bill.  Revisions  to  the  medical 
malpractice  system  that  lower  malpractice-related  ex- 
penses would  aid  efforts  to  contain  health-care  costs. 
Numerous  approaches  to  malpractice  currently  are 
being  investigated.  In  evaluating  them,  one  must 
examine  the  need  for  action,  the  balance  of  equities 
among  plaintiffs,  defendants,  and  users  of  health  care, 
and,  if  legislation  is  advisable,  the  level  and  extent  of 
government  involvement. 

NR  Most  health  care  providers  cany  malpractice 
Insurance.  What  are  the  cost  consequences  of  this  cov- 
erage? 

EO:  Over  the  last  decade,  the  cost  of  this  insurance 
has  climbed  faster  than  the  overall  health  care  rate. 
Cost  varies  by  geographic  area  and  specialty.  The 
upper  extreme  is  over  $80,000  for  some  obstetrician- 
gynecologists  in  New  York.  These  costs  are  expected  to 
rise  considerably  over  the  next  two  years.  This  growing 
cost  has  obvious  consequences.  Physicians  are  reluc- 
tant to  practice  specialties  for  which  insurance  is  rela- 
tively expensive.  In  addition,  consumers  must  pay 
more  for  health  services,  because  malpractice  in- 
surance adds  to  overhead,  and  because  practitioners 
are  more  likely  to  order  precautionary  tests  or  other 
procedures  designed  to  protect  them  against  possible 
malpractice  claims — so-called  defensive  medicine.  The 
American  Medical  Association  estimates  that  this 
costs  more  than  $15  billion  a year. 

NR  It  seems  unlikely  that  with  all  the  advances  in 
medical  treatment,  physicians  have  become  more  neg- 
ligent in  providing  health  care.  What,  then,  has  caused 
this  problem? 

EO:  One  reason  may  be  that  the  character  of  health 
care  has  changed.  For  example,  today’s  practitioners 
probably  have  more  impersonal  relationships  with 
their  patients,  and  it  may  be  easier  to  sue  a stranger. 
And  let’s  not  ignore  the  growing  trend  toward  special- 
ization. It  means  that  patients  now  consult  a number 
of  physicians  rather  than  a trusted  “family”  doctor, 
and  often  do  not  have  the  opportunity  to  develop  a 
continuing  rapport.  And  physicians  themselves  may  be 
reluctant  to  develop  relationships  with  patients  lest 
something  they  say  be  used  against  them.  Finally,  the 
[ growth  in  popularity  of  health  maintenance  organiza- 
tions (HMOs)  and  preferred  provider  organizations 
may  mean  that  patients  are  retying  less  and  less  on 
one  familiar  practitioner.  Another  reason  may  be  that 
! patients  expect  too  much.  Medicine  is  an  Inexact  sci- 
ence— or  art,  at  best— and  patients  with  identical 
symptoms  may  not  respond  in  the  same  way  to  iden- 
ji  tical  treatment.  Then,  too,  Americans  notoriously  are 
I litigious,  and  may  be  inclined  to  sue  if  the  treatment 
I does  not  turn  out  as  they  expect.  But  the  persistence 
of  symptoms — or  even  death,  unfortunatety— does  not 
I necessarily  mean  that  a wrongful  act  has  been  com- 
mitted. The  wide  publicity  given  to  huge  settlements 
also  plays  a role  in  encouraging  suits. 


NR  An  often  overlooked  solution  to  any  problem  is 
to  do  nothing  and  let  the  issue  resolve  itself  Is  “no 
action”  an  acceptable  approach? 

EO:  Some  argue  that  no  action  is  necessary  because 
current  economc  trends  may  solve  the  problem.  For 
example,  the  trend  toward  use  of  HMOs  and  other  cost- 
containment  efforts  has  led  to  shorter  hospital  stays. 
Because  malpractice  clailms  are  typically  associated 
with  hospital  treatment,  the  number  of  malpractice 
claims  may  decline  accordingly.  Furthermore,  starting 
the  diagnostic-related  group  (DRG)  prospective  pay- 
ment system  for  Medicare  and  Medicaid  may  force 
providers  to  abandon  defensive  medicine  practices  out 
of  economic  necessity.  In  addition,  malpractice  in- 
surers and  physicians’  organizations  have  begun  to 
educate  health  care  practitioners  on  how  to  avoid 
malpractice  claims.  Others  would  say  that  the  problem 
shows  few  signs  of  abating.  Critics  of  the  DRG  system 
and  alternative  delivery  system  assert  that  the  fresh 
emphasis  on  cost  cutting  itself  may  generate  more 
claims.  They  observe  that  patients  may  not  be  receiv- 
ing all  the  treatment  they  need  or  that  they  ihay  be 
released  from  hospitals  before  they  completely  are  well. 
Moreover,  the  development  of  law  firms  specializing  in 
medical  malpractice  claims  may  be  a force  for  ad- 
ditional malpractice  litigation.  And,  too,  the  courts 
seem  to  be  constantly  expanding  the  grounds  for  ac- 
tions against  physicians  and  their  insurers. 

NR  What  are  the  states  doing  to  help  control  the 
costs  of  medical  malpractice? 

EO:  Many  states  have  passed  legislation  attempting 
to  help  rein  in  medical  malpractice  costs.  For  example, 
some  have  dictated  ceilings  on  recovery  for  pain  and 
suffering.  Others  have  attempted  to  mandate  the  use 
of  arbitration,  or  other  alternatives  to  filing  suit. 

NR  Does  this  federal  bill  pre-empt  existing  state  laws 
and  raise  constitutional  questions? 

EO:  Yes.  Critics  of  the  bill  have  identified  a number 
of  problems,  including  pre-emption  of  state  law,  the 
likelihood  of  two  malpractice  systems  in  one  state,  and 
the  constitutionality  of  cutting  off  tort  liability. 
Spokesmen  for  the  plaintiffs’  bar  have  expressed  fears 
that  the  proposal  would  erode  safety  Incentives  for 
health  care  practitioners.  And  those  representing  the 
elderly  and  the  poor  argue  that  it  discriminates 
against  retirees  and  others  who  are  not  working  and 
so  would  suffer  little  or  no  economic  loss. 

Commentary.  The  proposed  legislation  correctly 
drew  attention  to  the  medical  malpractice  problem  and 
its  possible  solutions.  However,  representatives  of  the 
medical  and  legal  communities,  insurers  and  em- 
ployers, and  consumers  of  health  care  services  have 
raised  serious  questions  and  concerns  about  the 
malpractice  situation  and  the  need  for  action  and  what 
form  it  should  take. 

The  98th  Congress  referred  the  bills  to  committee, 
but  no  action  was  taken  before  adjournment.  E>en  if 
the  bills  are  not  Introduced  again  in  the  99th  Con- 
gress, these  concerns  undoubtedly  will  be  readdressed 
when  overall  reform  of  the  Medicare  program  is  con- 
sidered. Physicians  should  follow  this  legislation 
carefully  and  encourage  any  new  Congressional  moves 
that  could  help  solve  the  problem  of  medical  malprac- 
tice as  it  contributes  to  higher  costs  for  health  care. 
(Washington  Briefing,  January  1985) 
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“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45<f  a day  for  INDERAL  (propranolol  HCl) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DiW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAL— 

BRAND  OF  PROPRANOLOL  HCI 

<3><K>  ® ® 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 
INDERAL®  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  IS  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  lolock,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS 

CARDIAC  FAILURE,  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS, 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL.  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g,,  dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers, 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function 
t6StS. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies. 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma 
screening  test.  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  Is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Most  adverse  eftects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular:  bradycardia:  congestive  heart  failure;  intensification  of  AV  block;  hypoten- 
sion; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency  usually  of  the 
Raynaud  type. 

Central  Nervous  System.  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal,  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm. 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol. 

‘The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories. 
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Editorial 

Medical  License: 
Cherished  Possession 


Frank  J.  Malta,  m.d.* 


As  a member  of  the  New  Jersey  State 
Board  of  Medical  Examiners,  the  author 
reminds  us  of  the  great  privilege 
accorded  those  who  are  licensed  to 
practice  medicine. 


The  seeds  of  liberty  are  sown  in 
sacrifice.  The  privilege  to  prac- 
tice medicine  is  encompassed  in 
professionalism.  Once  an  individual  has  decided  to 
become  a physician,  the  years  ahead  are  fraught  with 
arduous  study,  perseverance,  and  determination  in  the 
pursuit  of  excellence.  Acceptance  into  medical  school 
is  a moment  of  great  happiness  and  elation.  A license 
to  practice  and  the  privilege  contained  therein  is  far 
from  the  mind  of  the  embryonic  doctor.  As  the  student 
develops  attitudes  and  lofty  goals  by  emulating  role 
models,  he  gradually  perceives  his  identity  as  a phy- 
sician. 

Medicine  today  is  not  the  result  of  contributions  by 
any  one  individual,  but  the  sum  total  of  history,  events, 
dedication,  and  contributions  by  those  who  came 
before  and  who  have  passed  on  to  the  present  gener- 
ation, “la  dolce  vita" 

The  public  and  the  individual  patient,  through  cen- 
turies of  contact  with  the  physician,  developed  a “doc- 
tor-patient” relationship  of  trust  and  an  acceptance  of 
the  unique  rapport  that  has  evolved  which  has  led  to 
the  high  esteem  that  the  medical  profession  has  en- 
joyed over  the  years.  Out  of  the  doctor-patient  rela- 
tionship, a professionalism  resulted  and  the  physician 
was  placed  on  a pedestal  that  demanded  a high 


standard  of  behavior  above  and  beyond  that  expected 
of  most  men  and  women.  The  molding  of  a person  with 
high  moral  standards  and  lofty  ideals,  who  strives  for 
excellence  through  the  pursuit  of  knowledge,  an  in- 
satiable curiosity,  and  an  impeccable  mode  of  conduct 
is  for  the  sole  purpose  of  serving  the  patient.  Robert 
Louis  Stevenson  aptly  described  the  physician  when 
he  wrote,  “There  are  men  and  classes  of  men  that  stand 
above  the  common  herd:  the  soldier,  the  sailor,  and  the 
shepherd  not  infrequently;  the  artist  rarely;  rarer  still, 
the  clergyman:  the  physician  almost  as  a rule.” 

After  satisfying  the  academic  requirements,  the 
medical  student  is  granted  a degree:  doctor  of  al- 
lopathic or  osteopathic  medicine.  After  requirements 
are  fulfilled,  the  state  issues  a license  to  practice  medi- 
cine and  surgery  to  the  physician. 

The  idea  that  a license  to  practice  medicine  and 
surgery  is  a privilege  still  is  not  given  much  thought 
and  it  probably  is  expected  by  most  physicians  as  an 
“earned  right.”  Each  state  legislature  has  defined  and 
determined  the  qualifications  before  a medical  license 
is  issued.  The  majority  of  physicians  who  become 
licensed  will  serve  their  patients  in  an  exemplary 
fashion,  thereby  earning  the  respect  and  loyalty  of 
their  patients  in  the  tradition  of  Hippocrates. 

Somewhere  along  the  way.  a physician  may  go  astray 
for  various  reasons:  personality  problems,  mental  ill- 
ness, drug  or  alcohol  abuse  and  impairment,  personal 
greed,  a failure  of  medical  knowledge,  overprescribing 
controlled  dangerous  substances  without  valid  medi- 
cal reasons,  use  of  poor  judgment,  repeated  acts  of 
negligence  and/or  malpractice,  and  unprofessional 
conduct.  These  place  the  license  to  practice  medicine 
in  jeopardy.  State  boards  of  medical  examiners  are 
charged  by  statute  with  the  responsibility  of  protecting 
the  safety,  health,  and  welfare  of  the  consumers  within 
their  state.  Given  this  responsibility,  they  are  accorded 
broad  powers  by  their  legislatures  to  police  the  medical 
profession  and  to  protect  the  public.  As  a result  of  this 
power,  some  physicians  may  feel  threatened  by  the 
board  of  medical  examiners:  a natural  tendency  to 
over-react  may  lead  to  great  concern,  and  to  criticism 
of  board  actions.  One  best  can  address  this  through 
better  understanding  of  the  need  to  protect  the  public 
and  by  cooperating  with  the  impaired  physicians  com- 
mittees which  can  advise  rehabilitation  techniques. 
Punitive  measures,  when  appropriate,  are  defined  by 
state  statutes. 

Medical  societies  and  professional  societies  have  not 
been  able  to  fend  off  consumer  movements  which  have 
become  more  vocal  and  file  more  complaints,  while 
continuing  their  tradition  of  maintaining  pro- 
fessionalism and  disciplining  their  members.  They  do 
not  have  the  statutory  powers  to  significantly  dis- 
cipline their  members  other  than  to  reprimand, 
suspend,  or  expel  them  from  their  organization.  They 
have  absolutely  no  influence  on  nonmembers.  Who, 
then,  must  undertake  the  task  of  protecting  the  public, 
if  not  the  board  of  medical  examiners? 

In  most  instances,  actions  are  initiated  by  the  Board 
of  Medical  Examiners  on  the  basis  of  a complaint  filed 
against  a licensee.  Due  process  then  is  accorded  the 


*Dr.  Malta  is  a member  of  the  New  Jersey  State  Board  of 
Medical  Examiners. 
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licensee  to  protect  his  license.  Like  freedom,  the  privi- 
lege to  practice  medicine  may  not  be  appreciated  until 
that  privilege  is  in  jeopardy  or  is  taken  away.  In  many 
instances,  the  failure  to  maintain  one’s  pro- 
fessionalism in  the  broadest  sense  results  in  the  loss 
of  the  privilege  to  practice  medicine.  Disciplinary 
measures  involve  a very  small  percentage  of  phy- 
sicians. 

For  the  past  three  years,  1 have  been  privileged  to 


serve  as  a member  of  the  New  Jersey  State  Board  of 
Medical  Examiners  and,  at  the  same  time,  to  maintain 
an  active  medical  practice.  It  is  most  important  that 
Board  members  are  in  the  active  practice  of  medicine 
in  order  that  they  may  understand  both  the  art  of 
medicine  and  the  state  of  the  art.  Not  a day  goes  by 
that  1 am  not  reminded  of  the  great  privilege  that  has 
been  accorded  to  me  to  be  licensed  to  practice  medi- 
cine. 1 have  learned  to  cherish  that  license. 
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Hospital  Governing 

BOARDS*  

Closed  Medical  Staff: 
Legal  Challenges 


James  E.  George.  m.d.,  j.d. 


The  issue  of  closed  mediccd  stajfs  has 
been  the  subject  of  continuing 
controversy  in  New  Jersey. 


Two  lawsuits  involving  chal- 
lenges by  physicians  who  were 
denied  admittance  to  closed 
hospital  medical  staffs  are  expected  to  be  heard  by  the 
Supreme  Court  of  New  Jersey  in  1985.  They  are 
Berman  v Valley  Hospital  196  N.J.  Super.  359  (1984) 
and  Desai  v Saint  Barnabas  Medical  Center,  Docket 
No.  C- 1342-81,  Essex  County. 

The  issue  of  closed  medical  staffs  has  been  the  sub- 
ject of  continuing  controversy  in  New  Jersey.  Some 
hospitals  in  the  state  have  adopted  closed  medical  staff 
policies  in  order  to  avoid  overcrowding  and  over- 
utilization  in  the  face  of  limited  bed  capacity  and  in 
the  face  of  stringent  state  regulations  and  require- 
ments for  additional  beds. 

Some  critics  of  the  closed  medical  staff  policy  con- 
tend that  it  merely  is  an  artful  means  by  which  estab- 
lished physicians  can  avoid  competition  from  other 
physicians.  Advocates  of  the  policy  find  that  it  permits 
hospitals  to  exercise  more  effective  control  over  its 
resources  in  the  interest  of  maintaining  the  quality  of 
patient  care. 

To  the  individual  physician  applicant,  a closed  staff 
policy  may  effectively  deny  the  physician  access  to  a 
hospital  in  the  locality  of  his  choice  with  resulting 
economic  consequences.  Notably,  in  both  of  the  above 
lawsuits  challenging  closed  medical  staff  policies,  the 
litigants  are  physicians  with  an  urban  practice  who 
sought  affiliation  with  a hospital  in  a more  affluent 


suburban  locality.  A brief  capsullzatlon  of  the  two 
cases  reveals  Interesting  similarities  and  significant  ^ 
differences  between  them.  In  both  Ccises,  the  competen- 
cy and  professional  qualifications  of  the  applicants 
were  not  in  controversy. 

In  the  Valley  Hospital  case,  two  physicians,  one  a 
nephrologist  and  the  other  a pulmonary  medicine 
specialist,  challenged  the  hospital’s  1977  regulation 
which  limited  new  medical  staff  appointments  to  phy- 
sicians whose  offices  were  located  in  what  the  hospital  | 
defined  as  its  primary  service  area  The  regulation  also 
provided  that  physicians  who  had  been  in  private  prac- 
tice in  that  defined  area  for  more  than  two  years  im- 
mediately preceding  the  date  of  their  applications  for 
staff  privileges  were  Ineligible,  unless  their  specialty 
met  a predetermined  need  at  the  hospital. 

According  to  the  opinion  of  the  Appellate  Division 
of  the  Superior  Court,  Valley  Hospital  justified  its  pol- 
icy on  the  grounds  that  the  hospital  faced  over- 
crowding and  overutilization  in  1977  and  had  to  take 
action  to  hold  down  occupancy  rates.  The  hospital  con- 
tended that  the  occupancy  problem  was  partly  at-  i 
tributable  to  the  fact  that  many  experienced  phy-  i 
sicians  with  large,  established  practices  had  trans-  | 
ferred  their  affiliations  to  Valley  Hospital  from  inner-  j 
city  hospitals.  The  hospital  concluded  that  if  large  j 
numbers  of  physicians  left  inner-city  hospitals,  their  i 
viability  would  be  harmed.  The  new  resolution  left  the  | 
door  open  to  new  physicians  with  lighter  patient  loads  | 
and  new  ideas.  | 

In  the  suit  against  Saint  Barnabas  Medical  Center,  j; 
a physician  board  certified  in  internal  medicine  and  I 
gastroenterology  challenged  the  hospital’s  stated . 
closed  staff  policy.  According  to  the  opinion  of  the  || 
lower  court.  Saint  Barnabas  had  a closed  staff  policy  |« 
since  1969,  but  nevertheless  admitted  several  hundred  3 
physicians  to  its  staff  under  an  exception  to  the  rule.  || 
Nearly  all  physicians  who  were  admitted  to  the  medical  ^ 
staff  of  the  hospital  since  1969  were  admitted  because  j 
they  had  associated  themselves  with  physicians  who ; 
already  were  members  of  the  medical  staff  1 

According  to  the  opinion  of  the  lower  court  Saint! 
Barnabas  was  motivated  to  adopt  its  closed  staff  policy  j 
in  1969  to  avoid  overutllizatlon.  The  court  noted  that  ! 
overutilization  may  prevent  the  admission  of  patients  j 
who  are  in  great  need  of  services  at  the  hospital.  It  also  | 
noted  that  supervision  of  physicians  and  other  pro-' 
fessional  staff  and  the  quality  of  patient  care  may  slip. 
The  court  also  observed  that  the  Commissioner  of 
Health  had  been  cautious  in  allowing  suburban  hospi- 
tals to  create  additional  or  new  facilities  in  light  of  the 
marked  underutilization  of  inner-city  hospitals.  j 
In  previous  litigation  challenging  hospital  policy,  the| 
Supreme  Court  of  New  Jersey  indicated  that  a court’s 
review  of  a hospital  decision  will  be  limited  to  a review 
of  the  record  of  the  hearings  afforded  to  the  applicant' 
to  ensure  that  the  hospital’s  decision  neither  was  arbl-  ' 
traiy  nor  capricious  and  that  it  rests  upon  reasonable! 
grounds.  In  deciding  whether  the  hospital  s policy  Isi 
arbitrary  or  capricious,  courts  may  examine  whether| 
the  policy  has  been  Implemented  fairly  and  without; 

•The  material  for  this  column  is  coedited  by  Arthur  Krosnick, : 
M.D.,  Editor,  The  Journal,  MSNJ;  Vincent  A Maressa,  J.D., ; 
Executive  Director,  MSNJ;  cind  James  E.  George,  M.D.,  J.D.,  j 
Director  of  Professional  Liability  Control,  MSNJ. 
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discrimination  or  whether  it  is  wholly  unrelated  to 
patient  care  and  the  needs  of  the  institution.  In  de- 
ciding whether  the  policy  is  reasonable,  the  court  may 
examine  whether  or  not  the  policy  is  effective. 

The  likelihood  of  a successful  challenge  to  a hospi- 
tal’s decision  to  close  its  staff  depends  on  the  specific 
facts  of  each  case.  If  the  hospital  and  medical  staff  have 
enacted  procedurally  fair  and  reasonable  bylaws,  rules, 
and  regulations  and  have  abided  by  them,  the  hospi- 
tal's decision  probably  will  be  upheld  in  court  if  it  is 
reasonable  and  sensible  and  applied  in  a fair  manner. 
An  aggrieved  physician  may  be  successful  in  court  if 


a judicial  review  of  the  record  of  the  hospital’s 
procedures  and  policy  shows  unfairness  or  that  the 
criteria  upon  which  the  hospital  based  its  decision  are 
against  public  policy  or  otherwise  invalid. 

The  courts  in  New  Jersey  have  recognized  that  hos- 
pital staff  membership  has  significant  economic  con- 
sequences to  most  physicians.  On  the  other  hand,  the 
courts  generally  have  permitted  private  hospitals  a 
large  measure  of  reasonable  discretion.  Given  the  eco- 
nomic climate  of  the  times,  physicians  and  hospiteds 
can  expect  that  attention  will  be  focused  on  the 
opinions  of  the  Supreme  Court  of  New  Jersey. 
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Aftera  nitrate, 
add  ISOPnfC 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 


single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 
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ISOPTII^nBim 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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ARE  YOUR  STAFF  AND/OR 
POUaES  ^TURNING  OFF* 
YOUR  PATIENTS? 


WEHAVETHEI^! 

ANNOUNaNG  A 

MEDICAL 

POBUC  RELATIONS 
SEMINAR 

FOR  YOUR  EMPLOYEES 

CONDCJCTED  BY 

PHYLUS  KESSEL 

OF  PHYLUS  KESSEL  ASSOCIATES 
SPECIAUSTS  IN  PUBUC  RELAHONS 
FOR  THE  MEDICAL  PROFESSION 

SATURDAY,  MAY  11,  1985 
9:30  AM.  to  12  NOON 

AT  THE 

HILTON  INN 

HOPE  ROAD,  TINTON  FALLS,  N J. 

( jaST  OFF  GARDEN  STATE  PKWY.  EXIT  1 05) 

Among  the  problems  we  will  cover: 

• The  Initial  Telephone  Contact 

• Handling  the  Anxious  Patient 

• Dealing  with  Delays 

• Encouraging  a FYofessional  Attitude 

• Insurance  Forms,  to  complete  or  not 

• Fee  CoOection  on  day  of  visit 
And  much  more  . . . 

This  could  be  the  snnartest  investment 
you  ever  made.  Enroll  your  staff  today! 

FEE:  *$125.  First  staff  member 

$ 20.  Each  additional  member 
(Doctors  may  accompany  staff 
members  at  no  charge.) 

(201)  531-7080 

* $ 1 00.  if  received  by  April  1 , 1 985 
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MAIL  TO: 


phyllis  kessel  associates 

780  West  Park  Arenue,  Oakhurst,  NJ  07755 


Yes,  I am  sending  member(s)  of 

my  staff  to  attend  the  Public  Relations  Seminar. 
Enclosed  is  my  check  for  $ 


Doctor  s Name 
Address  


Zip 

Office  Telephone  ( ) 
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COVER  STORY 


RESEARCH 

IN  THE 

PHYSIOLOGY  OF  EXERCISE  AND 

SPORTS* 

By  Max  M.  Novich,  M.D.** 


The  common  thread  that  runs 
throughout  sports,  be  it  rec- 
reational or  competitive,  is 
physical  activity.  This  may  be  static,  dynamic,  kinetic, 
or  therapeutic:  it  may  range  from  bicycling  to  ballet  to 
boxing.  The  physiology  of  exercise  concerns  the  inter- 
relationship of  the  parts  of  the  body  and  their  func- 
tions under  the  stress  of  exertion.  Sports  medicine  is 
the  application  of  scientific  information  from  the 
many  branches  of  clinical  medicine,  dentistiy,  basic 
and  applied  physiology,  physical  education,  and  other 
allied  health  sciences  to  the  study  and  promotion  of 
human  physical  performance.^'^ 

Sports  medicine  is  not  the  exclusive  domain  of  the 
medical  profession.  The  American  College  of  Sports 
Medicine  uses  36  primary  occupational  codes  for  its 
membership,  starting  with  anatomists  and  ending 
with  veterinarians.  All  have  academic  credentials  and 
experience  that  qualify  them  to  render  some  compo- 
nent service  of  sports  medicine. 

THE  BEGINNING  OF  SPORTS  MEDICINE 

Scientific  inquiry  into  the  nature  and  scope  of 
human  performance  has  been  conducted  since  ancient 
times.  Galen,  bom  in  Pergamos  in  201  b.c.,  “recorded 
more  fundamental  contributions  to  exercise  physiol- 
ogy than  any  physician  before  or  since  and  is  aptly 
called  the  father  of  sports  medicine.”^*  Hippocrates 
was  aware  of  muscular  atrophy  in  patients  who  could 
not  move  their  limbs.  He  recognized  the  relationship 
between  motion  and  muscles,  and  the  need  for  exercise 
to  strengthen  weakened  muscles.  Weightlifters  of 
ancient  Greece  were  able  to  hypertrophy  their  muscles 
by  lifting  progressively  heavier  loads  using  a “Halter” 
that  resembled  modem  dumbbells  and  was  weighted 
with  lead.  The  most  important  contribution  of  the 
ancient  Greeks  to  our  modem  understanding  of  sports 


medicine  came  by  way  of  the  reinstitution  of  the  Olym- 
pic Games  by  Baron  Pierre  de  Coubertain  in  1896, 
which  gave  scientists  tremendous  impetus  to  explore 
human  athletic  performance,  exercise,  physical  educa- 
tion, and  sports. 

The  words,  “citius,  altius,  fortius,”  which  appear 
under  the  Olympic  symbol,  originally  meant  “faster, 
higher,  and  braver,”  but  this  translation  has  been 
modernized  to  “swifter,  higher,  and  stronger.”  Athletes 
and  athletic  advisory  personnel  always  have  been 
aware  that  training  and  conditioning  are  necessary  to 
improve  their  skill,  strength,  speed,  and  endurance. 
Nonetheless,  many  biochemical,  biophysical, 
biomechanical,  and  neurological  factors  limit  athletic 
performance;  research  into  these  areas  is  improving 
our  understanding  of  exercise  physiology.  As  each 
answer  to  a problem  hindering  athletic  performance 
was  discovered,  other  investigators  used  the  infor- 
mation to  solve  other  problems,  and  these  advances 
then  were  applied  not  only  to  athletics,  but  to  human 
health  in  general. 

Most  early  discoveries  and  contributions  in  exercise 
physiology  were  made  by  European  physicians:  Mosso 
of  Italy,  Zunts  of  Germany,  Lindhard  of  Denmark, 
Marey  of  France,  Kroenecker  of  Switzerland, 
Krestownikow  of  Russia,  and  Buytendijk  and  1.  Snap- 
per of  Holland.  The  European  research  was  conducted 
on  a small  scale  by  individual  investigators  or  by  small 
teams  of  investigators,  most  of  whom  were  athletes 


*This  is  the  second  part  of  a state-of-the-art  article  on  sports 
medicine.  Part  1 appeared  in  the  April  1982  issue  of  The 
Journal. 

**Dr.  Novich  is  Clinical  Professor  of  Surgery,  UMDNJ-New 
Jersey  Medical  School  and  Founder  and  Director  of  Sports 
Medicine,  United  Hospitals  Orthopedic  Center,  Newark.  Cor- 
respondence may  be  addressed  to  Dr.  Novich,  313  State 
Street,  Perth  Amboy,  NJ  08861. 
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with  some  intimate  knowledge  of  a partieular  sport. 
Using  biomedieal  and  biophysical  concepts,  concern- 
ing metabolism,  temperature  regulation,  cardiac 
stroke  volume,  hematology,  and  electrocardiography, 
these  scientists  worked  out  sports-related  scientific 
data  using  their  knowledge  of  the  sport  and  procedural 
know-how.  In  1914,  Dr.  J.  Barcroft  of  England  pub- 
lished a monumental  work  in  the  study  of  exercise 
physiology  entitled.  The  Respiratory  Functions  of  the 
Blood  R Tait  McKenzie,  a Canadian  physician  who 
later  became  affiliated  with  the  University  of  Penn- 
sylvania. published  a book  entitled.  Exercise  in  Educa- 
tion and  Medicine,  in  1909;  McKenzie  was  more  in- 
volved with  physical  education  than  with  the  practice 
of  medicine. 

In  the  United  States,  a “fatigue  laboratoiy”  was  es- 
tablished in  1924  at  Harvard  University.  Drs.  L.J.  Hen- 
derson, Bruce  Dill,  Arlie  V.  Bock,  Sid  Robinson,  Yandell 
Henderson,  and  John  Talbott,  who  later  became  the 
editor  of  the  Journal  of  the  American  Medical  As- 
sociation.^ were  among  the  first  to  work  there.  Re- 
search at  the  Fatigue  Laboratoiy  was  oriented  toward 
physiology  and  biochemistry.  Some  research  centered 
around  environmental  extremes,  such  as  the  physio- 
logical effects  of  cold  weather  and  high  altitudes  on 
body  metabolism,  and  metabolic  diseases.  Dill  and 
Bock  later  rewrote  Bainbridge’s  1931  edition  of  Physi- 
ology of  Muscular  Exercise,  which  incorporated  the 
newest  European  and  Harvard  concepts  of  exercise 
physiology.  The  Fatigue  Laboratory  continued  to  oper- 
ate until  1942.® 

The  biophysical  research  of  Drs.  A.V.  Hill  and  O. 
Meyerhoff  on  the  isolated  muscle  of  the  frog  earned 
these  investigators  a Nobel  Prize  in  Medicine  and 
Physiology  in  1923.  Their  work  propelled  and 
embellished  the  research  and  application  of  this 
knowledge,  which  became  useful  not  only  for  athletes 
but  also  for  the  general  population.  In  1925,  Hill  gave 
a presidential  address  before  the  section  of  physiology 
of  the  British  Associations  titled,  “The  Physiological 
Basis  of  Athletic  Records.”  His  address  established  not 
only  high  standards  of  scientific  study  of  athletics  for 
future  investigators,  but  also  was  the  forerunner  for 
two  future  monographs  entitled,  Living  Machinery 
and  Muscular  Movement  in  Marc  These  monographs 
have  as  much  relevance  today  as  they  did  when  first 
published,  and  serious  students  of  physiology  as  well 
as  students  of  sports  medicine  are  encouraged  to  re- 
view them. 

With  this  giant  step  forwcird,  additional  basic  re- 
search was  undertaken  to  reveal  additional  secrets  still 
locked  in  the  muscle. 

MUSCLE  STRUCTURE,  FUNCTION,  AND  CONTROL 

The  composition  of  human  muscle  is  slightly  more 
than  70  percent  water  and  22  percent  protein.  It  con- 
tains millions  of  strands  of  protein  filaments,  some  of 
which  are  called  actin  (a  thin-strand  protein)  and 
others  called  myosin  (a  thicker-strand  protein).  These 
filaments  form  myofilaments,  which  successively 
enlarge  into  myofibrils,  muscle  fibers,  and  muscle 


Ctoswp  oS  one  sarcomere,  eight  cross  - bridges  are  shown 
extending  from  myosin  to  actin.  Given  energy  from  ATP  breakdown 
these  cross-bridges  attach  to  the  actin  filaments,  shorter*  and 
telescope  the  entire  2-tlrre  fHament  units  over  the  myosin  filament 
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A schematic  diagram  of  three  sarcomeres  from  one  myofilament. 
Many  thousands  of  sarcomeres  form  Just  one  myofilament. 

Refer  to  figure  2 for  explanation. 


figure  4 

When  cross-bridges  pull  Z-lines  together,  sarcomere  length 
decreases,  but  neither  actin  nor  myosin  filaments  shorten. 


I 


Figure  1 — Muscle  structure,  function,  and  control.^ 


fasciculi,  or  bundles  of  muscle  fibers.  A myofibril  con- 
tains many  thousands  of  sarcomeres  that  are  specific 
units  between  adjacent  Z lines.  These  sarcomeres  con- 
tract and  shorten  muscles  on  stimulation  from  the 
nervous  system.  The  actin  and  myosin  filaments  lie 
alongside  each  other  and  are  spaced  so  that  they  can 
slide  past  each  other.  Contained  within  these  protein 
filaments  are  other  protein  filaments  called  troponin 
and  tropomyosin.  In  addition  to  these  elements, 
calcium  and  magnesium  also  must  be  present  for  mus- 
cle contraction  to  occur.  When  a muscle  is  stimulated, 
calcium  is  released  from  the  cells  and  the  protein  actin 
and  myosin  undergo  a “conformational  change”^  (Fig- 
ure 1),  causing  a cross-bridge  from  the  myosin  fila- 
ment to  hook  onto  the  actin  filament,  which  pulls  the  j 
actin  filament  towards  it  and  makes  the  muscle  fiber  | 
shorten  or  contract.  The  force  and  velocity  of  the  con-  | 
traction  depends  on  the  available  energy  and  motiva-  j 
tion.  The  biochemistry  in  this  activity  depends  on  a i 
chemical  compound  called  adenosine  triphosphate  j 
(ATP).  When  ATP  is  metabolized,  it  loses  one  of  its 
high-energy  phosphate  bonds,  becoming  adenosine 
diphosphate  (ADP).  The  release  of  the  energy  causes 
the  previously  described  cross-bridge  to  release  or  un-  | 
hook  from  the  actin  filament:  it  is  recycled  for  the  next  { 
contraction.  This  is  essentially  the  “sliding  filament  j 
theory”  of  muscle  contraction,  the  biochemical  process  j 

of  which  was  discovered  by  British  physiologists,  H.E.  j 

j: 

jj 
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and  AF.  Huxley 

The  energy  required  for  muscle  contraction  is 
produced  by  aerobic  and  anaerobic  metabolic 
pathways.  Aerobic  metabolism  was  explained  by  Sir 
Hans  Krebs,  a physician  who  originally  was  trained  in 
otolaiyngology  but  preferred  to  work  in  biochemistiy 
and  physiologic  research.  He  developed  the  citric  acid 
cycle,  now  popularly  known  as  the  Krebs  cycle.*^  This 
constitutes  a sequential  series  of  nine  major  enzymatic 
chemical  reactions  occurring  in  the  mitochondrion  of 
cells,  which  provides  energy  from  the  oxidation  of 
glucose,  fatty  acids,  and  amino  acids.  It  must  occur  in 
the  presence  of  adequate  oxygen  to  oxidize  the  avail- 
able carbohydrates  to  CO2  and  water.  This  usually  hap- 
pens when  the  exercise  is  of  submaximal  intensity, 
and  such  exercise  is  known  as  aerobic  exercise.  Krebs 
was  awarded  a Nobel  Prize  in  Medicine  and  Physiology 
in  1953  for  this  monumental  work.'° 

When  the  demand  for  energy  exceeds  the  availability 
of  oxygen,  glycogen  is  broken  down  anaerobically.  Ex- 
ercises of  near-maximal  intensity,  such  as  sprinting, 
high  jumping,  shot  putting,  cross-countiy  skiing,  and 
others  that  produce  exhaustion  quickly,  use  anaerobic 
pathways  to  maintain  function.  Creatine  phosphate,  a 
chemical  stored  in  muscles,  like  ATP,  supplies  energy 
for  muscular  work.  Creatine  phosphate  is  called  upon 
for  quick  energy  in  anaerobic  metabolism  during  an 
all-out  work  effort,  but  it  is  depleted  in  about  30  to  45 
seconds.  This  creates  a local  “oxygen  debt”  which  is 
repaid  when  the  cardiopulmonary  system  is  able  to 
transport  sufficient  oxygen  and  other  nutrients  to  the 
fatigued  muscles.  Oxygen,  in  combination  with  the 
residual  chemical  substrates,  corrects  the  oxygen  defi- 
cit: waste  metabolites  also  are  removed.  Rudolf 
Margaria,  of  Italy,  an  early  alumnus  of  the  Harvard 
Fatigue  Laboratory,  worked  out  the  reconstitution  of 
creatine  phosphate  in  the  recovery  from  exercise  in 
1932.  Margaria’s  major  contribution  concerned  the 
formation  and  removal  of  lactic  acid  in  the  recovery 
phase  from  muscular  fatigue.  His  interest  in  anaerobic 
metabolism  stimulated  him  to  develop  a “step  test” 
that  still  is  used  in  some  laboratories  to  measure 
anaerobic  work  potential. 

In  the  past,  coaches  and  physical  educators  were 
unable  to  explain  differences  in  athletic  capabilities, 
excluding  the  performer’s  skills  and  motivation.  Why 
were  some  track  athletes  better  at  distance  events  than 
sprint  events?  Why  were  some  swimmers  better  at  long 
distance  and  others  at  short  distance  completion? 
This  research  in  muscle  physiology  explored  why  some 
athletes  had  a capacity  to  move  more  quickly  than 
: others.  Why  could  an  athlete  like  boxing  champion 
Sugar  Ray  Leonard  move  his  hands  with  such  in- 
credible speed  whereas  others  could  not?  Per- 
cutaneous needle  biopsy  has  shown  various  types  of 
muscles  may  account  for  these  differences. 

Earlier  classifications  labeled  muscle  types  as  red, 
slow  twitch  muscle  fibers  (type  1)  and  white,  fast  twitch 
I muscle  fibers  (type  11).  Athletes  with  a higher  ratio  of 
j type  1 to  type  11  fibers  perform  better  in  endurance 
I events,  whereas  athletes  with  a higher  ratio  of  type  11 

! 
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to  type  I fibers  are  better  suited  for  events  requiring 
great  speed  over  shorter  distances. 

A classification  of  four  basic  fiber  types  that  de- 
tennine  force  of  contraction,  speed  of  contraction,  and 
endurance  was  developed.  These  four  fiber  types  are 
seen  in  most  muscles,  but  their  percentages  differ  (Fig- 
ure 2):  type  1 (slow,  oxidative)— aerobic— endurance 
fibers  with  oxygen-storing  capacity,  and  these  do  not 
hypertrophy;  type  11  (fast,  oxidative)— fast,  fatigue-re- 
sistant— all  these  fibers  act  sequentially— fast  and 
powerful— high  endurance  capability  yet  not  the  long- 
term endurance  of  type  1;  type  11 AB  (fast,  oxidative,  and 
glycolytic)  fast-intermediate  fatigability;  and  type  11  B 
(fast,  glycolytic)  fast,  fatigable — powerful  sprint  fibers 
that  fatigue  most  quickly. 

Fundamental  to  an  understanding  of  exercise  physi- 
ology is  a knowledge  of  how  the  central  and  peripheral 
nervous  systems  precisely  govern  the  muscles.  Com- 
mands originate  in  the  frontal  cortex.  Movements  are 
initiated  and  coordinated  in  the  basal  ganglia,  mid- 
brain, and  cerebellum,  then  are  relayed  through  the 
thalamus  to  the  motor  cortex,  with  final  commands 
proceeding  downward  into  the  spinal  cord  and  thence 
to  the  muscle  groups.  The  message  of  the  brain  centers 
is  transmitted  to  the  muscle  through  the  motor  neu- 
ron. The  motor  neuron  turns  on  the  muscle  it  governs 
in  an  “all  or  nothing”  manner  depending  on  the  one 
or  as  many  as  several  hundred  muscle  fibers  it  con- 
trols. The  fiber  is  either  “on”  or  “off’  with  no  intermedi- 
ate stages. 
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When  the  “on”  stage  is  inadequate  for  the  immediate 
need,  more  energy  is  obtained  by  increasing  the  fre- 
quency of  stimulation  of  the  fibers  already  turned  on 
and  also  by  recruitment  of  additional  fibers  of  the 
same  type.  Recruitment  of  larger  and/or  more  powerful 
fiber  types  enables  a greater  force  application.  With  the 
body’s  usual  efficiency,  muscle  fibers  are  called  into 
service  based  upon  the  specific  workload  to  which 
these  specific  fibers  respond.  This  is  called  fiber  re- 
cruitment. Athletic  endeavors  that  require  great  power 
and  speed  will  evoke  the  response  of  all  four  types  of 
muscle  fibers,  the  weakest  to  the  strongest. 

The  presence  of  these  muscle  types  is  determined 
genetically.  All  muscular  activities  are  dependent  on 
combinations  of  oxidative  and  glycolytic  fueling.  The 
higher  the  intensity  of  the  athletic  activity,  the  more 
glycolytic  the  muscular  activity  becomes.  The  lesser  the 
intensity,  the  more  oxidative  the  muscular  activity  be- 
comes. For  instance,  the  longer  an  athlete  has  to  per- 
form, as  in  a marathon,  cross-country  skiing,  long- 
distance cycling,  or  other  endurance  activity,  the  more 
aerobic  (oxidative)  is  his  activity,  using  a higher  ratio 
of  slow  twitch  muscle  fibers.  The  higher  the  intensity 
of  the  activity,  such  as  in  sprinting  or  shot  putting, 
the  more  anaerobic  (glycolytic)  the  activity  becomes. 

STRENGTH  AND  ENDURANCE  TRAINING 

Muscles,  like  other  organs  in  the  body,  react  and 
adapt  to  the  stress  to  which  they  are  subjected.  Mus- 
cles are  able  to  handle  stress  in  many  ways:  by  making 
physiologic  changes  in  their  sizes,  shape,  and  chemical 
composition,  by  increasing  the  number  of  mitochon- 
dria, and  by  increasing  the  number  of  functioning 
capillaries. '2  Coaches  and  physical  educators  can  apply 
this  scientific  principle  to  the  improvement  of  athletic 
performance.  Strength,  speed,  and  endurance  were 
found  to  be  directly  related  to  the  demands  placed 
upon  the  muscle,  its  oxygen  consumption,  and 
cardiovascular  activity.  Dr.  Thomas  DeLorme,  a former 
weightlifter,  developed  progressive  resistance  ex- 
ercises, which  earned  him  a Legion  of  Merit  Citation 
during  World  War  11  for  the  rehabilitation  of  injured 
military  personnel.'^ However,  it  was  in  track  that 
most  of  the  research  by  exercise  physiologists  and 
physicians  was  done  and  physiologic  principles  were 
developed. 

The  Germans  had  for  many  years  developed  the  con- 
cept of  interval  training  to  improve  speed  and  en- 
durance in  trackmen.'^  This  is  a method  of  overloading 
the  athlete  by  the  use  of  interspersing  aerobic  and 
anaerobic  exercises,  developing  multiple  states  of  high 
oxygen  debt.  The  athlete  runs  a prescribed  course  in 
a specified  time  for  a prescribed  number  of  times;  fast 
runs  are  interspersed  with  short  recovery  periods  of 
jogging.  The  oxygen  debt  is  repaid  by  deep  breathing 
after  the  exercise  or  activity  is  over.  The  athlete  in- 
creases his  endurance  by  progressively  stressing  the 
cardiopulmonary  system. 

A more  popular  type  of  interval  training  is  circuit 
training,  in  which  muscular  strength  and  endurance, 
flexibility,  and  cardiovascular  endurance  are  de- 


veloped. This  is  designed  for  a maximal  overall  bal- 
anced development.  It  is  a system  of  scientifically  ar- 
ranged and  proved  exercises  performed  systematically 
and  repeatedly  as  a circuit,  then  repeated  twice  more 


Figure  3— Cover  of  The  Journal  Medical  Society  of  New  Jer- 
sey, May  1982. 

as  a circuit.  These  exercises  are  strenuous  and  should 
be  done  at  the  end  of  a training  session  for  no  more 
than  20  minutes. 

Dr.  Roger  Bannister  used  such  scientific  infor- 
mation to  break  the  4-minute  mile  barrier  in  1954 
with  a 3:59.4  performance;  the  prior  record  of  4.56  was 
held  for  90  years  by  Charles  Lawes  of  Britain.  Numer- 
ous track  records  were  made  thereafter.  Sebastian  Coe, 
the  1980  Olympic  Gold  Medalist  and  a devotee  of 
circuit  training,  set  the  last  world  record  in  1982  at  i 
3:47:33.  i 

Because  athletes,  physical  educators,  and  coaches  | 
were  aware  that  strength  of  muscles  played  a key  role  ;! 
in  athlete  performance,  training  equipment  was  de- 
veloped that  would  increase  the  strength  of  long  mus- 
cles of  the  upper  and  lower  extremities  and  the  torso 
and  lead  to  greater  speed  and  endurance.  From  De- 
Lorme’s  progressive  resistive  exercise  concept,  it  took 
about  ten  years  before  a whole  new  generation  of 
strength  training  equipment  appeared.  Nautilus®  and 
Universal®  equipment  highlighted  the  isotonic  concept  ji 
of  resistive  exercise,  which  overcomes  a constant  load  ; 
through  a full  range  of  motion.  The  Cybex®  and  Or-  ! 
thotron®  machines  exemplify  an  isokinetic  concept  of  ii 
resistive  exercises.  They  appeared  in  the  middle  1960s  j 
and  eliminated  the  need  to  handle  free  weights  manu- 
ally.’®  They  have  automatic  resistance  regulators  that 
increase  the  workload  as  a function  of  speed,  which 
can  be  held  constant.  Exercise  through  isokinetic  con-  j 
tractions  also  is  called  accommodating  resistance  ex-  jj 
ercise.  Some  machines  feature  computer  printouts  for  i 
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measuring  their  physiologic  profile  and/or  improve- 
ments achieved  in  therapeutic  usage.  These  machines, 
which  can  measure  a single  muscle  or  muscle  group, 
now  are  used  for  most  sports.  Boxing,  which  physically 
is  demanding,  has  not  kept  up  with  these  20th  century 
improvements  in  training  and  conditioning,  yet  ironi- 
cally it  was  one  of  the  first  sports  to  use  the  weight 
training  principle  with  stationary  wall  pulleys.  These 
now  are  practically  obsolete  in  most  boxing  gym- 
nasiums. 

ROLE  OF  NUTRITION 

Another  area  of  research  in  exercise  physiology  was 
the  value  of  nutrition  in  muscular  performance.  Again, 
the  percutaneous  needle  biopsy  proved  to  be  a useful 
tool  in  the  understanding  of  the  role  of  carbohydrate, 
protein,  fat,  and  minerals  in  metabolism.  For  years,  the 
“protein  myth”  had  held  that  protein  was  the  food  of 
choice  for  muscular  endurance.  It  was  Astrand,  using 
cross-country  skiing  experiments,  who  showed  that 
carbohydrate,  not  protein,  was  the  food  of  choice  for 
energy.'^  Carbohydrate  “loading””  then  became  the 
trend  in  feeding  athletes  to  get  maximum  per- 
formance, although  this  concept  now  has  been  altered 
somewhat  so  that  carbohydrates  and  fat  are  used 
together.  Nonetheless,  the  use  of  protein  has  not 
subsided  entirely,  beeause  weigh tlifters  and  athletes  in 
field  events  still  prefer  it  for  energy  despite  the  con- 
clusive evidence  that  carbohydrates  and  fats  are  better 
reservoirs  of  energy.  Many  of  these  athletes,  un- 
fortunately, also  ascribe  to  the  use  of  anabolic  steroids, 
which  produce  muscle  bulk  and  an  illusion  of  in- 
creased strength,  despite  their  well-known  hazards. 

SPORTS  MEDICINE  IN  THE  COMPUTER  AGE 

To  achieve  their  goal  of  perfection,  athletes  need  ef- 
fective coaching.  In  addition  to  motivating  the  athlete, 
the  degree  of  coaching  ability  depends  on  the  coach’s 
experience.  He  must  be  able  to  correct  the  athlete’s 
biomechanical  inefficiencies.  In  the  past,  the  coach 
had  little  or  no  scientific  equipment  to  guide  him  in 
this  respect,  but  this  has  changed. 

Coaches  have  been  using  playback  recorders  for  at 
least  three  to  four  years.  Both  the  athlete  and  coach 
can  watch  and  correct  biomechanical  flaws  in  athletic 
performance.  Gideon  Ariel  at  the  Goto  Research  Center 
employs  modem  computer  technology  to  study  and 
improve  human  motion.  This  has  opened  new 
horizons  to  coaches  to  refine  an  athlete’s  performance. 
Ariel  and  his  group  have  developed  a computer  system 
of  improving  performance  that  is  significantly  more 
successful  than  the  educated  guesswork  of  coaches.  It 
is  done  in  the  following  manner:  “An  athlete  is  filmed 
by  high-speed  cameras  from  two  or  more  angles.  The 
films  are  projected  on  a digitizing  screen  and  the  limbs 
are  traced,  frame  by  frame,  with  a special  magnetic 
pen.  This  information  is  processed  by  a computer 
using  software  by  Ariel  and  his  associates.  After  the 
computer  has  finished  with  the  two-dimensional  trac- 
ings fed  into  it,  it  produces  simulated  three- 
dimensional  stick  men  on  a graphics  terminal.  From 


these,  Ariel  and  the  computer  can  quantify 
biomechanical  variables  such  as  forces,  angles, 
velocities,  and  distances  that  affect  an  athlete’s  per- 
formance.”’® This  information  enables  an  analyst  to 
study  a number  of  simulated  changes  in  technique  on 
a graphic  terminal  and  determine  its  value  on  an  ath- 
lete’s performance.  Ariel  and  his  group  have  chalked 
up  an  impressive  record  of  significant  successes,  es- 
pecially by  the  United  States  women’s  volleyball  team, 
which  had  been  a consistent  loser  for  years  and  now 
is  the  best  in  the  world.  The  1984  Olympics  were  a 
testing  ground  for  use  of  computers. 

CONCLUSION 

The  state  of  the  art  of  “getting  into  shape”  today  is 
far  different  from  the  1920s  when  the  late  body  builder 
Charles  Atlas  was  huckstering  his  dynamic  tension 
cables  to  98-pound  weaklings.  Now,  treadmills  have 
become  the  piece  of  equipment  used  most  frequently 
to  test  a person’s  cardiovascular  fitness  and  many 
physicians  have  them  in  their  offices  (Figure  3).”^  From 
the  ancient  Greeks  to  the  European  physiologists  who 
made  contributions  early  in  this  century,  science  has 
played  an  important  role  in  sports.  Now,  more  research 
in  sports  medicine  is  being  conducted  in  the  United 
States  than  in  any  other  country  in  the  world. 
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ONCE-DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
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PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA— either  alone  or  with  a 
nitrate— is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  appearance  of 
INDERAL  LA 
capsules  is  a registered 
trademark  of 
Ayerst  Laboratories. 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


ONCE-DAILY 


INDERALLA  9iS 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


80  120  160 
mg  mg  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL""  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules, 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihyperfensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
fonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  efforf  by  blocking  the  catecholamfne-irtc!y<;ed3ncreases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  rnyocardlat  contraefton  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic! 
pressure  and  systolic  ejection  period.  The  net  physiologic  effect  of  betaTadrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  '• 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blocT<atfe,  INDERAL  also  exerts  a quinidine-hKe 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential., The  .signih- 
cance  of  the  membrane  action  in  the  treatment  of  arrhythmias  is  ibneert^.n 

The  mechanism  of  the  antimigraine  effect  of  propranotot  has  not  been  established 
adrenergic  receptors  have  been  demonstrated  in  the  piaf  vessete  of  the  brain.  i 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  on 
functional  changes,  sympathetic  activity  is  detnmentaf  to  the  patient, , But  there  are^isrJ 
situations  in  which  sympathetic  stimulation  is  vital  For"  example,  in  patients  with  severely* 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  In  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable, 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 

The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treafment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradienf  which  is  exacerbafed  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  f)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible), 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  In  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  if  usually  is  advis- 
able to  relnstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tlon  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 


MAJOR  SURGERY.  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g,, 
dobutamine  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b©t3  block©rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin, 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  v/ithdrawal  of  propranolol  may  be  followed  by  an  exacertaation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  If  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  upto  150mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  darg-related  tumorigenic  effects  at  any  of  the  dosage 
levels.  Reproductive  studies  in  artmats  did  not  show  any  impairment  of  fertility  that  was 
attributabte  to  the  drug  _ , 

Pregnancy  FYegnarrcy  Category  C ' INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses about  lQ,timesgreater'than  the  maximum  recommended  human  dose. 

■'  There  are  no  adequate  af’id  wett-controfied  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benetit  justifies  the  potential  risk  to  the  fetus.  ■ 
Nursing  Mctirers.  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
.,  INDERAL  i§  .admjdtstered  to  a nursing  woman 

PeaHainC  'U&eTlSateiy  Bag  effectiveness  m children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy. 

, ^ Carofovasctr/ar.' bradycardia;  con^sttve  heart  fatture,  intensification  of  AV  block;  hypo-  I 
tension;  paresthesia  of  hands;  thrombocytopetifc  purpura,  arterial  insufficiency,  usually  of  the  ■ 
Raynaud  type  j 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  rw<®rsible  mental  depression  progressing  to  catatonia;  visual  I 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  ' 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  I 
decreased  performance  on  neuropsychomefrics.  ! 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  ! 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis.  ! 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  , 
and  sore  throat,  laryngospasm  and  respiratory  distress.  , 

Respiratory:  bronchospasm  ; 

Hematologic,  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  | 
purpura.  ; 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  \ 
reported,  i 

Miscellaneous:  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo-  I 
tence,  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  ! 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol  | 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a ' 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL  i 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  J 
effect  is  maintained,  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  ! 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may  | 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval  ' 
HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  j 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640  ' 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks.  I 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  ' 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  dally.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS), 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  ' 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not  ( 
obtained  within  four  to  six  weeks  alter  reaching  the  maximum  dose,  INDERAL  LA  therapy  ; 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  j 
several  weeks.  i 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily.  1 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  1 
limited  to  permit  adequate  directions  for  use. 

■*The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories,  i 
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Malignant  Hyperthermia 


IDREES  Ahmad,  m.d.,  G.  Craig  Fox.  m.d.,  Norman  J.  Zeig,  m.d., 
Arnold  Bodner,  m.d.,  livingston* 


Malignant  hyperthermia  is  relatively  unfamiliar  to  many 
physicians.  Usage  of  sodium  dantrolene  has  decreased  mortality 
from  70  to  28  percent.  Preoperative  prophylaxis  and  increased 
recognition  of  the  susceptible  patient  from  a thorough  medical 
history  and  aggressive  preplanned  management  of  the  syndrome 
have  contributed  to  the  decline  in  mortality. 


Malignant  hyperthermia  (MH),  a 
potentially  fatal  clinical  con- 
dition usually  occurring  under 
anesthesia,  is  characterized  by  a paroxysmal  hyper- 
metabolic  and  hyperthermic  reaction  involving  skel- 
etal and  cardiac  muscles.  The  most  common  triggering 
agents  are  the  potent  inhalation  agents  and  some  skel- 
etal muscle  relaxants.  The  syndrome  rarely  may  occur 
with  the  amide  type  local  anesthetics  which  commonly 
are  used  in  the  office  setting. 

It  is  important  that  physicians  be  aware  of  this 
somewhat  rare  condition  since  prophylaxis  and  ap- 
propriate patient  preparation  prior  to  surgery  and 
anesthesia  can  be  lifesaving.  The  primary  care  phy- 
sician may  have  better  access  to  the  famify  history  of 
MH. 

CASE  REPORT 

We  evaluated  a three-month-old  white  female  who 
weighed  6 kg,  the  night  preceding  elective  surgical 
repair  of  a congenital  cleft  lip.  The  family  history  re- 
vealed a maternal  uncle  had  died  shortly  after  surgery 
and  a definitive  diagnosis  of  MH  had  been  made. 
Subsequently,  two  other  family  members  were  shown 
to  be  susceptible  to  MH  by  positive  muscle  biopsy. 

The  family  pediatrician  saw  the  patient  preoperative- 
ly,  but  did  not  realize  the  significance  of  a familial 
susceptibility  to  MH.  The  family  was  advised  that  no 
special  preoperative  precautions  were  necessary  for 
the  forthcoming  surgery. 


The  physical  examination  was  within  normal  limits 
except  for  a midline  cleft  lip.  Surgery  was  postponed 
in  order  to  plan  prophylaxis  against  MH  for  this  pa- 
tient, who  on  the  basis  of  family  history  was  con- 
sidered to  be  at  risk  for  the  development  of  MH  syn- 
drome intraoperatively.  Dantrolene  should  be  adminis- 
tered before,  during,  and  after  anesthesia  On  her  sec- 
ond admission,  the  infant  was  given  9 mg  dantrolene 
sodium  intravenously  (I'/a  mg/kg)  six  hours  prior  to 
surgery.  No  other  premedication  was  given.  Two  22 
gauge  intravenous  cannulae  were  placed  in  the  upper 
extremities,  to  allow  for  rapid  intravascular  access  and 
cooling,  if  needed.  The  anesthesia  machine  was 
prepared  to  be  free  of  halogenated  anesthetic  agents. 
Copious  amounts  of  ice  and  iced  intravenous  solutions 
and  the  malignant  hyperthermia  cart  with  the  neces- 
sary emergency  drugs  to  control  disturbances  in 
temperature,  acid-base  balance,  and  metabolism  read- 
ily were  available. 

We  monitored  the  patient  with  continuous  elec- 
trocardiogram, automatic  recording  sphygmomano- 
meter, rectal  temperature  probe,  and  precordial 
stethoscope:  during  surgery,  a heating/ cooling  blanket 
was  in  use.  The  patient  was  anesthetized  with  4 mg/kg 
sodium  thiopental  and  20  mcg/kg  fentanyl  followed  by 


*From  the  Department  of  Anesthesiology,  Saint  Barnabas 
Medical  Center,  Livingston.  Correspondence  may  be  ad- 
dressed to  Dr.  Ahmad,  Department  of  Anesthesiology,  Saint 
Barnabas  Medical  Center,  Livingston,  NJ  07039. 
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TABLE  1 

Musculoskeletal  Disorder  in  Patients 
Susceptible  to  Malignant  Hyperthermia 

• Short  stocky  stature 

• Bulky  muscle  with  rounded  belly 

• Musele  hypertrophy 

• Atrophied  muscle  groups 

• Muscle  cramps 

• Kyphoscoliosis 

• Strabismus 

• Joint  hypermobility  with  spontaneous  dislocations 

• Hernias 

• Club  foot 

• Pectus  carinatum 

• Hypoplastic  mandible 

• Poor  dental  enamel 


TABLE  2 

Triggering  Agents  in 
Malignant  Hyperthermia 

1.  Inhalation  Agents 

Halothane,  enflurance,  isolfurane,  and  meth- 
oxylfurane 

2.  Muscle  Relaxants 

Succinylcholine,  dexamethonium,  gallamine,  and 
d-Tubocu  rari  ne 

3.  Local  Anesthetics 

All  amide  including  lidocaine,  bupivacaine,  and 
mepivacaine:  esters  such  as  procaine  and  tetracaine 
are  safe 

4.  Premedicants  and  Other  Drugs 

Belladonna  alkaloids  (atropine),  phenothiazines, 
meperidine,  cardiac  glycosides,  and  corticosteroids 


0.1  mg/kg  pancuronium  and  intubation.  She  was 
maintained  on  a 1:1  ratio  of  oxygen  and  nitrous  oxide 
and  an  additional  150  meg  of  fentanyl  in  divided  doses 
for  the  two  hours  of  surgery. 

The  intraoperative  and  postoperative  eourse  was  un- 
eventful. As  MH  may  oeeur  during  the  postoperative 
period,  the  patient  was  admitted  to  the  intensive  eare 
unit  for  24  hours  eontinuous  monitoring,  but  never 
developed  any  signs  of  MH. 

DISCUSSION 

Malignant  hyperthermia  was  deseiibed  by  Den- 
borough  and  Lovell  over  20  years  ago  in  a healthy  2 1 - 
year-old  man  with  a fraeture  of  his  tibia  and  fibula  who 
eame  to  a hospital  in  Melbourne,  Australia'  The  pa- 
tient was  more  eoneemed  about  the  risk  of  anesthesia 
than  the  surgery  sinee  10  out  of  24  of  his  close  rela- 
tives had  died  either  during  or  shortly  after  anesthesia 
Within  ten  minutes  of  eommeneement  of  general 
anesthesia,  the  patient  developed  unexplained  taehy- 
eardia  and  unstable  blood  pressure.  The  surgery  and 
anesthesia  immediately  were  terminated;  the  patient 
felt  “very  hot”  for  some  time  afterward.  He  eventually 
reeovered. 

The  syndrome  of  MH  has  been  widely  reported  in  all 
raeial  and  ethnic  groups  with  an  incidence  ranging 
from  1:15,000  among  ehildren  to  1:50,000  among 
adults,  with  a predominance  of  eases  reported  in 
young  males.  Most  eases  of  MH  are  nonfamilial  but 
familial  autosomal  dominant  transmission  with  vari- 
able penetranee  has  been  deseribed.  In  addition  to  a 
family  history  of  MH,  the  suseeptible  patient  may  have 
one  of  the  museuloskeletal  disorders  listed  in  Table  1.^ 
MH  may  oeeur  following  several  uneventful  exposures 
to  anesthetics.  One  sueh  suseeptible  patient  did  not 
develop  the  syndrome  until  after  her  13th  anesthetie.^ 

MH  is  thought  to  be  triggered  by  a eombination  of 
stress  and  one  of  the  many  triggering  agents  listed  in 
Table  2.^"*  Suseeptibility  is  related  to  the  total  dose  of 
the  triggering  agent  and  to  the  duration  of  exposure. 
The  earliest  sign  is  musele  rigidity,  notieed  in  the 
masseter  museles  of  the  face,  followed  by  tachyeardia 
tachypnea  and  fever  (Table  3).^'' 

Hyperthennia  often  the  most  striking  feature  of  MH, 
may  be  absent  during  the  early  developmental  phase 


of  the  syndrome.  Once  the  temperature  rise  begins,  it 
can  be  very  dramatie,  rising  as  mueh  as  1 ° to  2°C  every 
five  minutes;  fever  as  high  as  46°C  has  been  reeorded.^ 
The  inerease  in  temperature  initially  is  due  to  in- 
creased aerobie  metabolism  and  later  due  to  laetate 
produetion  whieh  aecounts  for  the  profound  aeidosis 
seen  in  the  syndrome’s  fulminant  state. 

The  basie  defeet  of  MH  still  is  speeulative.  A eurrently 
aeeepted  theory  of  pathophysiology  is  a defeet  lying 
within  the  exeitation-eontraetion  meehanism  of 
ealcium  eoupling  to  musele  sareolemma  eausing 
prolonged  eontraetion  of  muscle  thus  produeing  heat 
through  depletion  of  intramuseular  ATP  stores.®  Ad- 
ditional studies  of  Denborough  et  al.  have  reported  an 
increase  in  sudden  infant  death  eases  for  families  with 
a history  of  suseeptibility  to  MH.^  These  deaths  have 
been  attributed  to  a sudden  death  dysfunetion  of 
cardiae  musele,  whieh  is  thought  to  result  from  ex- 
posure to  nonspeeifie  triggering  agents  sueh  as  eold 
and  stress.® 

A definitive  diagnosis  of  MH  suseeptibility  is  dif- 
ficult, especially  in  infants  and  very  young  children. 
Markedly  inereased  CPK  levels  in  these  patients  as  well 
as  their  relatives  are  of  diagnostie  value  but  a normal 
CPK  level  is  of  no  value,  beeause  one-third  of  the 
suseeptible  patients  have  normal  values.  Also,  the  CPK 
level  ean  be  altered  by  other  faetors  such  as  stress, 
musele  injury,  exercise,  and  eertain  drugs.  A skeletal 
muscle  biopsy  is  more  specific  for  diagnosis  of  MH: 
muscle  strips  are  exposed  to  eaffeine,  with  or  without 
halothane  and  eontracture  tension  is  recorded.  Musele  i 
strips  from  MH-susceptible  patients  show  eontraeture  ' 
at  mueh  lower  eoneentration  in  both  the  eaffeine  and 
eaffeine  plus  halothane  baths.  Reeently,  halothane-in- 
duced  ATP  depletion  in  platelets  has  been  developed 
to  test  patients  at  risk  of  MH,  but  its  reliability  needs 
eonfirmation  with  further  clinieal  studies.'*®  The  lim- 
ited amount  of  available  data  for  children  under  the 
age  of  four  years  and  the  diffieulty  in  assessing  the  j, 
predictive  value  of  screening  tests  in  sueh  a small  pa-  j 
tient  population  makes  MH  prophylaxis  with  dan-  f 
trolene  sodium  mandatory  for  very  young  children  of  | 
MH-susceptible  families.'® 

Dantrolene  sodium  is  the  only  specifie  agent  avail- 
able for  the  treatment  and  prophylaxis  of  MH.  It  is  a 
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TABLE 

3 

Clinical  and  Laboratory  Signs  in 

Malignant  Hyperthermia 

Clinical  Signs 

Laboratory  Signs 

• Tachycardia  • 

1 pH  due  to  metabolic 

• Tachypnea 

and  respiratory  acidosis 

• Cyanosis 

IPO2 

• Arrhythmias 

t K.  Ca  Mg 

• Unstable  blood  pressure  * 

1 Na 

• Muscle  rigidity  * 

t Lactate  and  pymvate 

• Fever  * 

t CPK,  LDH,  SCOT 

• Diaphoresis  • 

Myoglobinemia 

• Skin  mottling  • 

Myoglobinuria 

hydantoin  derivative  and  is  thought  to  aet  by  prevent- 
ing release  of  calcium  in  sarcoplasmic  reticulum  of 
skeletal  muscle.  It  is  considered  quite  safe  in  clinical 
dosage;  its  only  side  effect  is  mild  hepatic  dysfunction. 
It  is  imperative  that  dantrolene  sodium  should  be  ad- 
ministered preoperatively  to  known  susceptible  pa- 
tients or  during  early  development  of  the  MH  syn- 
drome while  there  still  is  adequate  muscle  perfusion. 
Other  steps  in  the  treatment  of  MH  are  listed  in  Table 
4.^"  Essentially,  the  remainder  of  the  therapy  is  sup- 
portive and  is  directed  towards  correcting  the  assorted 
metabolic  and  cardiac  abnormalities.  Mortality  from 
MH  had  been  reported  to  be  70  percent  prior  to  1976. 
Recent  studies  showed  a reduced  mortality  at  28  per- 
cent, largely  attributable  to  the  use  of  dantrolene  so- 
dium and  increased  awareness  of  the  syndrome  by  the 
physicians. '2 

CONCLUSION 

The  key  to  lowering  the  morbidity  and  mortality 
from  MH  to  an  absolute  minimum  lies  in  recognition 
of  the  susceptible  patient,  proper  prophylaxis,  early 
detection  of  the  syndrome  if  it  should  occur,  and  ag- 
gressive treatment.  The  primary  care  physician  is  the 
most  knowledgeable  concerning  the  patient’s  family 
history.  Therefore,  the  physician  can  perform  a key 
function  by  alerting  the  operating  room  team  about 
the  patient  who  may  be  susceptible  to  the  MH  syn- 
drome. 
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TABLE  4 

Management  of 
Malignant  Hyperthermia  Crisis 

1.  Discontinue  anesthetic  and  other  triggering  agents. 

2.  Hyperventilate  with  100  percent  oxygen. 

3.  Infuse  dantrolene  1 to  3 mg/kg  every  5 to  10  minutes 
to  a total  dose  of  10  mg/kg. 

4.  Insert  lines:  CVP,  arterial  line  (for  serial  arterial  blood 
gases  and  BP  monitoring);  Foley  catheter  (for  urinary 
output). 

5.  Aggressive  cooling  by  external  (cooling  blankets  and 
ice  packs)  and  internal  techniques  (gastric,  rectal, 
and  peritoneal  lavage,  and  cold  intravenous  solu- 
tions). 

6.  Treat  arrhythmias  with  procainamide  15  mg/kg. 

7.  Treat  acidosis  with  sodium  bicarbonate  as  Indicated 
by  pH. 

8.  Treat  hyperkalemia  by  using  sodium  bicarbonate,  in- 
sulin, and  50  percent  dextrose. 

9.  Maintain  urine  output  with  mannitol  and  furosemide 
to  prevent  subsequent  renal  failure. 

10.  Continue  dantrolene.  1 mg/kg  q6h  for  72  hours. 

1 1.  Monitor  patient  closely  for  reoccurrence  of  reaction. 
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Rationale  for  Liver  Resection  for 
Metastatic  Colon  Carcinoma 

Bernard  Gardner,  m.d.,  Hackensack* 


Although  colon  cancer  grows  rapidly,  it  does  not  metastasize 
readily.  Based  on  these  facts,  we  recommend  aggressive  surgical 
treatment  with  early  reoperation  in  selected  cases.  The 
cardnoembryonic  antigen  (CEA)  may  help  detect  recurrences 
on  early,  regular  followup  examinations. 


The  current  trend  to  more  ag- 
gressive colon  surgery  and  sur- 
gery for  metastatic  disease  is 
based  on  clinical  evaluation  of  tumor  growth  rates  and 
metastatic  potential.  Early  reoperation,  as  illustrated 
by  a case  report,  is  the  essence  of  a successful  result. 
The  use  of  carcinoembryonic  antigen  (CEA)  determin- 
ations facilitates  this  in  most  patients. 

CASE  REPORT 

Our  patient,  a 66-year-old  white  female,  was  referred 
for  surgeiy  of  metastatic  colon  cancer  in  May  1983. 
She  originally  was  hospitalized  in  March  1983  with  a 
history  of  rectal  bleeding,  due  to  a sigmoid  carcinoma 
Preoperative  CEA  was  28.2  ng/ml  (normal  value  under 
4 ng/ml).  Blood  chemistries  were  normal,  but  a liver 
scan  was  suspicious  for  a nodule  in  the  right  lobe  of 
the  liver.  Chest  x-ray  was  normal.  At  surgery  on  March 
25,  1983,  a sigmoid  carcinoma  was  resected,  but  a 
suspicious  nodule  in  the  liver  was  not  biopsied. 
Pathology  revealed  a Dukes  C colon  cancer  (4/13 
positive  nodes). 

A followup  CAT  scan  of  the  liver  revealed  two  nodules 
in  the  right  lobe  and  a negative  left  lobe.  i\n  hepatic 
angiogram  on  April  26,  1983,  confirmed  the  findings 
and  elucidated  the  anatomy  with  the  left  hepatic  artery 
arising  from  the  left  gastric  artery.  A repeat  CEA  on 
April  25,  1983,  was  33.2  ng/ml. 

On  May  6,  1983,  abdominal  surgical  exploration  was 


performed.  No  intraperitoneal  metastases  were  seen  at 
this  operation  other  than  a large  nodule  in  the  right 
lobe  of  the  liver  and  a smaller  palpable  nodule  at  the  ! 
junction  of  the  right  and  middle  lobes.  The  previous 
anastomosis  was  examined,  and  no  recurrence  was' 
noted.  The  para-aortic  area  was  visualized;  no  enlarged 
nodes  were  seen.  j 

The  subcostal  incision  was  converted  into  a; 
thoracoabdominal  incision,  dividing  the  diaphragm.  A 
right  and  middle  lobe  trisegmentectomy  was  per- 
formed (Figures  1 and  2).  Gross  examination  of  the  i 
specimen  revealed  two  large  necrotic  nodules  diag- 1 
nosed  as  metastatic  colon  carcinoma  | 

The  patient’s  course  was  uncomplicated,  and  she: 
was  discharged  on  postoperative  day  13. 

At  followup  examination  13  months  later,  the  pa- 
tient had  regained  her  strength  and  full  activity;  a 15- 
pound  weight  gain  was  noted  since  discharge  from  the 
hospital.  CEA  was  2.8  ng/ml. 

DISCUSSION  i 

Treatment  of  a solid  cancer  depends  on  a knowledge 
of  its  growth  rate,  invasiveness,  likely  route  of  spread,  | 
sites  of  recurrence,  and  sensitivity  to  chemothera- 
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Figure  1 — Specimen  of  right  and  left  medial  lobe  of  the  liver. 


peutic  agents  and  radiotherapy  (alternative  methods 
of  treatment).  Reeent  evaluations  of  patients  with 
colon  carcinoma  have  yielded  a better  understanding 
of  many  of  these  factors. 

The  determinants  of  lethality  in  solid  cancers  de- 
pend on  two  primary  factors:  the  growth  rate  of  the 
cancer  and  its  metastatic  potential.  Colon  cancer  fits 
into  the  category  of  a rapidly  growing  cancer  which  has 
the  following  characteristics:  1)  short  incubation 
period  (rapid  doubling  time);  2)  short  free  period  to 
recurrence;  3)  rare  late  recurrence;  4)  few  deaths  after 
three  years  (postresection)— death  rate  approaches 
that  of  a normal  population;  and  5)  classically,  patients 
deteriorate  once  recurrence  has  developed. 

It  also  is  a cancer  of  low  metastatic  potential  as  noted 
by:  1 ) poor  correlation  between  size  of  primary  tumor 
and  survival,  which  may  correlate  better  with  local 
aggressiveness  and  depth  of  invasion;  2)  large  massive 
tumor  still  may  be  curable  (including  direct  extension 
to  neighboring  organs);  3)  usually  metastasizes  only  to 
a few  sites;  4)  local  recurrences  may  be  resected  (or 
treated)  for  cure;  and  5)  success  is  possible  with  resec- 
tion of  metastatic  lesions. 

Clinical  studies  clearly  have  established  that  recur- 
rences of  colon  cancer  are  likely  to  occur  within  2 to 
3 years  of  the  original  resection  and  very  rarely  after 
that  time.  Five-year  survival  rates  remain  constant  at 
10  and  15  years  postresection.  Invasiveness  remains 
the  primary  determinant  of  survival  and  is  used  in  all 
staging  systems  of  the  disease.  The  size  of  the  primary 
tumor  does  not  correlate  with  the  stage  of  disease  or 
survival,  therefore,  aggressive  resection  of  bulky 
tumors  may  lead  to  cures  in  many  cases.*  Furthermore, 
involvement  of  neighboring  organs  by  direct  extension 
does  not  preclude  a cure  in  this  disease  as  it  does  with 
breast  cancer,  for  example.^ 

The  metastatic  potential  of  this  cancer  is  low,  as 
indicated  by  its  rare  appearance  outside  the  ab- 
dominal cavity  and  the  success  of  resection  of  recur- 
rent disease  in  many  series.®  Chemotherapy  has  not 
yielded  cures  in  any  cases  of  recurrent  colon  cancer. 
Radiotherapy,  while  advantageous  as  an  adjuvant  to 
surgery  in  extending  local  control,  has  not  been  dem- 
onstrated to  offer  more  than  palliation  when  recur- 
rence appears. 

Wide  resection  of  primary  colon  cancer  to  control 
local  and  regional  disease  has  yielded  significant 


Figure  2 — Cut  slice  of  liver  demonstrating  two  metastatie 
nodules. 


survival  rates,  averaging  approximately  50  percent  at 
five  years.  Followup  of  these  patients  must  be  at  four- 
to  six-week  intervals  to  insure  rapid  intervention  when 
recurrence  is  suspected.  If  the  original  cancer  was 
producing  carcinoembryonic  antigen  (CEIA),  then  re- 
currences can  be  detected  by  a spike  in  the  level  of  CEL^ 
on  followup. 

Since  we  are  dealing  with  a rapidly  growing  cancer, 
it  is  important  that  a delay  in  treatment  be  avoided. 
In  clinical  terms,  re-evaluation  of  the  patient  and  pos- 
sibly re-exploration  is  indicated  at  the  earliest  time 
that  recurrence  is  suspected. 

This  case  illustrates  the  importance  of  close  followup 
of  the  colon  cancer  patient  and  need  for  aggressive 
reoperation  when  metastases  are  suspected  (assuming 
the  primary  remains  controlled).  The  current  trend  in 
treatment  of  hepatic  metastases  by  aggressive  resec- 
tion has  yielded  an  average  five-year  cure  rate  of  25 
percent.®^*’  Reoperation  for  control  of  local  recurrence 
has  resulted  in  a similar  survival  rate.®’’  We  have  per- 
formed as  many  as  four  operations  on  one  patient  with 
a ten-year  survival  free  of  disease.  This  aggressive 
treatment  is  based  on  the  observation  that  colon 
cancer  does  not  metastasize  readily — a clinical  ob- 
servation guiding  a successful  treatment'  scheme. 
Whether  this  is  due  to  a failure  of  the  early  colon 
cancer  to  penetrate  the  vascular  wall,  increased 
adhesiveness  of  colon  cancer  cells,  or  a failure  of  these 
cells  to  be  supported  adequately  in  their  metastatic 
sites,  is  not  known  at  this  time. 

It  is  clear,  however,  that  the  combination  of  clinical 
behavior  and  the  lack  of  alternative  treatment  methods 
has  led  to  the  increased  use  of  liver  resection  in  the 
treatment  of  colon  cancer. 
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Case  Report: 

Acute  Gastric  Volvulus 


Jack  Yee,  m.d.,  and  William  A.  Dwyer,  Jr.,  m.d.,  paterson* 


Gastric  volvulus  is  uncommon  and  results  from  congenital  or 
acquired  intra-abdominal  abnormalities.  Complications  cause  a 
high  mortality  rate.  The  condition  is  suggested  by  epigastric  pain, 
distension,  vomiting,  and  inability  to  pass  a nasogastric  tube. 
Treatment  is  immediate  decompression,  blood  and  fluid 
replacement,  and  surgery. 


The  stomach  normally  is  well  se- 
cured in  its  anatomical  position 
by  peritoneal  reflections  to  the 
spleen,  liver,  and  transverse  colon.  On  rare  occasions, 
these  attachments  become  defective  and  allow  the 
stomach  to  rotate  and  become  obstructed.  When 
gastric  volvulus  occurs,  judicious  immediate  manage- 
ment and,  at  times,  prompt  surgical  intervention  is 
required.  Few  surgeons  have  had  experience  with  this 
rare  condition. 

In  1866,  Berti  was  the  first  to  identify  this  entity.' 
He  described  an  autopsy  of  a 60-year-old  female  who 
had  obstruction  of  both  the  lower  esophagus  and  the 
duodenum  due  to  gastric  volvulus.  Buchanan,  Gumsey 
and  Connolly,  and  Wastell  and  Ellis  have  added  more 
than  200  reported  cases  to  the  clinical  literature,  while 
Carter  et  al.  analyzed  25  additional  cases.^^  In  the  past 
year,  we  treated  two  patients  with  gastric  volvulus. 

CASE  REPORT  1 

A 63-year-old  white  mentally  retarded  female  came 
to  the  emergency  room  of  St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson,  because  of  episodes  of  vomit- 
ing dark-brown  material  which  was  positive  for  occult 
blood.  She  was  conscious,  pale,  and  lethargic,  but  in 
no  acute  distress.  Blood  pressure  was  130/80,  pulse 
120,  and  temperature  100°F.  The  abdomen  was 
markedly  distended  and  diffusely  tender.  Bowel 
sounds  were  hyperactive.  A huge  spleen  that  reached 


the  iliac  crest  was  felt.  Chest  and  abdominal  radio- 
graphs revealed  marked  gastric  dilatation  (Figure  1), 
a large  ma^s  in  the  left  upper  quadrant  and  an 
elevated  left  hemidiaphragm.  Hemoglobin  was  12.3 
gm/dl  and  hen  atocrit  37.5%  with  a WBC  of  8,500.  BUN 
was  52  mg/dl  and  creatinine  2.6  mg/dl.  Hematologic 
evaluation,  including  bone  marrow  study,  was 
negative. 

A nasogastric  tube  was  inserted  immediately 
without  difficulty  and  a very  large  rush  of  gas  and 
some  “coffee  ground”  material  was  aspirated.  An  upper 
gastrointestinal  series  showed  the  stomach  to  be  ro- 
tated 180°  on  its  horizontal  axis  (Figures  2A  and  2B). 
Following  decompression,  the  patient’s  condition  no 
longer  was  emergent.  With  hydration,  her  hemoglobin 
and  hematocrit  drifted  down  to  6.1  gm/dl  and  19.7%, 
respectively,  and  BUN  and  creatinine  were  6 mg/dl  and 
0.9  mg/dl.  Following  preoperative  preparation  includ- 
ing blood  transfusions,  surgery  was  performed  on  day 
12  and  gastric  distension  due  to  a mesenteroaxial  vol- 
vulus was  found.  The  body  of  the  stomach  had  ul- 
cerated through  the  splenic  hilum  and  into  the  spleen, 
which  contained  multiple  abscess  cavities.  The 
stomach  also  was  adherent  to  the  body  and  tail  of  the 


*From  Surgical  Services,  St.  Joseph’s  Hospital  and  Medical 
Center,  Paterson,  eind  St.  Vincent’s  Hospital,  New  York.  Cor- 
respondence may  be  addressed  to  Dr.  Dwyer,  412  Park  Av- 
enue, Paterson,  NJ  07504. 
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Figure  1 — X-ray  of  chest  and  abdomen  showing  marked 
gastric  dilation,  a large  mass  in  the  left  upper  quadrant,  and 
an  elevated  left  hemidlaphragm. 


pancreas.  These  adhesions  together  with  the 
duodenum  served  as  fixed  points  on  which  the 
stomaeh  rotated.  Partial  gastrectomy,  splenectomy, 
lysis  of  adhesions  from  the  panereas,  and  gastropexy 
were  performed.  The  spleen  weighed  1,550  gm  and 
measured  30  x 14x7  em.  Exeept  for  a eomplieating 
pneumonia  the  patient  made  a steady  postoperative 
recovery  and  was  diseharged  from  the  hospital  eight 
weeks  later. 

CASE  REPORT  2 

A 78-year-old  white  female  eame  to  the  emergency 
room  because  of  eonstant,  nonradiating  epigastrie  and 
left  lower  ehest  pain  of  two  hours’  duration.  A similar 
episode  oeeurred  one  week  prior  to  admission  and 
spontaneously  resolved.  The  patient  was  lethargie, 
frail,  and  in  moderate  distress.  Blood  pressure  was 
130/70,  pulse  84,  and  temperature  97.4°F.  Breath 
sounds  were  decreased  in  both  lower  lung  fields.  The 
abdomen  was  tender  to  moderate  palpation  at  the 
epigastric  area 

Chest  x-ray  revealed  bilateral  lower  lobe  infiltrates. 
Flat  and  upright  abdominal  x-rays  were  unremarkable. 
Hemoglobin  was  11  gm/dl.  About  12  hours  after  ad- 
mission, the  patient  vomited  approximately  500  cc  of 
coffee  ground  material.  A nasogastric  tube  was  in- 
serted and  similar  material  eontinued  to  drain 
through  the  tube  for  the  next  few  hours. 

Esophagogastroduodenoscopy  revealed  severe 
esophagitis,  a large  hiatal  hernia,  and  possible 


Figures  2A  and  2B — X-ray  shows  horizontal  axis  rotation  and 
is  schematically  diagrammed  in  artist’s  sketch. 


blockage  of  the  pyloms.  Upper  gastrointestinal  series 
(Figures  3A  and  3B)  showed  a massive  herniation  of 
the  body  and  portion  of  the  gastrie  antmm  through  i 
the  diaphragm  with  volvulus,  a small  hiatal  hernia, 
and  a 1.5  em  antral  uleer.  The  nasogastric  tube  was 
not  reinserted  after  the  x-ray  study. 

During  the  night  following  the  x-ray  study,  the  pa-  : 
tient  vomited  a eonsiderable  amount  of  eoffee  ground 
material  and  developed  a marked  pulmonary  aspira- 
tion. After  emergeney  bronehoseopy,  exploratory 
laparotomy  revealed  an  organoaxial  gastrie  volvulus 
(vertieal  axis  volvulus)  and  hiatal  hernia  A subtotal 
gastrectomy,  repair  of  the  hiatal  hernia  and  , 
gastroenterostomy  were  performed.  The  patient’s  con- 
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Figures  3A  and  3B — X-ray  shows  vertical  axis  rotation  and 
herniation  of  stomach  thru  diaphragm.  This  is  schematically 
diagrammed  in  artist’s  sketch. 


dition  slowly  deteriorated  with  eontinuing  pulmonary 
complications  as  a result  of  the  aspiration  and  she 
died  six  weeks  postoperatively. 

DISCUSSION 

Dalgaard  has  shown  in  cadaver  experiments  that  the 
normal  stomach  cannot  be  rotated  180°  unless  the 
gastrosplenic  or  gastrocolic  ligaments  are  divided  or 
are  very  lax.®  Congenital  or  acquired  adhesions  can 
form  an  axis  around  which  rotation  may  occur.  Any 
situation  that  provides  room  for  upward  mobility  of 
the  stomach  can  predispose  to  gastric  volvulus.  All  of 
the  cases  presented  by  Carter  et  al.  had  either  a para- 
esophageal hiatus  hernia  or  rupture  of  the  diaphragm 


Pathogenesis  and  Etiology  of  Gastric  Volvulus 

I.  Idiopathic 

n.  Primary 

A.  Congenital  defects 

1.  Faulty  peritoneal  attachments  of  the 
stomach 

2.  Hour-glass  shaped  stomach 

3.  Defect  of  left  lobe  of  liver 

4.  Congenital  diaphragmatic  defects 

m.  Secondary 

A Diaphragmatic  defects 

1.  Traumatic  eventration 

2.  Traumatic  diaphragmatic  hernia 

3.  Elevation  of  left  hemidiaphragm  (phrenic 
nerve  paralysis  and  left  lung  resection) 

B.  Extrinsic  lesions,  e.g.  adhesions 

C.  Intrinsic  lesions,  e.g.  ulcers,  neoplasms 

D.  Acute  gastric  dilatation 

E.  Hiatal  hernia 


due  to  previous  trauma  with  one  exception.  That  pa- 
tient had  a Bochadalek’s  type  of  diaphragmatic 
hernia^  Our  second  patient  had  an  extensive  para- 
esophageal hiatus  hernia  Although  our  patient  in  case 
report  1 had  a history  of  previous  x-ray  demonstration 
of  hiatus  hernia  none  could  be  demonstrated  at  the 
time  of  operation.  However,  there  was  a fixation  of  the 
proximal  portion  of  the  fundus  to  the  spleen  caused 
by  a previous  perforation  of  a gastric  ulcer  into  the 
substance  of  the  spleen  with  resultant  dense 
adhesions. 

Congenital  abnormalities  of  the  peritoneal  attach- 
ments of  the  stomach,  “hour-glass”  type  stomach  (with 
the  resultant  lengthening  of  the  peritoneal  attach- 
ments), and  defects  of  the  left  lobe  of  the  liver  are  other 
predisposing  factors  in  the  etiology  of  the  condition 
(Table  1). 

The  stomach  volvulus  can  take  two  directions: 
around  the  vertical  axis  of  the  stomach  (from  the 
esophagogastric  junction  thru  the  pylorus)  or  around 
the  horizontal  axis  (from  a point  on  the  fundus  thru 
the  pylorus).  These  are  referred  to,  respectively,  as  or- 
ganoaxial  and  mesenteroaxial  volvulus.  Case  report  1 
is  an  example  of  mesenteroaxial  (Figures  2A  and  2B) 
and  case  report  2 is  an  example  of  organoaxial  volvulus 
(Figures  3A  and  3B).  This  classification  is  based  on 
Singleton’s  modification  of  Von  Habener’s  original 
classification.’’  Since  this  is  a somewhat  arbitrary 
classification,  the  possibility  of  a combination  of  the 
two  types  can  occur  (Table  2). 

The  organoaxial  rotation  is  the  most  common  type 
of  gastric  volvulus  and  occurs  in  about  65  percent  of 
acute  cases.  Since  there  are  two  sites  of  obstruction 
(at  the  cardia  and  the  pylorus)  it  is  the  most  apt  to 
strangulate.  The  mesenteroaxial  rotation  occurs  in 
about  30  percent  of  acute  cases.  Obstruction  usually 
occurs  at  the  mobile  pylorantrum.  Spontaneous  de- 
torsion with  recurrent  acute  episodes  is  more  common 
because  the  rotation  is  partial.  Complete  occlusion  or 
strangulation  is  less  apt  to  occur. 
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TABLE  2 

Classification 

I.  Axis  of  Rotation 

A.  Organoaxial 

B.  Mesenteroaxial 

C.  Combined 

n.  Extent  of  Torsion 

A Total  volvulus  (obstruction) 

B.  Partial  volvulus  (intermittent,  vague  symp- 
toms) 

m.  Clinical  Presentation 

A Acute 

B.  Chronic 

In  1904,  Borchardt  emphasized  a triad  of  s)nTiptoms 
that  is  of  great  diagnostic  value  in  acute  gastric  vol- 
vulus: 1)  severe  epigastric  pain  and  distention;  2) 
vomiting  followed  by  violent  retching  with  an  inability 
to  vomit;  and  3)  difficulty  or  failure  to  pass  a 
nasogastric  tube.® 

Routine  flat  and  upright  x-rays  of  the  abdomen  and 
chest  usually  show  marked  dilatation  of  the  stomach 
or  a gas-filled  viscus  in  the  chest. 

Given  this  set  of  clinical  findings,  a decision  on  im- 
mediate surgeiy  must  be  reached.  The  determining 
factor  is  the  ability  to  pass  a nasogastric  tube  into  the 
stomach  gmd  decompress  it.  Both  our  patients  were 
decompressed  with  ease.  Inability  to  perform  such  a 
maneuver  implies  that  both  the  pylorus  and  the 
esophago-gastric  junctions  have  been  occluded.  In 
such  an  extreme  twisting,  there  is  a grave  risk  of  oc- 
clusion of  the  normally  rich  blood  supply  to  the 
stomach  with  resultant  gastric  necrosis.  Strangulation 
leading  to  gangrene  occurs  in  about  5 percent  of  cases, 
but  it  carries  a 30  percent  mortality  rate. 

Successful  decompression,  however  (as  illustrated  in 
the  second  case),  does  not  relieve  the  surgeon  of  the 
necessity  for  operation.  It  does  gain  time  for  better 
preparation  of  the  patient.  If  the  patient  is  decom- 
pressed and  surgeiy  is  not  performed,  two  problems 
may  occur:  1)  bleeding  from  the  damaged  and/or  ul- 
cerated gastric  mucosa  (at  times  it  is  profuse  and  cou- 
pled with  the  risk  of  aspiration),  and  2)  recurrence  of 
the  volvulus  and  distention  with  all  of  its  initial  prob- 
lems. 

In  our  second  case,  the  initial  bleeding  stopped 
shortly  after  insertion  of  the  nasogastric  tube  and  the 
patient  was  treated  with  blood  and  fluid  replacement 


and  supportive  measures.  The  diagnosis  was  estab- 
lished late  on  the  day  of  admission  by  immediate  upper 
gastrointestinal  series.  The  nasogastric  tube  was  not 
replaced  after  the  x-rays;  bleeding  recurred  and  aspira- 
tion resulted.  Immediate  bronchoscopy,  cortisone  ad- 
ministration, and  mechanical  ventilatory  support  were 
instituted.  Emergency  hemigastrectomy  and  repair  of 
the  associated  hiatus  hernia  were  performed  for  the 
control  of  bleeding.  Despite  these  measures,  the 
pulmonary  complication  proved  insurmountable  and 
the  patient  expired  in  pulmonary  failure  approximate- 
ly six  weeks  after  surgery. 

In  the  treatment  of  acute  gastric  volvulus,  the  first 
maneuver  should  be  an  attempt  to  pass  a nasogastric 
tube.  If  a tube  can  be  passed  successfully,  it  is  possible 
to  achieve  temporary  reduction  of  the  volvulus  after 
emptying  the  stomach.  Immediate  operation  is  in- 
dicated if  a nasogastric  tube  cannot  be  passed.  After 
reduction,  attention  must  be  directed  at  correcting  any 
underlying  condition  that  may  have  been  a precipi- 
tating factor.  Gastric  necrosis  will  require  a local  ex- 
cision, subtotal  resection,  or  total  gastrectomy. 
Shortening  of  the  lesser  omentum  may  be  a useful 
procedure  when  indicated.  Gastropexy  with  colonic 
displacement,  proposed  by  Tanner,®  is  useful  in 
chronic  idiopathic  cases.  However,  the  selection  of  any 
procedure  should  be  based  on  the  predisposing  cause 
of  the  volvulus. 

SUMMARY 

The  authors  describe  their  clinical  experience  with 
two  cases  of  gastric  volvulus  which  illustrates  the 
diagnosis,  management,  and  complications  of  this  dis- 
ease. Some  of  the  literature  on  gastric  volvulus  has 
been  reviewed  and  presented. 
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Case  Report:  Carotid  Ulcer 
Undetected  by  Angiography 


P.V.  Pathanjali  Sharma,  M.D.,  Norman  D.  Corwin,  m.d.,  Roy  A.  Vogel,  m.d.,  westwood* 


Our  patient  presented  with  recurrent  amaurosis  fugax.  Neither 
the  digital  subtraction  angiogram  nor  the  contrast  study  revealed 
a large  shallow  ulcer  of  the  internal  carotid  artery  which  was 
confirmed  at  surgery.  Convincing  cliniccd  syndrome  of  embolic 
phenomenafrom  the  carotid  bifurcation  mandates  exploration 
despite  the  inability  of  conventional  studies  to  clearly 
demonstrate  the  source. 


Ulcerating  plaques  of  the  carotid 
artery  continue  to  be  a major 
source  of  emboli  resulting  in 
strokes.  The  diagnosis  of  ulcerating  lesions  is  a con- 
stant challenge  to  the  practicing  physician  and  the 
vascular  surgeon.  Most  noninvasive  techniques  of 
evaluating  extracranial  cerebrovascular  disease  can- 
not detect  ulcerated  plaques.  Digital  subtraction 
angiography  of  the  carotid  arteries  has  been  less  help- 
ful in  the  diagnosis  of  ulcerative  lesions  than  was  an- 
ticipated by  initial  reports.  Conventional  selective  con- 
trast angiography  of  the  carotid  arteries  continues  to 
be  the  “gold  standard”  for  the  ultimate  diagnosis  of 
ulcerating  lesions  permitting  definitive  treatment. 

We  present  a case  in  which  selective  right  carotid 
angiogram  in  three  projections  failed  to  reveal  a sig- 
nificant carotid  ulceration  causing  multiple  embolic 
episodes. 

CASE  REPORT 

A 56-year-old  hypertensive,  nonsmoking,  white 
female  was  admitted  to  Pascack  Valley  Hospital,  West- 
wood,  with  a history  of  repeated  episodes  of  amaurosis 
fugax  in  the  right  eye  for  five  days  prior  to  admission. 
She  had  two  to  three  episodes  of  transient  loss  of 
vision  in  the  right  eye  each  day.  There  was  no  carotid 
bruit.  The  blood  pressure  and  serum  cholesterol  were 
normal.  The  fundoscopic  examination  revealed 


“Hollenhorst  plaques”  in  the  retinal  arteries  (Figure  1). 
She  was  heparinized  soon  after  admission.  A digital 
subtraction  angiogram  of  the  aortic  arch  and  the  en- 
tire neck  (Figure  2A)  revealed  no  abnormalities.  A 
selective  right  carotid  angiogram  (Figures  2B,  2C,  and 
2D)  in  three  projections  including  the  intracranial  ves- 
sels revealed  no  evidence  of  stenotic  or  ulcerating 
lesions  in  the  entire  length  of  common  and  internal  I 
carotid  arteries.  A smooth  3 mm  long  plaque  was  noted  ' 
in  the  distal  common  carotid  artery.  For  the  few  hours 
that  heparin  was  omitted  before  and  after  angiog- 
raphy, the  patient  experienced  an  additional  episode  t 
of  right  amaurosis  fugax.  Cholesterol  emboli  in  the 
retinal  arteries  were  again  confirmed  by  fundoscopy. 

Exploration  of  the  right  carotid  bifurcation  was  rec- 
ommended and  performed  based  upon  convincing! 
clinical  syndrome  despite  a normal  angiogram.  The  i 
exploration  revealed  a 2 cm  long  plaque  in  the  carotid 
artery  extending  1.5  cm  into  the  internal  carotid  ar- 
tery. There  was  a large  shallow  ulcer  at  the  distal  end 
of  the  plaque  which  measured  5 mm  in  diameter  (Fig- 
ure 3).  An  uneventful  postoperative  course  followed  the 
carotid  endarterectomy  and  no  further  embolic  [| 
episodes  were  noted.  ! 

■ — { 

*Drs.  Sharma,  Corwin,  and  Vogel  are  affiliated  with  Pascack 
Valley  Hospital,  Westwood.  Correspondence  may  be  addressed 
to  Dr.  Sharma,  400  Old  Hook  Road,  Suite  2-4,  Westwood,  NJ; 
07675. 
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A B 

Figure  2 — Digital  subtraction  angiogram  (2A),  selective  right 
carotid  angiogram  in  lateral  (2B)  and  anterioposterior  (2C) 
projections  and  digital  study  in  the  oblique  view  (2D)  fall  to 
reveal  the  presence  of  ulceration  in  the  right  internal  carotid 
arteiy  confirmed  at  surgery. 


DISCUSSION 

Cerebrovascular  disease  is  the  third  leading  cause 
of  mortality  in  this  country,  accounting  for  175,629 
deaths  in  1978  alone.'  Approximately  407,000  people 
suffer  from  strokes  annually,  73.5  percent  of  these  are 
new  strokes  whereas  26.5  percent  of  the  strokes  occur 
in  patients  with  a previous  history  of  stroke  or  transi- 
ent ischemic  attack,^  Over  half  the  strokes  are  throm- 
botic or  embolic  in  nature.^  The  carotid  bifurcation  is 
the  most  common  extracranial  source  of  strokes  affect- 
ing at  least  one-third  of  these  patients.^  Noninvasive 
techniques  such  as  Doppler,  ultrasonic  imaging, 
oculoplethysmography,  and  carotid  phonoangiography 
that  have  evolved  to  evaluate  extracranial  cerebrovas- 
cular disease  have  been  very  useful  in  the  detection  of 
stenotic  lesions  and  to  establish  their  hemodynamic 
significance.  However,  ulcerating  nonstenotic  lesions 
are  not  deteeted  by  such  studies.  The  recent  advent  of 
digital  subtraction  angiography  holds  limited  promise 
in  the  detection  of  such  lesions.'*  Usually,  conventional 


Figure  1 — “Hollenhorst  plaques"  in  the  retinal  arteries. 
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Figure  3 — Surgical  specimen  showing  a large  shallow  ulcer 
in  the  internal  carotid  artery. 


contrast  angiography  is  the  ultimate  study  that  aids 
in  the  eventual  diagnosis  and  definitive  therapy.  The 
case  reported  here  demonstrates  the  limitations  of 
even  the  conventional  angiogram  in  the  diagnosis  of 
clinically  significant  but  shallow  ulcers.  Edwards  et  al. 
have  estimated  the  diagnostie  aeeuraey  of  earotid 
bifurcation  angiography  to  be  60  percent  when  cor- 
related with  surgical  findings.^  In  their  experience,  20 
percent  of  carotid  ulcers  occurred  as  smooth  benign- 
appearing  plaques  not  deteeted  by  angiography. 
Although  Blaisdell  et  al.  have  reported  an  86  pereent 
accuracy,®  Eisenberg  and  his  coworkers  have  noted 
only  a 47  percent  angiographic  accuracy  in  the 
diagnosis  of  carotid  bifurcation  ulcers.^  Hertzer  et  al. 
have  examined  tissue  speeimens  by  electron  micro- 


scopy from  ten  patients  after  earotid  endarterectomy 
for  transient  ischemic  attacks  and  concluded  that  ul- 
eers  ranging  from  100  to  600  mierons  in  diameter 
were  large  enough  to  produee  symptomatic  emboli.® 
Henee,  the  diagnostic  accuracy  of  angiography  in  de- 
tecting ulcerated  plaques  ean  fall  short  of  reported 
expeetations®  due  to  the  shallowness  of  the  ulcer  in 
minimally  stenotie  arteries. 

CONCLUSION 

We  recommend  that  surgical  exploration  of  the 
earotid  bifureation  be  considered  when  a eonvincing 
elinieal  syndrome  of  amaurosis  fugax  with  Hollenhorst 
plaques  exists  but  carotid  angiograms  are  equivocal. 
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"Why  your 
investments 
aren’t  as  successful 


asyofiare 


By  Dr.  S.R.  Sarantos 


Face  it.  Few  problems 
are  as  complex  as  the 
imanagement  of  your 
ipractice,  money  and 
taxes.  And  few  health 
care  practitioners  have 
ithe  extensive  specialized  expertise 
necessai^  for  success  in  precisely 
'these  disciplines.  Expertise  which 
is  vital  to  achieving  financial 
growth,  and,  ultimately,  independence. 

' As  one  of  the  health  care  practitioners  who  has  been 
fortunate  enough  to  gain  these  crucial  financial  skills.  I’d 
Hike  to  share  a few  observations  on  why  so  many 
[Otherwise  successful  practitioners  don’t  have  similar 
jsuccess  when  it  comes  to  their  investments. 

Strategies  to  make  yotsr  earnings  grow 

^ successful  practice  alone  is  not  enough  to  guarantee  your 
financial  independence.  That  requires  a careful  balance  of 
prudent,  disciplined  tax  planning  and  professional  manage- 
ment of  your  retirement  assets. 

Too  many  of  you  have  relied  far  too  much  on  the  stock 
market... and  paid  the  price  for  its  unpredictability.  Why 
assume  such  risk-when  you  can  pursue  a conservative,  non- 
stock market  approach  that  provides  for  a reliable,  real  rate 
of  return?  A diversified  portfolio  based  on  short-term  guar- 
janteed  investment  vehicles,  as  well  as  real  estate  invest- 
ments designed  specifically  for  retirement  plans,  can 
satisfy  both  your  immediate  and  future  financial  needs. 

jCall  in  the  right  professionals  now 

Deciding  how  to  invest  isn’t  easy.  Financial  strategies 
present  a complex  picture-but  the  right  professionals  can 
[help  you  focus  in  on  the  best  solutions  for  you.  I’ve  compiled 
‘25  Investment  Pitfalls  and  How  the  Health  Care  Practitioner 
Can  Avoid  Them.”  Your  phone  call  or  coupon  will  bring  these 
valuable  insights  free  of  charge-and  start  you  on  the  path 
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to  making  more  of  what  you  earn  with  the 
help  of  our  team  of  qualified  specialists. 
So  call  me,  or  my  colleague.  Jay 
Cruice,  Certified  Financial  Planner, 
today.  Whatever  your  concerns- 
practice  evaluation,  investment 
counseling,  or  any  other  aspect  of 
personal  financial  planning-one 
firm  does  have  the  financial 
solutions  for  the  health  care 
practitioner... Sarantos  & Company. 

Sarantos  & Company,  Inc. 

Registered  investment  advisors 
201-539-4000 

**1btal  financial  planning  for  the  health  care  practitioner” 

r Mail  Sarantos  & Company,  Inc.  ”1 

To:  240  Cedar  Knolls  Road 

Cedar  Knolls,  N.J.  07927-9990 


^ YES,  send  me  my  free  copy  of: 

“25  Investment  Pitfalls  and  How  the  Health 
Care  Practitioner  Can  Avoid  Them.” 

Also  send  me  information  on: 

□ Personal  Financial  Planning 

□ Investment  Management  for  Retirement  Plans 


Name. 


Address - 
City 


Phone:  Office  ( ). 

MSNJ-485 


State. 


. Home  ( 


Zip_ 
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S.  Thomas  Carter,  Jr.,  M.D.,  Camden 
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2 years 
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Administrative  Councils: 
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Legislation: 
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3 years 
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3rd  District 
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3 years 
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3rd  District 
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No  nominee 

6th  Member 
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Harry  H.  Bmnt,  Jr.,  M.D.,  Monmouth 

Standing  Committees: 

Annual  Meeting 

3 years 

Frank  R Romano,  Sr.,  M.D.,  Union 

Auxlllaty  Advisory 

3 years 

Frank  R Romano,  Sr.,  M.D.,  Union 

Finance  and  Budget 

3 years 

George  L.  Tiiebenbacher,  M.D.,  Ocean 

Medical  Defense  and  Insurance 

3 years 

John  E.  Bocker,  M.D.,  Monmouth 

Medical  Education 

3 years 

Sanford  H.  Vemlck,  M.D.,  Ph.D.,  Monmouth 

Publication 

3 years 

Robert  J.  Gorrell,  Jr.,  M.D.,  Ocean 
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Thinking  Computerization? 
...think  Biue  Cross 
of  New  Jersey's  Medicai 
Management  Services. 


Blue  Cross  of  New  Jersey's  Medical 
Management  Services  is  the  single 
source  for  computerization.  Because 
only  Blue  Cross  offers  this  unique 
automated  office  system . . .where 
you  receive  a stand-alone  system 
using  IBM  or  Texas  Instruments  com- 
puters (physically  located  in  your 
office). . . along  with  a complete  soft- 
ware package.  And  it's  all  based  on 
Blue  Cross'  more  than  50  solid  years' 
experience  in  the  health  care  field, 
an  experience  no  one  else  can  match! 


What's  more  your  people 

receive  full  and  complete  training 

and  support  in  system  operation. 

And  we  accept  full  responsibility  for 

hardware/software  maintenance! 

Some  of  what  you  get. 

> Easy-to-use 

> Electronic  claim  submission 
at  no  additional  cost 

> Instant  access  to  patient  accounts 

> Daily,  weekly  or  monthly 
statements 

> Automatic  production  AMA  claim 
forms 

> Daily  charge  & collection 
summary 


> Aged  accounts  receivable  and 
trial  balance 

> Productivity  reports 

> Management  reports 

> Medicare  payment  distribution 

> Unparalleled  support  and  training 

Free  Professional  Consultation. 

A Medical  Management  Services 
representative  will  analyze  your 
entire  current  office  procedures  as 
a starting  point  for  installing  the 
appropriate  system  for  your  office. 
This  analysis  is  made  at  no  charge! 
Fill  out  the  coupon  and  find  out  all 
that  this  system  can  do  for  your 
office . . . and  your  practice. 


® 


Tj  r r I 

r r r r M 1 

/"  I f r j 1 I j.i 


Blue  Cross 

of  New  Jersey 


Medical  Management  Services 
P.O.  Box  8 

Florham  Park,  NJ  07932 
(201)  966-2710 


Featured  on  hardware  from  Texas  Instruments. 


Blue  Cross  of  New  Jersey's  Medical  Management  Services 
P.O.  Box  #8,  Florham  Park,  NJ  07932 

□ Please  have  a representative  call  me  for  a professional  consultation. 
□ Please  schedule  me  for  a demonstration. 

□ Please  send  me  additional  information. 


Office  Address 


' State/Zip 


Office  Telephone 


(S'  Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


COME  SEE  US  AT  THE  AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS  CONVENTION. 
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JEMPAC 
Political  Forum 

Friday,  May  3,  1985 
5:00  p.m. 


SPEAKER 

Congressman  Hal  Daub  (R-NE) 


Member 

House  Ways  and  Means  Committee 
Subeommittee  on  Health 

Subcommittee  on  Social  Security  ; 

1 

i 

TOPIC 

HEALTH  PERSPECTIVE/99th  CONGRESS 

I 

5:45  p.m. 

Wine  & Cheese  Reception  | 

Baroque  Ballroom 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY- 


322 


DOCTORS’ 

NOTEBOOK 


Trustees*  Minutes 
February  17,  1985 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Feb- 
ruary 17,  1985,  at  the  Executive  Of- 
fices In  Lawrencevllle.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows; 

Report  of  the  President  . . . 

(1)  Ad  Hoc  Committee  on  PRO 
Criteria  . . . Noted  that  Arthur 
Krosnlck,  M.D.,  chairman  of  this 
committee,  requested  comments  on 
the  proposed  criteria  for  pread- 
mission certification  developed  by 
the  PRO  of  New  Jersey. 

(2)  AMA  Positions  . . . 

(a)  Senior  Deputy  Executive  Vice- 
President  . . . Noted  that  James  S. 
Todd,  M.D.,  was  named  Senior  Depu- 
ty Executive  Vice-President. 

(b)  AMA  Trustee  . . . Approved 
unanimously  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  endorse  the 
candidacy  of  Palma  E.  Formica,  M.D.,  for 
election  to  the  AMA  Board  of  Trustees, 
and  authorize  the  expenditure  of  funds 
for  campaign  activities  on  her  behalf 


(c)  Council  on  Medical  Service  . . . 

Noted  that  Karl  T.  Franzonl,  M.D., 
has  been  nominated  for  election  to 
the  Council  on  Medical  Service. 

(d)  Council  on  Scientific  AfEedrs 
. . . Noted  that  Arthur  Bernstein, 
M.D.,  has  been  nominated  to  the 
Council  on  Scientific  Affairs. 

Report  of  Executive  Director  . . . 

(1)  MSNJ  1985  Paid  Membership 

. . . Noted  that  as  of  February  8, 
1985,  dues  were  received  for  5,377 
members. 

(2)  In  Re  Conroy  . . . Approved  the 
following  three  recommendations: 

That.  In  order  to  resolve  the  concerns  of 
the  New  Jersey  Chapter  of  the  American 
College  of  Physicians,  the  Supportive 
Care  Guidelines,  the  Supreme  Court  de- 
cision In  re  Conroy,  and  the  communica- 
tions received  from  Dr.  Michael  A Nevlns, 
regarding  the  Supportive  Care  Guide- 
lines, be  referred  to  the  Committee  on 
Biomedical  Ethics  for  review. 

That  a communication  be  sent  to  Gov- 
ernor Kean,  requesting  that  a blue  rib- 
bon panel  be  appointed  to  promulgate  a 
set  of  guidelines  to  Implement  the  Con- 
roy decision. 

That  the  Board  authorize  Mr.  Maressa 
on  behalf  of  MSNJ.  to  join  with  the  at- 
torney for  Dr.  Greco  In  requesting  the 
SBME  to  reconsider  the  disciplinary  ac- 
tion taken  In  the  Greco  case.  In  light  of 
the  Supreme  Court  decision  In  the  Con- 
roy case. 

(3)  State  of  New  Jersey  Re- 
insurance Association  Deficit  . . . 

Noted  that  a decision  regarding  the 
assessment  to  recoup  the  deflct  of 
the  Association  is  expected  shortly. 

(4)  Legal  Matters  . . . 

(a)  Subordinated  Loan  Certificates 

. . . Noted  the  ruling  by  the  U.S.  Tax 
Court  stating:  1)  individuals  filing 
Schedule  C form  must  treat  the  pay- 
ment as  a capital  expenditure;  2) 
corporations  must  report  It  as  a 
capital  Item;  and  3)  payments  by 
professional  corporations  are  not 
dividends  or  compensation  to  share- 
holders/employees or  compensation 
to  nonshareholders/employees. 

(b)  DRG— Medical  Staff  Privileges 
. . . Noted  clarification  of  an  article 
appearing  In  Medical  Economics 
concerning  a physician.  Dr.  Edel- 
man,  who  lost  hospital  privileges  be- 
cause of  poor  DRG  performance:  In 
actuality.  It  might  be  stated  that  a 
disruptive,  uncooperative  member 
of  the  staff  practicing  In  a pattern 
below  accepted  standards  may  be  re- 
moved from  the  staff;  the  fact  that 
government  and  third-party  reim- 
bursement was  lost  to  the  hospital 


Is  Incidental  and  purely  cumulative 
evidence. 

(c)  Federal  Trade  Commission  In- 
quiry of  MSNJ  . . . Noted  that  the 
FTC  advised  no  further  action  Is 
warranted  and  the  Investigation  has 
been  closed. 

(5)  NJ  State  Society  of  Anesthes- 
iologists . . . Acknowledged  its 
gratitude  for  a $1,000  unrestricted 
grant  from  the  Society  of  Anes- 
thesiologists. 

NJ  Hospital  Association  . . . 

(1)  Annual  Achievement  Award 

. . . Noted  that  James  S.  Todd,  M.D., 
Is  the  recipient  of  the  1985  Achieve- 
ment Award. 

(2)  Status  Report  . . . 

(a)  Hospital/PRO  Regional  Meet- 
ings . . . Noted  that  there  was  a com- 
mitment by  PRO  to  meet  with  hospi- 
tals on  a regional  basis  to  discuss 
the  review  process  and  related  Is- 
sues. 

(b)  PRO  Program  . . . Noted  that 
representatives  from  the  Medical 
Administrators  Committee  of  the 
Council  on  Professional  Practice  will 
attend  MSNJ’s  Ad  Hoc  Committee 
on  PRO  Criteria  to  discuss  ways  to 
determine  the  impact  of  PRO  pro- 
grams on  hospitals  and  patients. 

(c)  Licensure  and  Certification  . . . 
Noted  that  the  NJ  Hospital  Associa- 
tion supports  the  screening  panel 
for  licensure  for  the  Occupational 
Therapist  Licensing  Act  and  the 
Dietitian  Licensing  Act. 

(d)  Indigent  Care  . . . Noted  that 
the  Association  Is  looking  toward 
legislation  which  will  establish  an 
uncompensated  care  fund  for  hospi- 
tals, funded  by  a tax  on  hospital  rev- 
enues, general  state  funds,  and  pos- 
sible federal  matching  funds.  If  they 
are  available.  Noted  that  the  DRG  all- 
payer system  has  postponed  but  not 
resolved  the  indigent  care  Issue. 

(e)  Medicare  Freeze  . . . Noted  that 
the  Association  has  authorized  Its 
staff  to  Institute  a grassroots  cam- 
paign to  gamer  support  for  the  hos- 
pital Industiy’s  position. 

Council  on  Legislation  . . . Ap- 
proved the  positions  recommended 
by  the  Council  for  current  legis- 
lation (complete  listing  on  page  324) 
with  the  exception  of  two  bills 
(S-2134,  Prader-Willi  Syndrome  and 
A-2498,  Vitiligo)  where  the  positions 
of  No  Action  were  changed  to  Disap- 
proved. 
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special  Committee  on  Long-Range 
Planning  and  Development  . . . 

( 1 ) Review  of  MSNtTs  Councils  and 
Committees  . . . Approved  the  fol- 
lowing recommendations  and 
criteria: 

That  the  neune  of  the  Committee  on 
Medlcai  Defense  and  Insurance  be 
changed  to  the  Committee  on  Member- 
ship Services. 

That  the  Committee  on  Membership  Ser- 
vices be  responsible  for  monitoring  and 
reporting  on  all  endorsed  programs  of 
the  Society  (which  currently  include  the 
physieian  insurance  programs,  Legal 
Services  Plan,  and  I.  C.  System,  Inc.),  for 
screening  all  new  offerings  of  products  or 
services  proposed  as  Society-endorsed, 
membership  benefit  programs,  and  for 
making  recommendations  on  these 
items  to  the  Board  of  Trustees.  The  fol- 
lowing erlterla  are  to  be  applied; 

Criteria  for  E^valuating  Programs  for 
MSNJ  Sponsorship 

1 ) The  program  must  offer  goods  or  ser- 
vices needed  by  physicians  in  the  prac- 
tice of  their  profession  and  the  manage- 
ment of  their  practices. 

2)  The  goods  and  services  must  be  of  the 
highest  quality  and  must  be  priced 
through  the  Society  at  rates  lower  than 
those  generally  available  through  market 
sources. 

3)  No  program  shall  be  offered  which 
competes  with  the  professional  medical 
services  of  any  member. 

4)  One  or  more  suppliers  of  the  goods  or 
services  are  to  be  studied  for  feasibility 
and  desirability. 

5)  The  Committee  on  Membership  Ser- 
vices should  conduct  ongoing  review  of 
all  programs.  All  endorsed  programs 
must  be  evaluated  at  least  annually. 

(2)  Current  MSNJ  Positions  . . . 

(a)  Monitoring  by  Committee  on 
Long-Range  Planning  and  Develop- 
ment . . . Agreed  that  if  a position 
of  MSNJ’s  ean  be  perceived  as  pro- 
jecting a negative  image,  the  Com- 
mittee should  recommend  the  pos- 
ition be  revised  in  a positive  way. 

(b)  DRG  Position  . . . Noted  to  refer 
the  question  of  a current  position  on 
DRGs  to  the  Ad  Hoc  Committee  on 
Presentation  of  MSNJ  DRG  Position 
for  consideration  and  report  back  in 
March. 

(3)  Composition  of  the  Board  of 
Trustees  . . . Defeated  a recommen- 
dation that  would  have  increased 
the  size  of  the  Board  of  Trustees  by 
having  one  Trustee  for  each  county 
plus  an  additional  Trustee  if  county 
membership  exceeds  750  members. 

Committee  on  Drug  and  Alcohol 
Abuse  . . . 


( 1 ) Health  Insurance  Coverage  for 
Drug  Abuse  Treatment  . . . Ex- 
tended an  invitation  to  the  Commit- 
tee on  Drug  and  Alcohol  Abuse,  Mr. 
Russo  of  the  Department  of  Health, 
and  Mr.  Kurtz  of  the  NJ  Business 
and  Industry  Association  to  attend 
the  next  meeting  of  the  Council  on 
Legislation  to  discuss  bills  on  man- 
datory health  coverage  for  drug 
abuse  treatment. 

(2)  Therapeutic  Communities  . . . 

Approved  the  following  recommen- 
dation: 

That  the  Board  of  Trustees  support  the 
position  of  the  Committee  on  Drug  and 
Alcohol  Abuse  that  therapeutic  com- 
munities can  be  extremely  v^uable  treat- 
ment modalities  for  recovering  drug 
abusers  provided  that  adequately  trained 
staff  supervise  these  programs  and  that 
appropriate  medical  and  psychiatric 
backup  services  are  available. 

Nominating  Committee  . . . 

(1)  Conflict  of  Interest  . . . Sup- 
ported the  position  that  any  mem- 
ber of  the  Nominating  Committee 
who  is  a candidate  prior  to  the  meet- 
ing must  resign  and  that  any  Nomi- 
nating Committee  member  who  be- 
comes a candidate  during  the 
course  of  the  meeting  must  resign  at 
that  time. 

Old  Business  . . . 

(1)  Guidelines  for  a Podiatiy  De- 
partment or  Section  . . . Accepted 
the  Guidelines  for  a Podiatry  De- 
partment or  Section  developed  by 
representatives  of  the  Hospital 
Medical  Staff  Section  and  the  New 
Jersey  Podiatrlc  Medical  Society; 
this  is  a system  for  credentialing  of 
podiatrists  to  be  used  by  hospital 
medical  staffs. 

(2)  State  Board  of  Medical  Exam- 
iners . . . Noted  that  no  action  was 
taken  on  correspondence  from 
Morris  County  Medical  Society. 

(3)  1984  Annual  Meeting  Resolu- 
tions . . . 

(a)  Premium  Discount-Profes- 
sional Liability  Insurance  . . . Ap- 
proved the  following  recommen- 
dation: 

That  the  Medical  Society  of  New  Jersey 
request  Insurance  carriers  to  consider 
presenting  seminars  on  basic  medical- 
legal  matters  and  to  provide  discounts  if 
warranted. 

(b)  SBME  Pronouncement  of 
Death  Regulation  . . . Noted  that 


SBME  has  not  yet  filed  a status  re- 
port on  this  resolution. 

New  Business  . . . 

SBME  . . . 

( 1 ) Releasing  Malpractice  Reports 
to  the  Public  . . . Requested  that  a 
communication  be  sent  to  the 
SBME  calling  attention  to  the  excep- 
tion section  which  states  that  mat- 
ters under  investigation  are  not  cov- 
ered under  the  Right  To  Know  Law 
and  the  Freedom  of  Information  Act. 
(b)  Newsletter  . . . Sent  a letter  to 
the  SBME  noting  that  a reeent  list- 
ing in  their  newsletter  of  licensees 
who  have  had  action  taken  upon 
them  between  September  1983  and 
August  1984  does  serious  harm  to 
the  physieians  named  and  serves  no 
real  purpose. 


Current  Legislation 

The  Board  of  Trustees  of  the  Medi- 
cal Society  of  New  Jersey  approved 
the  recommended  positions  on  the 
following  bills  of  medical  interest:  I 

I 

S-2011 -Swing— Community  Mental  | 
Health  Centers.  Appropriates  $1.38  | 
million  for  the  UMDNJ  community  | 
health  centers  at  Newark  and  New 
Brunswick.  No  Action. 

S-2098-Rand— Cancer  Research.  Ex- 
tends the  scope  of  resccirch  projects  that 
may  be  conducted  by  the  State  Com- 
mission on  Cancer.  No  Action.  | 

S-2116-Bassano— Abortion.  Requires  i 
physicians  to  Inform  women  undergoing  « 
abortions  of  the  availability  of  fetal  jj 
anesthesia  whenever  the  fetus  to  be  y' 
aborted  is  viable  (i.e.  able  to  live  outside  I j 
the  womb  with  or  without  artificial  j 
means  of  support.)  The  act  Is  not  appll-  jj 
cable  during  an  emergency,  or  If  the  ij 
anesthesia  decreases  the  possibility  of  n 
survival  of  the  fetus,  or  If  the  anesthesia  | 
to  the  mother  also  will  abolish  organic  | 
pain  to  the  aborted  fetus.  Disapproved, 
with  Active  Opposition  if  the  bill  moves. 
This  bill  encourages  abortion  In  the 
third  trimester,  which  Is  contrary  to  the  [i 
accepted  standards  of  practice  and  pres-  jj 
ents  unacceptable  dangers  to  patients,  j 
S-2 134-Garibaldi— Prader-Willi  Syn- ; 
drome.  Requires  the  state  to  conduct  an  i 
exhaustive  study  of  Prader-Wllll  syn-  j 
drome  Including  an  assessment  of  avail- 
able services.  A report  with  findings,  con- ! 
elusions,  and  recommendations  Is  to  bei 
submitted  to  the  Governor  and  legls- i 
lature  within  two  years.  Disapproved,  be- 
cause there  has  been  no  evidence  sub- 
mitted to  determine  the  frequency  of  this 
disease,  its  coverage  under  current  In- 
surances, and  what  the  rating  Impact  of 
mandated  benefits  would  be.  li 

S-2 142-Hurley— Disposal  of  Hypo-'  i( 
dermic  Syringes.  Permits  the  needle  ori  | 
syringe  to  be  discarded  as  a single  unlt| 
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without  recapping.  The  container  shall 
be  destroyed  by  grinding,  crushing,  or 
Incineration.  Present  law  requires  that  a 
needle  be  removed  from  the  hub  and  the 
syringe  mangled  and  melted.  Approved. 

S-2 150' Jackman— Fetal  Tissue 
(A-2584).  Requires  that  the  remains  of 
any  fetus  of  less  than  20  weeks  be  dis- 
posed of  by  Interment.  Action  Deferred, 
pending  further  Information  from  the 
New  Jersey  Obstetrical  and  Gynecologi- 
cal Society,  Pathology  Society  of  New  Jer- 
sey, and  MSNJ’s  Committee  on  Maternal 
and  Child  Care. 

S-2 1 59 -Hagedorn— Involuntary 
Commitments.  Substantially  alters  the 
Involuntary  commitment  law.  Signifi- 
cantly, certification  may  be  effected  by 
psychologists,  nurses,  or  social  workers 
who  have  conducted  an  examination  of 
the  person  within  the  three  days  prior  to 
certification.  Active  Opposition,  because 
this  legislation  would  not  Improve  the 
present  mechanism  and  by  creating 
another  level  of  service  would  tend  to  In- 
crease mental  health  delivery  costs  In 
New  Jersey. 

S-2172-Connors— Fetal  Tissue 
(A-2477).  Authorizes  the  Incineration  of 
fetal  tissue  of  less  than  20  weeks’  gesta- 
tion by  Individuals  licensed  through  the 
State  Department  of  Health.  Action  De- 
ferred, pending  further  Information 
from  the  New  Jersey  Obstetrical  and 
Gynecological  Society,  Pathology  Society 
of  New  Jersey,  and  MSNJ's  Committee  on 
Maternal  and  Child  Care. 

S-2282-Ewing— Professionai  Licens- 
ing. Creates  a commission  to  advise  the 
Governor  and  the  legislature  regarding 
any  proposals  to  regulate  or  license  new 
professions.  Approved. 

S-2330-Foran — Emergency  Services. 
Would  allow  a paramedic  or  RN.,  with 
special  training,  to  ride  with  an  EMT 
unit  and  perform  advanced  life-support 
services.  Action  Deferred,  pending 
further  Information  from  the  New  Jersey 
Nurses  Association  and  MSNJ’s  Commit- 
tee on  Emergency  Medical  Care. 

S-2347-Lipman— Adolescent  Preg- 
nancy. Establishes  a Task  Force  on 
Adolescent  Pregnancy  to  compile  and 
study  Information  on  current  programs 
In  order  to  recommend  statewide  pro- 
grams to  combat  adolescent  pregnancy. 
Conditional  Approval,  pending  the  In- 
clusion of  physician  representation  from 
the  New  Jersey  Obstetrical  and 
Gynecological  Society,  the  New  Jersey 
Chapter,  American  Academy  of  Pedi- 
atrics, and  the  New  Jersey  Academy  of 
Family  Physicians. 

S-2361 -Costa— Aides  in  Ntirsing 
Homes.  Authorizes  the  Department  of 
Health  to  certify  aides  In  long-term  care 
facilities  pursuant  to  completion  of  an 
approved  training  course  and  peisslng  of 
an  examination.  Disapproved,  with  Ac- 
tive Opposition  if  the  hill  moves.  There 
Is  no  demonstrated  need  for  the  certifica- 
tion of  these  aides  and  such  a system  will 
produce  Increased  costs. 

S-2365-Hagedom— Medicaid  Long- 
i Term  Care.  Increeises  Medicaid  reim- 
bursement to  Intermediate  and  long- 
! term  care  facilities  based  upon  their 
I Medicaid  census,  .^proved, 
i S-2379-Costa— Consults.  Provides 
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that  consulting  physicians  are  not  to  be 
reimbursed  unless  the  patient  has 
agreed.  In  writing,  prior  to  the  consul- 
tation. Substantial  Incapacity  of  the  pa- 
tient and  mandatory  consultations  as  a 
result  of  law,  hospital  rule,  or  Insurance 
contract  are  excepted.  Active  Opposi- 
tion, because  this  bill  presents  an  un- 
workable situation  In  acute  care  hospi- 
tals. Written  consent  of  the  patients  can- 
not always  be  secured.  This  bill  would 
Increase  delays  and  discourage  the 
prompt  use  of  consultations  and  the  effi- 
cient management  of  health  care  ser- 
vices. 

S'2387-Feldman— Terminal  Illness. 

Provides  a person  may  execute  a docu- 
ment withholding  or  withdrawing  llfe- 
sustalnlng  procedures  If  the  person  has 
been  diagnosed  and  certified  'oy  two 
physicians  as  suffering  from  a terminal 
Illness.  The  attending  physician  would 
be  expected  to  honor  the  request  of  the 
patient.  There  also  Is  a proviso  for  an  oral 
declaration.  Action  Deferred,  pending 
further  Information  from  MSNJ’s  Com- 
mittee on  Biomedical  Ethics. 

S-2485-Bassano— Smoking/Public 
Places.  Grants  owners  of  buildings  and 
businesses  open  to  the  public  the  ability 
to  regulate  smoking  within  their  prem- 
ises. Active  Support. 

S-2487-Dalton— Smoking/ Work- 
place. Requires  employers  to  establish 
written  policies  to  control  smoking  In  the 
work  environment  Active  Support. 

S-2488-Contillo— Smoklng/Govem- 
ment.  Requires  government  supervisors 


to  establish  written  policies  to  control 
smoking  In  government  buildings.  Ac- 
tive Support 

S'24S9-Grave8— Smoking/Public 
Conveyances.  Prohibits  smoking  In 
public  conveyances.  Active  Support 

A'27-Gill— Blood  Donations.  Provides 
that  a person  who  makes  a blood  dona- 
tion when  he  knows  he  Is  Infected  with 
a communicable  disease  shall  be  guilty  of 
a fourth  degree  crime.  No  Action. 

A-2 129-Walker— Infant  Mortality. 
Creates  an  infant  mortality  prevention 
program  In  the  Department  of  Health  to 
provide  obstetrical  and  prenatal  services 
to  women  with  high-risk  pregneincles. 
Also  provides  postpartum  followup  ser- 
vices. Seven  hospitals  are  designated  by 
statute  with  three  to  be  added  by  the 
Commissioners.  Four  million  dollars  Is 
appropriated.  Approved. 

A-2 140-Rooney— Juvenile  Offenders. 
Provides  that  a judge  may  order  a juve- 
nile offender  to  be  examined  by  a phy- 
sician, optometrist  or  audiologist  Active 
Opposition,  because  there  Is  no  accepted 
scientific  correlation  between  visual 
acuity  problems  and  juvenile  delinquen- 
cy. 

A'2406-Shusted— Hemodialysis 
Technicians.  Hemodlcilysls  technicians 
would  work  under  the  supervision  of 
physicians.  This  legislation  would  estab- 
lish 1)  guidelines  for  training  and  educa- 
tion; 2)  guidelines  for  recognized  testing 
and  certification  procedures:  and  3) 
guidelines  to  define  the  role  and  respon- 
sibilities of  the  hemodialysis  technician. 


Daily  Schedule 
219th  Annual  Meeting 

May  2-5,  1985 
Americana  Host  Farm  Resort 
Lancaster,  Pennsylvania 

Thirrsday,  May  2,  1985 

9:00  AM. — Registration  Opens 
9:00  AM. — Message  Center  Opens 
2:00  P.M.— House  of  Delegates 

4:00  p.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 

Friday,  May  3,  1985 

7:30  AM. — Registration  Opens 
9:00  AM  — House  of  Delegates  (election) 

9:00  AM. — Message  Center  and  Exhibits  Open 
12:00  NOON— Golden  Merit  Award  Ceremony  Followed  by  Reception 
2:30  p.M. — Reference  Committees  (Three  Reference  Committee  Meetings) 
5:00  p.M. — JEMPAC  Political  Forum 
5:45  P.M. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  May  4,  1985 

8:00  AM. — Registration  Opens 
8:30  AM. — House  of  Delegates 
9:00  AM. — Message  Center  and  Exhibits  Open 
1:30  P.M. — House  of  Delegates 

6:30  p.M. — Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  5,  1985 

8:00  AM —Registration  Opens 
8:30  AM.— Program  of  Major  Interest  to  Physicians 
9:00  AM —Message  Center  and  Exhibits  Open 
12  NOON — Luncheons  and  Board  of  Trustees’  Meeting 
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Action  Deferred,  pending  further  Infor- 
mation from  other  approved  renal 
dialysis  units  in  order  to  ascertain  their 
staffing  protocol  procedures. 

A-2426-Cooper— Health  Insurance. 
Eliminates  the  exclusion  from  health  in- 
surance of  second  surgical  opinion  pro- 
grams and  pregnancy-related  ster- 
ilizations. No  Action. 

A-2469-Miller— Child  Abuse  Preven- 
tion. Creates  a 24-member  commission 
to  study  the  problem  of  child  abuse  and 
to  recommend  methods  of  prevention. 
Approved. 

A-2470-Felice— Child  Abuse.  Re 

quires  boards  of  education  to  establish 
public  education  programs  to  Instruct 
parents,  teachers,  and  others  in  the  de- 
tection of,  and  response  to,  signs  of  child 
abuse.  Approved. 

A-2471-Haytaian— Child  Abuse  Pre- 
vention Registry.  Creates  a reglstiy 
within  the  Division  of  Youth  and  Famlfy 
Services  (DYES)  of  persons  convicted  of, 
or  charged  with,  child  abuse.  The  DYES 
shall  develop  guidelines  for  obtaining 
and  releasing  the  information  collected. 
Approved. 

A-2472-Haytaian— Child  Abuse  Par- 
ental Assistance.  Directs  the  Depart- 
ment of  Human  Services  to  establish 
treatment  and  education  programs  for 
parents  who  have  abused  their  children. 
Approved. 

A-2473-Ha3Ttaian— Child  Care  Em- 
plojrees.  Provides  that  any  person  who 
has  been  convicted  of  child  abuse  or  vio- 
lent crimes  against  adults  shall  not  be 
employed  In  a position  which  places 
them  in  routine  contact  with  children. 
Conditional  Approval,  pending  amend- 
ment to  Section  3 of  the  bill  re  termin- 
ation of  current  employees,  cdlowlng  the 
employers  of  the  people  accused  to  ascer- 
tain whether  or  not  they  present  a 
danger  to  the  children. 

A-2474-Frelinghuysen— Child  Care 
Ehnployees.  Requires  all  new  and  pres- 
ent employees  of  child  care  centers  to 
undergo  state  and  federal  criminal  back- 
ground checks.  Approved. 

A-2477-Hendrickson— Fetal  Tissue 
(S-2172).  Authorizes  the  incineration  of 
fetal  tissue  of  less  than  20  weeks’  gesta- 
tion by  individuals  licensed  through  the 
State  Department  of  Health.  Action  De- 
ferred, pending  further  information 
from  the  New  Jers^  Obstetrical  and 
Gjmecologlcal  Society,  Pathology  Society 
of  New  Jersey,  and  MSNJ’s  Committee  on 
Maternal  and  Child  Care. 

A-2485,  A-2486,  A-2487,  A-2489, 
and  A-2490-Kosco — Health  Insurance. 
Requires  the  various  classes  of  health  in- 
surers to  cover  nuclear  magnetic  reson- 
ance (NMR)  scans.  No  Action. 

A-2498-Perun — Vitiligo.  Creates  an 
education  program  within  the  Depart- 
ment of  Health  regarding  the  detection 
and  treatment  of  vitiligo.  Disapproved, 
because  there  has  been  no  evidence  sub- 
mitted to  determine  the  frequency  of  this 
disease,  its  coverage  under  current  in- 
surances, and  what  the  rating  impact  of 
mandated  benefits  would  be. 

A-2S54-Doria — Professional  Boards. 
Creates  a Review  Commission  within  the 
Division  of  Professional  Boards  to  stucty 
and  comment  on  various  licensing 
proposals.  Approved. 


A-2557-Zimmer— Emergency  Ser- 
vices. Creates  an  intermediate  EMT  unit 
and  type  of  personnel  (companion  to 
A-2005  of  1 984).  Action  Deferred,  pend- 
ing further  information  from  MSNJ’s 
Committee  on  Emergency  Medical  Care. 

A-2584-Rocco  — Fetal  Tissue 
(S-2150).  Requires  that  the  remains  of 
any  fetus  of  less  than  20  weeks  be  dis- 
posed of  by  Interment.  Action  Deferred, 
pending  further  Information  from  the 
New  Jersey  Obstetrical  and  Gyneco- 
logical Society,  Pathology  Society  of  New 
Jersey,  and  MSNJ’s  Committee  on  Ma- 
ternal and  Child  Ccire. 

A-2757-Kem— Nurse  Midwives.  Em- 
powers the  State  Board  of  Medical  Exam- 
iners to  license  and  regulate  nurse-mld- 
wlves.  Creates  a five-member  Nurse-Mld- 
wlves  Examining  Committee  which 
would  have  the  power  to  license  and 
regulate  nurse-mldwlves.  The  Committee 
would  have  stipulated,  delegated  powers 
from  the  Board  and  would  function  inde- 
pendent of  the  Board.  Active  Opposition, 
because  this  situation  is  adequately  cov- 
ered under  existing  laws  and  ajoint  regu- 
latory committee  of  the  Nursing  Board 
and  the  Medical  Board.  Further,  the  New 
Jersey  Board  of  Medical  Examiners  may 
not,  under  New  Jersey  law,  delegate  func- 
tions to  a committee  which  then  acts  in- 
dependently. 

A-2830-Otiowski— License  Suspen- 
sions. Requires  certain  licensing  boards 
to  notify  the  Department  of  Health  when- 
ever they  have  suspended  the  license  of 
a practitioner.  The  Department  of  Health 
shall  notify  the  Board  of  Pharmacy  and 
the  Board  of  Pharmacy  shall  notify  the 
pharmacists. 

Approved. 

A-2872-Felice— Methadone  Registry. 

Establishes  a central  registry  within  the 
Department  of  Health  of  patients  en- 
rolled in  methadone  maintenance  pro- 
grams. Action  Deferred,  pending  further 
Information  from  MSNJ’s  Committee  on 
Drug  and  Alcohol  Abuse. 

A-2889-Hennan— Physician  Assis- 
tants. Provides  for  a separate  licensing 
board  to  register  physician  assistants 
who  would  function  under  the  super- 
vision of  a licensed  physician  at  a 2:1 
ratio.  Active  Opposition,  because 
licensure  and/or  registration  of  phy- 
sicians’ assistants  neither  will  con- 
tribute to  the  quality  of  medical  care  nor 
decrease  the  cost  of  medical  care.  (House 
of  Delegates/December  10,  1979) 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

We  are  hopeful  that  by  the  time 
you  read  this  our  core  teaching  hos- 
pital in  Newark,  UMDNJ-Unlversity 
Hospital,  will  be  on  the  way  to  reviv- 
ing its  open  heart  surgery  program 
with  the  approval  of  the  State  Com- 
missioner of  Health,  Dr.  J.  Richard 
Goldstein. 

With  the  Commissioner’s  ap- 
proval, we  will  move  to  implement  an 


arrangement  to  coordinate  the  Uni- 
versity Hospital  cardiac  surgery  pro- 
gram with  Newark  Beth  Israel  Medi- 
cal Center.  Dr.  Victor  Parsonnet, 
head  of  surgery  at  Newark  Beth  Is- 
rael and  a widely  respected  heart 
surgeon,  will  be  administrative  di- 
rector of  the  cardiac  surgery  unit  at 
University  Hospital.  He  is  clinical 
professor  of  surgery  at  UMDNJ-New 
Jersey  Medical  School. 

The  progress  of  our  certificate  of 
need  application  from  its  filing  in 
October  1984,  to  the  January  en- 
dorsement by  the  State  Health  Coor- 
dinating Council,  was  not  achieved 
without  some  uneasiness  after  a 
statewide  advisory  committee  rec- 
ommended that  only  Hackensack 
Hospital  be  allowed  to  start  a new 
program  of  open  heart  surgery. 

Our  application  for  this  new  pro-  , 
gram  has  not  been  fully  understood 
in  all  quarters.  In  fact,  we  are  not  I 
running  the  risk  of  increasing  the  > 
potential  for  cardiac  surgery,  but  ! 
rather  centralizing  that  activity  at  j 
University  Hospital. 

Under  the  plan.  University  Hospi- 
tal will  serve  the  overflow  from  New- 
ark Beth  Israel,  which  has  an  active, 
growing  program  staffed  by  faculty 
members  of  UMDNJ-New  Jersey 
Medical  School. 

The  colocation  project,  which 
would  relocate  United  Hospitals 
Medical  Center  to  the  Newark  cam- 
pus of  UMDNJ,  will  bring  about  a | 
stepwise  relocation  of  specialized  j 
services  now  provided  in  the  chil-  | 
dren’s  cardiac  program  of  United  I 
Hospitals’  Childrens’  Hospital.  i 

Activation  of  open  heard  surgery  at 
University  Hospital  also  will  promote  j 
the  reorientation  of  currently  dis- 1 
persed  faculty  activities  from  St.  i 
Michael’s  Medical  Center  and  the . 
Veterans  Administration  Hospital, ; 
East  Orange,  to  the  home  base  of  the  j|j 
medical  school  to  assure  continued  | 
approval  of  the  residency  training, 
program.  I 

The  cardiac  surgery  program  is  a 
vital  component  of  the  University’s 
progress  toward  creating  a world- Iff 
class  academic  health  center  on  the  ! 
Newark  campus  and  its  effort  to 
broaden  the  economic  base  of  Uni- 
versity Hospital  with  referrals  for' 
specialized  medical  services  from 
outside  the  immediate  area 

And,  of  course,  open  heart  surgery 
has  been  an  established  program  for 
years  at  other  primary  teaching  hos- 1 
pltals  of  UMDNJ:  Middlesex  General-!) 
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University  Hospital,  New  Brunswick 
and  Cooper  Hospital/University 
Medical  Center.  Camden. 

A promising  new  treatment  to  dis- 
solve gallstones  Is  part  of  medical 
research  Into  cholesterol-related  dis- 
eases being  advanced  by  Gerald 
Salen,  M.D.,  professor  of  medicine  at 
UMDNJ-New  Jersey  Medical  School. 

With  financial  support  that  has 
totaled  more  than  $60,000  from  the 
Herman  Goldman  Foundation  of 
New  York,  Dr.  Salen  and  his  co-re- 
searcher,  Dr.  Stephen  Tint,  associate 
professor  of  medicine  at  UMDNJ- 
New  Jersey  Medical  School,  are 
testing  an  acid  found  in  the  liver 
and  bile  of  some  animals  that  dis- 
solves gallstones  painlessly  and  with 
no  apparent  side  effects. 

The  research  could  lead  to  the 
marketing  of  a drug  composed  of 
ursodeoxycholic  acid,  a substance 
originally  identified  in  the  bile  of 
bears.  Given  to  gallstone  patients, 
the  acid  has  been  found  to  reduce 
the  amount  of  cholesterol  In  the  bile 
and  to  bring  prompt  relief  from  pain 
or  discomfort  In  a high  percentage 
of  cases. 

This  study,  as  well  as  a test  of 


human  bile  acid,  chenodeoxychollc 
acid,  as  a means  of  slowing  a rapidly 
progressive  form  of  atherosclerosis, 
also  are  supported  by  the  Veterans 
Administration  and  the  National  In- 
stitutes of  Health. 

The  New  Jersey  State  Commission 
on  Cancer  Research  recently  made 
1 5 two-year  research  grants,  the  sec- 
ond round  of  awards  In  the  com- 
mission’s young  history.  UMDNJ 
faculty  members  at  Piscataway,  New 
Brunswick,  and  Newark  received  10 
of  those  grants  and  more  than  half 
of  the  $968,165  In  research  money. 

The  commission  Is  mandated  by 
law  to  support  basic  science  re- 
search, not  the  clinical  studies  in- 
volving patients.  Though  relatively 
small  In  comparison  to  some  of  our 
large  federalfy-funded  projects,  these 
state  grants  are  important  “seed 
funding,”  particularly  for  young 
scientists  who  need  to  show  results 
in  order  to  obtain  more  substantial 
research  money. 

The  commission,  using  revenue 
from  a cigarette  tax,  has  stated  that 
more  money  Is  needed  to  accomplish 
Its  goal  of  “putting  New  Jersey  at  the 
forefront  of  cancer  research.” 


MSNJ  Aiudliaiy 

Grace  Gellman 
President 

The  MSNJ  Auxiliary  has  sent  to 
the  AMA  Auxiliary  a resolution  that 
would  establish  an  Impaired 
Spouses  of  Physicians  Program  and 
asked  the  National  Auxiliary  to  as- 
sist state  auxiliaries  in  forming 
their  own  Impaired  Spouses  Pro- 
grams. 

In  April,  the  Bergen  County  Medi- 
cal Society  Auxiliary  will  be  honored 
to  host  Mi*s.  Wayne  Brady,  President, 
AMA  Auxiliary,  at  their  annual 
fundraiser.  The  luncheon-fashion 
show  wlU  be  held  on  April  16,  at 
the  Tammybrook  Country  Club  in 
Cress  kill. 

Also  in  April,  a contingent  from 
the  Auxiliary  is  heading  for  Wash- 
ington, D.C.,  to  speak  with  their  re- 
spective congressmen.  Mrs.  Frank 
Campo,  legislative  chairman,  has 
made  arrangements  for  Ms.  Dex- 
anne  Clohan,  deputy  director,  de- 
partment of  congressional  relations, 
AMA,  to  brief  the  group  on  current 
medical  issues  at  dinner  on  April  1 7, 
1985.  The  following  morning  one  of 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 

WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 

Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 

Copies  of  this  special  issue  are  available  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 

Please  send  a copy  of  the  William  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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our  state  senators  will  give  a speech. 
After  the  breakfast  meeting,  we  will 
go  up  to  the  Hill  for  appointments 
with  our  congressmen.  After  the  vis- 
its, before  heading  home,  we  hope  to 
go  to  the  National  Galleiy  for  lunch. 
Auxiliary  members  from  neigh- 
boring states  will  be  joining  us. 


AMNJ  Report 

Robert  S.  Rigolosi,  M.D. 

President 

The  Board  of  Trustees  of  The 
Academy  of  Medicine  of  New  Jers^ 
has  named  the  1985  recipients  of 
the  awards  which  will  be  presented 
at  our  Annual  Dinner  on  Wednes- 
day, May  29,  1985,  to  be  held  at  the 
Chantlcler  In  Short  Hills. 

Stanley  S.  Bergen,  Jr.,  M.D.,  will 
receive  the  Edward  J.  Ill  Award 
“presented  annually  to  that  phy- 
sician of  New  Jersey  who  merits  rec- 
ognition by  the  Academy  for  dis- 
tinguished service  as  a leader  In  the 
medical  profession  and  In  the  com- 
munity at  large.”  Recent  recipients 
have  Included  Drs.  Leon  Smith, 
Arthur  Bernstein,  Victor  Parsonnet, 
James  Todd,  and  Arthur  Krosnlck. 
Dr.  Bergen  Is  best  known  as  presi- 
dent of  UMDNJ  and  for  his  contribu- 
tions to  medical  education. 

The  Academy’s  Citizen’s  Award  Is 
“presented  annually  to  that  citizen 
or  group  of  citizens  of  New  Jers^ 
who  merit  recognition  by  the 
Academy  for  distinguished  service 
In  the  Interest  of  the  health  and  wel- 
fare of  the  community  at  large.”  The 
1985  Citizen’s  Award  has  been 
granted  to  Mrs.  Mary  Mulholland. 
Mrs.  Mulholland  Is  Director  of  the 
Development  Department  of  Dover 
General  Hospital,  however,  she  Is 
best  known  as  founder  of  the  “Dope 
Open”  Golf  and  Tennis  Classic. 
Through  Mrs.  Mulholland’s  efforts, 
the  Classic  raised  over  $400,000  to 
fight  drug  and  alcohol  abuse.  She  Is 
on  the  boards  of  numerous 
philanthropic  organizations  and 
has  demonstrated  an  overwhelming 
commitment  to  the  health  needs  of 
the  citizens  of  New  Jers^. 

On  Saturday,  January  19,  1985, 
the  Academy  held  a Retreat  for  Its 
Board  of  Trustees  at  the  Parsippany 
Hilton  In  Morris  County.  The  event 
was  attended  by  26  Board  members 
and  several  k^  staff  and  culminated 
with  an  evening  dinner  with 


spouses.  The  discussion  was  lively 
and  stimulating  and  provided  an  ex- 
cellent opportunity  for  the  Board 
members  to  work  together  In  a 
group  effort.  The  overall  purpose 
was  to  reflect  on  the  Academy’s  cur- 
rent position  and  to  explore  Its  fu- 
ture direction.  Numerous  new  Ideas 
were  discussed  which  are  being  re- 
ferred to  Academy  committees  for 
followup. 

The  following  goals  were  agreed  to 
by  the  members:  1)  continue  the 
educational  mission  of  the  Academy 
which  was  the  Impetus  for  Its  forma- 
tion In  1911;  2)  develop  new  prod- 
ucts and  services  to  meet  needs  of 
physicians;  3)  expand  Income 
sources;  and  4)  Increase  member- 
ship by  10  percent  per  year  for  five 
years;  and  5)  establish  a long-range 
planning  committee. 

The  speaker  at  the  February  First 
Wednesday  program  was  William  J. 
‘Terry”  Kane,  M.D.  On  March  6, 
1985,  the  First  Wednesday  speaker 
was  Dr.  Robert  Cassidy.  His  topic 
was  “Medical  Ethics  In  Terminal 
Care  and  the  Problems  This  Is  Pres- 
enting to  Physicians.” 


Ph3Tsicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  writ- 
ten to  the  Eatecutive  Offices  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY — Nocih  Barysh,  M.D.,  603A 
Old  Nassau  Rd.,  Jamesburg,  NJ  0883 1 . 
Chicago  1933.  Board  certified.  Part 
time,  15  hrs/wk.  Available. 

FAMILY  MEDICINE — Shahlda  Aslfudln, 
M.D.,  902  47th  St,  ^LB5,  Brooklyn,  NY 
11219.  Osmanla  (India)  1976.  Group, 
partnership,  solo.  Available. 

Bruce  A Blumenthal,  M.D.,  5813 
Berkeley  Ave.,  Baltimore,  MD  21215. 
George  Washington  1978.  Board 
certified.  Group  or  partnership.  Avail- 
able July  1985. 

Steven  Luke,  M.D.,  3246  Abell  Ave.,  Bal- 
timore, MD  21218.  SUNY  1982.  Board 
eligible.  Group  or  HMO.  Available  July 
1985. 

GASTROENTEROLOGY— James  D. 
Kutch,  M.D.,  323  Obispo  Ave.,  ^207, 
Long  Beach,  CA  90814.  UMDNJ  1979. 
Board  eligible.  Board  certified  (IM). 


Group  or  partnership.  Available  July 
1985. 

Pravln  N.  Patel,  M.D.,  15  St  Andrew’s 
PI.,  ^25,  Yonkers,  NY  10705.  Baroda 
(India)  1974.  Also,  internal  medicine. 
Board  certified  (IM).  Group,  partner- 
ship, solo.  Available  July  1985. 

INTERNAL  MEDICINE— Marla  Del  Vec- 
chlo,  M.D.,  30  Rosewood  Ter.,  Bloom- 
field, NJ  07003.  UMDNJ  1981.  Board 
eligible.  Salaried  or  part-time  (approx. 
20  hours/ week).  Available. 

Kathleen  A Galonl,  M.D.,  8 Park  Dr. 
West,  West  Orange,  NJ  07052.  UMDNJ 
1982.  Board  eligible.  Solo.  Available 
July  1985. 

Mohamed  Khan,  M.D.,  1056  Woods  La, 
Grosse  Polnte  Woods,  MI  48236.  King 
Edward  (Pakistan)  1966.  Board 
eligible.  Group  or  solo.  Available. 
Bharat  Kumar  Mehta  M.D.,  Lafayette 
Hills  Apts.,  ^2C,  Easton,  PA  18042. 
MGM  (India)  1978.  Board  eligible. 
Group  or  partnership.  Available  Jufy 
1985. 

James  C.  McVeety,  M.D.,  713  South 
Birch  Ave.,  Marshfield,  WI  54449. 
Bologna  1975.  Also,  neurology.  Board 
certified  (IM);  board  eligible  (N).  Group, 
partnership,  solo.  Available. 

Surendra  K Nevada  M.D..  21  Heywood 
St,  ^2E,  Worcester,  MA  01604.  Mahat- 
ma Gandhi  Memorial  (India)  1976. 
Solo,  group,  partnership.  Available  July 
1985. 

Pravln  N.  Patel,  M.D.,  15  St  Andrew’s 
PI.,  ^25,  Yonkers,  NY  10705.  Baroda 
(India)  1974.  Also,  gastroenterology. 
Board  certified  (IM).  Group,  partner- 
ship, solo.  Available  July  1985. 
Mohamed  Salem,  M.D.,  44  S.  Munn 
Ave.,  East  Orange,  NJ  07018.  A1  Azhar 
(Egypt)  1977.  Also,  nephrology.  Solo, 
group,  clinic,  hospital.  Available  June 
1985.  ' 

Jason  Weiner,  M.D.,  10  Dwight  St,  | 
Poughkeepsie,  NY  12601.  Guadalajara  i 
1980.  Board  eligible.  Group  or  partner-  i 
ship.  Available.  i 

Joseph  M.  Welsgras,  M.D.,  160  West  | 
End  Ave.,  Apt  14E,  New  York,  NY  ■ 
10023.  Juarez  1981.  Board  eligible.  > 
Group,  partnership,  associate,  solo.  ! 
Available. 

NEPHROLOGY — Mohamed  Salem,  M.D.,  i 
44  S.  Munn  Ave.,  East  Orange,  NJ 
07018.  A1  Azhar  (Egypt)  1977.  Also,  ; 
internal  medicine.  Solo,  group,  clinic,  i 
hospital.  Available  June  1 985.  ' , 

I'i 

NEUROLOGY— James  C.  McVeety,  M.D., 
713  South  Birch  Ave.,  Marshfield,  WI  jj 
54449.  Bologna  1975.  Also,  internal  | 
medicine.  Board  eligible  (N);  board 
certified  (IM).  Group,  partnership,  solo. 
Available.  If 

rV 

OBSTETRICS/G'FNECOLOGY- Ian  J.  | 

Gluck,  M.D.,  269-03R  Grand  Central  J 
Pkwy.,  Floral  Park,  NY  1 1005.  New  York 
Medical  College  1979.  Board  eligible, 
Group  or  partnership.  Available  July  j 
1985.  ! 

Karen  S.  Juske,  M.D.,  21  W.  276  Cres-  j 
cent  Blvd.,  Glen  Elfyn,  IL  60137. 1 
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Strltch-Loyola  1977.  Board  certified. 
Group,  HMO,  family  planning  clinic. 
Available. 

ORTHOPEDICS — Andrew  R Goldstein, 
M.D.,  27  High  St.,  Apt.  3E,  Orange,  NJ. 
UMDNJ  1980.  Board  eligible.  Group  or 
partnership.  Available  July  1985. 

PATHOLOGY— Yuiy  Kogan,  M.D.,  60  Eg- 
mont  St.,  Brookline,  MA  02146.  Second 
Moscow  Medical  Institute  1967.  Board 
certified.  Group  or  partnership.  Avail- 
able. 

Adam  G.  Lang,  M.D.,  1436  Armacost 
Ave.,  Apt.  9.  Los  Angeles,  CA  90025.  Illi- 
nois 1980.  Group  or  partnership.  Avail- 
able July  1985. 

PEDIATRICS— Edgar  Lyubllng,  M.D., 
1401  Ocean  Ave.,  Apt.  4H,  Brooklyn,  NY 
1 1 230.  Moscow  URSS  1 967.  Group  or 
partnership.  Available  July  1985. 
Boroumand  Masood,  M.D.,  85-26  Van 
W^ck  Expwy.,  Apt.  412,  Brlarwood,  NY 
11435.  Tehran  (Iran)  1968.  Board 
certified.  Group,  partnership,  solo,  hos- 
pital. Available. 

Klrtl  Vora  M.D.,  41  E.  White  Ter., 
Nutley,  NJ  07110.  Baroda  (India)  1975. 
Board  certified.  Group,  partnership, 
staff  position.  Available. 

PHYSICAL  MEDICINE/REHABILITA- 
TION— Mlnaxl  Vora  M.D.,  41  E.  White 
Ter.,  NuUey,  NJ  07001.  M.R  Shah 
(India)  1975.  Group,  partnership,  solo, 
staff  position.  Available. 

RADIOLOGY— Nell  R Kramer,  M.D., 
1000  Walnut  St.,  Philadelphia  PA 
19107.  Temple  1980.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

Richard  Steinberg,  M.D.,  3701  Llndell 
Blvd.,  St.  Louis,  MO  63108.  SUNY- 
Downstate  1980.  Board  eligible.  Hospi- 
tal-based or  group-based  practice  with 
emphasis  on  CT  and  ultrasound.  Avail- 
able July  1985. 

SURGERY — Nicholas  G.  Bonulclno,  M.D., 
130  W.  12  SL,  Apt.  5J,  New  York,  NY 
10011.  New  York  Medical  College  1979. 
Board  eligible.  Partnership  or  group. 
Available  May  1985. 

Naresh  C.  Nagpal,  M.D.,  323A  Hayden 
St,  Sayre,  PA  18840.  Maulana  Azad 
(India)  1974.  Board  eligible.  Solo,  part- 
nership, group.  Available  July  1985. 
P.K  Sharma  M.D.,  347  Vomel  Dr.,  New 
Milford,  NJ  07646.  KGMC  (India)  1973. 
Group  or  partnership.  Available. 

UROLOGY— Michael  Bruce  Kline,  M.D., 
3227  Jefferson  Ave.,  Cincinnati,  OH 

45220.  Cincinnati  1980.  Board  eligible. 
Partnership  or  solo.  Available  August 
1985. 

Ned  R Novsam,  M.D.,  8300  Sawyer 
Brown  Rd.,  E-306,  Nashville,  TN  37221. 
Boston  1974.  Board  eligible.  Pcirtner- 
shlp  or  group.  Available  July  1986. 
Blnod  SInha  M.D.,  3425  Golf  View  Dr., 
^105,  Eagerl,  MN  55123.  Prince  of 
Wales  1976.  Group,  partnership,  solo. 
Available  July  1985. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg.  , | 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BR<^iVigfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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The  Departments  of  Medicine  and  Medical  Education  of 

HACKENSACK  MEDICAL  CENTER 

announces  a symposium  on 

CLINICAL  LABORATORY  DIAGNOSIS  IN  DISORDERS 
OF  INFECTION  AND  IMMUNITY 

Wednesday,  April  17,  1985  8:00  A.M.  to  4:45  P.M. 

at 

LOEWS  GLENPOINTE  HOTEL 
TEANECK,  N.J. 

This  course  is  designed  for  primary  care  physicians  to  provide  practical  information  on  the  application  of 
laboratory  testing  in  the  diagnosis  and  management  of  various  disorders  of  infection  and  immunity.  Lectures  will 
be  given  by  physicians  who  are  national  experts  in  their  respective  fields  and  will  emphasize  recent  advances  in 
laboratory  evaluation  in  these  clinical  disorders. 


SCHEDULE; 

8:00  AM 
8:30 

9:15 

10:00 

10:30 

11:15 

12:00 
12:30  PM 
1:30 

2:15 

3:00 

3:30 

4:15 

4:45 


Registration 

GUIDE  TO  THE  USE  OF  SOME  AUTOIMMUNE  IMMUNOLOGIC  TECHNIQUES  IN  CLINICAL  MEDICINE 
Burton  Zwieman,  M.D.,  University  of  Pennsylvania  School  of  Medicine 
EVALUATING  THE  CHILD  WITH  RECURRENT  AND  UNUSUAL  INFECTIONS 
Joseph  Bellanti,  M.D.,  Georgetown  University  School  of  Medicine 
Coffee  Break 

IDENTIFYING  THE  PATIENT  WITH  NEUTROPHIL  DYSFUNCTION 

Richard  Root,  M.D.,  University  of  Washington  School  of  Medicine 
EFFICIENT  USE  OF  THE  MICROBIOLOGY  LABORATORY  IN  EVALUATING  SEPSIS 
Richard  Tilton,  M.D.,  University  of  Connecticut  School  of  Medicine 
Questions  and  Answers 
Lunch 

LABORATORY  EVALUATION  OF  THE  ACQUIRED  IMMUNODEFICIENCY  SYNDROME 
Jeffrey  Laurence,  M.D.,  Cornell  University  Medical  School 
CULTURING  THE  PATIENT  WITH  INFECTIOUS  DIARRHEA 

Richard  Guerrant,  M.D.,  University  of  Virginia  School  of  Medicine 
Tea  Time 

WHEN  TO  USE  VIRAL  TESTING  IN  RESPIRATORY  INFECTIONS 

Peter  A.  Gross,  M.D.,  University  of  Medicine  and  Dentistry  of  New  Jersey 
Questions  and  Answers 
Adjourn 


Registration  Form 


Name  _ 
Address 


Phone  # 

Fee:  Physician  $50.00  □ 

Physician  in  Training  $25.00  □ 

Other  $50.00  □ 

(Fee  includes  conference,  syllabus,  lunch,  coffee 

and  tea  breaks) 


Complete  this  form,  detach  and  mail  with  check  pay- 
able to  Hackensack  Medical  Center  no  later  than 
April  10,  1985  to: 

Mary  Ann  Michelis,  M.D. 

Course  Director 
Johnson  Hall,  Room  120 
Hackensack  Medical  Center 
Hackensack,  New  Jersey  07601 

Course  approved  for  5V2  hours  of  continuing  medi- 
cal education  credits 
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CME  CALENDAR 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact 
the  sponsoring 
organization  for  further 
information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Eklucation  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organizatlon(s), 
indicated  by  italics— last  line  of  each 
i item. 


j CARDIOLOGY 
I May 

21  Treatment  of  Chronic  Refractory 
Heart  Failures 

1 2 noon — St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

‘ June 

1 1 Noncardiac  Surgery  in  the  Cardiac 
Patient 

1 2 noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

I 14  Pediatric  Cardiology:  1985 

' 8-9:30  A.M. — Overlook  Hospital, 

! Summit 

(Overlook  Hospital  and  AMNJ) 

I MEDICINE 
May 

1 Substance  Abuse 

8:30A.M.-1  P.M. — Alexlan  Brothers 

Hospital,  Elizabeth 

(AMNJ) 


1 Internal  Medicine  Review  Course 

8 3-6  P.M. —Overlook  Hospital, 

15  Summit 

22  (Overlook  Hospital  and  AMNJ) 

29 

1 Ehidocrine  Conferences 

8 3:30-5  P.M  — Rotates  between 

15  Newark  Beth  Israel  Medical  Center, 
22  University  Hospital,  and  United 
29  Hospitals  Medical  Center,  Newark, 
VA  Medical  Center,  East  Orange 
(Endocrinology  Section,  AMNJ) 

1 Drug-Drug  Interactions 

10-1  1:30  a.m. — Essex  County 
Hospital  Center,  Cedar  Grove 
(Essex  County  Hospital  Center 
and  AMNJ) 

1 Quantitative  Histochemical 
Analysis  as  a Tool  in  Toxicology 

2  P.M. — UMDNJ-Rutgers,  Busch 
Campus,  Plscataway 
(UMDNJ) 

2-  2 19th  Annual  Meeting 

5  Americana  Host  Farm  Resort, 
Lancaster 

(Medical  Society  of  New  Jersey 
and  AMNJ) 

2 Immunoregulation:  Basic 
Concepts  and  Applications 

4- 6  P.M. — Institute  for  Medical 
Research,  Copewood  St.,  Camden 
(Institute for  Medical  Research 
and  AMNJ) 

2 Nephrology  Grand  Rounds 

6:30-7:30  P.M.— Dialysis  Unit, 
Community  Memorial  Hospital, 
Toms  River 

(Community  Memorial  Hospital 
and  AMNJ) 

2 Distinguished  Lecture 
Series— Parkinson’s  Disease 

1 1 AM.- 12  noon — St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

3 Renal  Conferences  in  Nephrology 

17  4-5  P.M.— Rutgers  Medical  School, 

Medical  Education  Bldg.,  Rm.  393 
(Nephrology  Society  oj  NJ  and 
AMNJ) 

8 Cutaneous  Signs  of  Internal 
Disease 

1 :30  P.M.— Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

9 Stress  and  Disease 

1 1 AM.- 12  noon— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

15  Dermatologiccd  Conference 

6-9  P.M.— Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  1 , 

New  Brunswick 
(UMDNJ  and  AMNJ) 

1 6 Medical  and  Psychiatric  Aspects 
of  Drug  and  Alcohol  Abuse 

2 P.M. — John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

1 6 New  Concepts  in  Antifibrinol3dic 

Therapy 

5- 7:30  P.M.— Somerset  Medleal 
Center,  Somerville 


(Somerset  Medical  Center  and 
AMNJ) 

June 

5 Asthma  and  COPD 

1:30  P.M. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

5 Annual  Meeting:  Ulcers 

2-5  P.M.— Morristown  Memorial 
Hospital 

(NJ  Gastroenterological  Society 
and  AMNJ) 

6 Nephrology  Grand  Rounds 

6:30-7:30  P.M. — Community 
Memorial  Hospital,  Toms  River 
(Community  Memorial  Hospital 
and  AMNJ) 

6 Cancer  in  NJ:  Epidemiologic 
Considerations 

1 1 AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 

(St  Joseph's  Hospital  and  Medical 
Center  and  AMNJ) 

7 Renal  Conferences  in  Nephrology 

21  4-5  P.M. — UMDNJ-Rutgers  MedlCcd 

School,  Medical  Education  Bldg., 
Rm.  593 

(Nephrology  Society  oJ NJ  and 
AMNJ) 

17-  Today’s  'Therapy  in  Nephrology 

18  8AM.-5P.M. — Resorts 
International,  Atlantic  City 
(Nephrology  Society  of  NJ  and 
AMNJ) 

17-  1 1th  W.  Franklin  Keim  Memorial 

19  Seminar 

All  day— Caesar’s  Boardwalk 
Regency  Hotel,  Atlantic  City 
(UMDNJ  and  Newark  Eye  and  Ear 
Infirmary) 

19  Dermatological  Conference 

6-9  P.M. — Rutgers  Community 
Health  Plan,  57  U.S.  Hwy.  1 , New 
Brunswick 
(UMDNJ  and  AMNJ) 

20  Correct  Use  of  Antibiotics 
5-7:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

NEUROLOGY/PSYCHIATRY 

May 

2 Psychoimmunology— The  New 
Frontier 

9 Prescribing  for  Geriatric  Patients 
1 6 Creative  Therapy  for  Adolescents 
and  Geriatrics 

30  New  Brain  Imaging  Techniques 
and  Clinical  Psychiatry 

12  noon- 1 P.M.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

2 Case  Seminars 
16  8-10  P.M. — 3 1 0 Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group  and  AMNJ) 

6 Anorexia  Nervosa  with  Unusual 
Ideology 

8:15-10:30  P.M.— 5 Fairfield  Street, 
Montclair 

(Essex  Psychiatric  Seminar  and 
AMNJ) 

1 0  Centralized  Residency  Training 
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If  your  patients  are  not  paying  your  bills  . . . why 
not  engage  the  services  of  an  attorney  with  twelve 
years  of  experience  in  this  field  to  solve  your 
medical  collection  problems  for  you?  You  will  get 
prompt  results  with  fees  that  are  reasonable.  Your 
patients  are  treated  with  courtesy  and  each  case 
is  handled  in  a dignified  professional  manner. 

RONALD  I.  LeVINE, 

COUNSELLOR  AT  LAW 

120  Prospect  Avenue 
Hackensack,  N.J.  07601 
(201)  489-7900 


COOPER  HOSPITAL/UNIVERSITY 
MEDICAL  CENTER 


Wishes  to  assemble  a current  roster  of  all  of  its  former 
trainees  in  the  field  of  internal  medicine.  Please  send 
your  name,  along  with  the  dates  of  residency  and  ad- 
dress or  the  names  of  anyone  you  know  who  was  a 
medical  resident  at  Cooper  before  1975  to  Department 
of  Medicine,  Cooper  Hospital/University  Medical 
Center,  One  Cooper  Plaza,  Camden,  New  Jersey  08103 
or  call  609-342-2453. 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

N.Y.  State  Boards  of  Medicine  & Dentistry  25-hour  accredited 
seminar  and  workshop  on  the  latest  theories  & techniques  of 
manual  & electro-acupuncture  and  TENS,  applicable  toward  the 
200-hour  requirement  for  certification,  will  be  given  for  licensed 
clinicians  (with  or  without  prior  training)  during  the  weekend  of 
May  3-5,  1985  at  the  Barbizon  Plaza  Hotel,  New  York  City. 
International  Symposium  on  Acupuncture,  Oct.  9-13,  1985. 
Co-sponsored  by  the  International  College  of  Acupuncture  & 
Electro-Therapeutics,  its  official  journal.  Acupuncture  & Electro- 
Therap.  Res.,  Int.J.  (published  by  Pergamon  Press  and  indexed 
in  15  major  indexing  periodicals:  INDEX  MEDICUS,  etc.),  the 
Heart  Disease  Research  Foundation  and  the  Neuroscience 
Dept,  of  Long  Island  College  Hospital,  Pharmacology  Dept,  of 
The  Chicago  Medical  School.  Also  eligible  for  AMA/CME  credit. 
For  information,  contact  Y.  Omura,  M.D.,  ScD.,  800  Riverside 
Drive  (8-1),  NYC  10032.  Tel:  (212)  781-6262  or  (212)  WA8-0658, 
or  Saul  Heller,  M.D.,  Tel:  (212)  838-7514. 


THE  NEW  YORK  HOSPITAL- 
CORNELL  MEDICAL  CENTER 

June  10-14,  1985 

Update  Your  Medicine  1985.  Association  of  Practicing 
Physicians  of  The  New  York  Hospital  and  Cornell  Uni- 
versity Medical  College.  37  hours  Category  I credit,  42 
if  both  optional  workshops  are  taken.  9 major  review 
lectures,  16  workshops,  2 Meet  the  Professor  lun- 
cheons, Grand  Rounds  and  optional  practical  work- 
shops in  breast/pelvic  and  male  genitorectal  examin- 
ations. Held  at  New  York  Hospital-Cornell,  1300  York 
Avenue  at  69th  Street,  New  York. 

Information:  Office  of  CME,  212-472-6119  or  5600.  Dr. 
Lila  Wallis,  Course  Director. 

Also,  call  us  for  information  about  Update  Your  Medicine, 
Ithaca  course  July  22-26,  1985. 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  & Hospital 

230  N.  Broad  Street,  Philadelphia,  Pennsylvania  19102  (215)  448-8063 

CARDIOLOGY  UPDATE.  . . 

IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE  SURVEY  OF  THE 
CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY.  . . 

WEDNESDAY,  MAY  1,  1985 

CORONARY  ARTERY  BYPASS  GRAFTING 

MODERATOR:  BERNARD  L.  SEGAL,  M.D. 

3:00  CASE  PRESENTATION  Bruno  Manno,  M.D. 


3:30  SELECTION  OF  PATIENTS:  INDICATIONS 
AND  RESULTS 

4:00  CORONARY  ARTERY  SURGERY  AFTER  IV 
STREPTOKINASE 


Bernard  L.  Segal,  M.D. 


Gary  S.  Mintz,  M.D. 


4:30  CORONARY  ARTERY  BYPASS  GRAFTING  AFTER  PERCUTANEOUS 

TRANSLUMINAL  CORONARY  ANGIOPLASTY  Inder  P.  Goal,  M.D. 

5:00  ANGIOPLASTY  FOR  SINGLE-  AND  MULTI-VESSEL 

CORONARY  DISEASE  Demetrios  Kimbiris,  M.D. 

LECTURE  HALL  “A”— 2nd  floor  New  College  Building,  Hahnemann  University 
15th  and  Vine  Streets,  Philadelphia,  PA 
• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED  • 

• CME  CATEGORY  I CREDITS  CERTIFIED  • 

**WINE  & CHEESE  SERVED  FOLLOWING  CONFERENCE** 
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1 7  Program  and  Psjrchiatric  Lecture 
24  Series 

1:30-5  P.M. — Trenton  Psychiatric 
Hospital 

(Division  of  Mental  Health. 
Trenton  Psychiatric  Hospital,  and 
AMNJ) 

20  Lecture  Series 

8:30-10:30  P.M. —301  Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

2  2 Family  Therapy  and  the 
Schizophrenic  Patient 

9 AM.-5  P.M. — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

June 

3  Post-traumatic  Stress  Disorder 
and  Depression 

8: 1 5- 1 0:30  P.M.—  1 046  South 
Orange  Ave.,  Short  Hills 
(Essex  Psychiatric  Seminar  and 
AMNJ) 

6 Medical  Illness  Presenting  as 
Psychiatric  Syndromes 

13  DSM  m Pros  & Cons;  and  Beyond 
to  DSM  IV 

20  DRGs  for  the  Private  Psychiatric 
Hospital 

12  noon-1  P.M.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

6 Case  Seminars 

20  8-10  P.M.— 310  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Group  and 
AMNJ) 

7 Centralized  Residency  Training 

1 4 Program  and  Psychiatric  Lecture 
Series 

1:30-5  P.M.— Trenton  Psychiatric 
Hospital 

(Trenton  Psychiatric  Hospital  and 
AMNJ) 

17  The  Impact  of  Rape  on  the  Family 

1  -4  P.M. —Fair  Oaks  Hospital. 
Summit 

(Fair  Oaks  Hospital  and  AMNJ) 

17  Lecture  Series 

8:30- 1 0:30  P.M.— 30 1 Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

18-  Humor/Play/Religion  as  Healing 
19  Powers 

9 AM.-5  P.M.— Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

OBSTETRICS/GYNECOLOGY 

June 

7 Annual  Meeting 

9 AM.-5  P.M. — Trump  Plaza, 

Atlantic  City 

(NJ  Obstetrical  and  Gynecological 
Society  and  AMNJ) 

PATHOLOGY 

May 

1 0 Pulmonary  Pathology  in  the 
Newborn 

8-9:30  AM.— Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 


1 8 Monoclonal  Antibody  Use  in 
Diagnoses  of  Infectious  Disease 

8:30  A.M.-2  P.M. — Rutgers  Medical 
School,  Piscataway 
(NJ  Society  of  Pathologists  and 
AMNJ) 

PEDIATRICS 

May 

14  Advanced  Concepts  in 

Neonatology/Perinatology 

6:30-7:45  P.M. — NJ  Medical  School, 

Newark 

(UMDNJ) 

June 

14  Pediatric  Cardiology:  1985 

8-9:30  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 

RADIOLOGY 

May 

23  Visiting  Professorship  Program 

1:30-5  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Medical  Center 
and  AMNJ) 

June 

15  Echocardiography  Workshops 

16  9 AM. -5:30  P.M. — Nassau  Inn, 
Princeton 

(Practical  Diagnostic  Ultrasound 
Seminars  and  AMNJ) 

1 9 CAT  Scanning  of  the  Abdomen: 
Part  n 

1 :30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57  U.S. 
Hwy.  1 . New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

SURGERY 

May 

14  Surgical  Grand  Rounds 

7-9  AM.— Hackensack  Medical 
Center 


(Hackensack  Medical  Center  and 
AMNJ) 

28  Surgical  Oncology  Update 

8- 10  P.M. — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society  and 
AMNJ) 

June 

4  Surgical  Grand  Rounds 

25  7-9  AM. — Hackensack  Medical 

Center 

(Hackensack  Medical  Center  and 
AMNJ) 

1 8 Noncardiac  Surgery  in  the  Cardiac 
Patient 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

25  Diethylsdlbesterol:  Past,  Present, 
and  Fiiture 

8-10  P.M  — Englewood  Club, 
Englewood 

(Englewood  Surgical  Society) 


SURGICAL  SPECIALTIES 
May 

2  Vascular  Surgical  Rounds 

9 4-5  P.M.— Medical  Education  Bldg., 

16  Rm.  593,  Rutgers  Medical  School, 
23  New  Brunswick 
30  (UMDNJ) 

June 

6 Vascular  Surgical  Rounds 

13  4-5  P.M.— Medical  Education  Bldg., 

20  Rm.  593,  Rutgers  Medical  School, 
27  New  Brunswick 

(UMDNJ -Rutgers  Medical  School) 

MISCELLANEOUS 

June 

1 6 Legal  Aspects  of  Psychiatric 
Practice 

3  P.M.— Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 


Medical  Society  of  New  Jersey 
1985  Annual  Meeting 

The  Medical  Society  of  New  Jersey  will  be  conducting  its  219th 
Annual  Meeting,  May  2 through  May  5,  1985,  at  the  Americana  Host 
Farm  Resort,  in  Lancaster,  Pennsylvania 

You  can  plan  your  arrival  for  Thursday,  May  2nd  with  a Sunday, 
May  5th  departure. 

There  will  be  500  rooms  available  at  Host  Farm  Resort  and  an 
additional  100  rooms  available  in  the  immediate  area 

The  Hotel  will  maintain  a shuttle  bus  service  to  and  from  the  Host 
Farm  Building  and  the  Host  Corral  Building. 

This  Annual  Meeting  will  have  total  exclusivity  of  all  function 
rooms,  dining  rooms,  golf  and  tennis  facilities,  entertainment,  health 
clubs,  swimming  pools,  two  miles  of  bicycle  and  jogging  trails,  hand- 
ball, etc. 

Sightseeing  and  factory  outlet  shopping  here  in  the  beautiful 
Pennsylvania  Dutch  Countiy  will  be  very  appealing. 
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ANNUAL  AWARDS  DINNER 

of 

THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

Wednesday,  May  29,  1985 
6:00  P.M. 

at 

THE  CHANTICLER 
Short  Hills,  New  Jersey 

1984  AWARD  RECIPIENTS 

EDWARD  J.  ILL  AWARD 

STANLEY  S.  BERGEN,  JR.,  M.D. 

CITIZENS  AWARD 

MRS.  MARY  MUHOLLAND 


For  further  information,  please  contact: 

EXECUTIVE  OFFICES 

%.  The  Academy  of  Medicine  of  New  Jersey 
£ 3 P''incess  Road 

^ Lawrenceville,  NJ  08648 
(609)  896-1717 


June  15,  1985 

5TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Golden  Nugget  Hotel 
Atlantic  City,  New  Jersey 

Sponsored  by  the  Gastrointestinal  Section  of 
the  Hospital  of  the  University  of  Pennsylvania 
and  the  Continuing  Medical  Education  Depart- 
ment of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey. 

Category  1 credit  offered. 


Information:  Registration  Supervisor,  Slack  In- 
corporated, 6900  Grove  Road,  Thorofare,  New 
Jersey  08086,  609-848-1000. 


11  th  ANNUAL 

FAMILY  MEDICINE 
REVIEW  COURSE 


June  23-28,1985 
Carousel  Hotel 

Ocean  City,  Maryland 

Sponsored  by  the 
Department  of  Family  Medicine 
University  of  Maryland 
School  of  Medicine 


This  course  is  designed  to  update  the 
family  physician  in  current  concepts  of 
medicine  with  emphasis  on  practical  and 
clinical  aspects  of  patient  care.  New  diag- 
nostic and  therapeutic  techniques  will  be 
presented,  and  major  aspects  of  tradi- 
tional care  will  be  reviewed 


For  further  information  contact; 

Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301 ) 528-3956 


DERNAfOLOGY 
DAYS# 

June  27-29,1985 

CAROUSEL  HOTEL 

Ocean  City,  Maryland 


Sponsored  by  the 

Division  of  Dermatology 

Department  of  Medicine 

University  of  Maryland  - School  of  Medicine 


DERMATOLOGY  DAYS  will  be  composed  of  two  concurrent 
symposia:  one  for  the  practicing  generalist  (internist,  pedia- 
trician and  family  physician),  the  second  symposia  is  designed 
to  help  individual  dermatologists.  Dermatology  Days  is  a sym- 
posium designed  to  help  individual  practitioners  become 
aware  of  some  of  the  most  effective  methods  of  diagnosis  and 
management  of  dermatological  problems  as  well  as  some  of  the 
newest  advances  in  the  field  of  dermatology.  The  course  will 
focus  on  the  use  of  live  patients  and  much  of  the  content  will 
be  derived  from  discussion  of  the  actual  cases  presented. 


For  further  information  contact: 


CME 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528-3956 


In  summary,  this  course  will  provide  a comprehensive  up-to- 
date  exposure  to  many  of  the  problems  as  well  as  current  i| 
trends  involved  in  the  diagnosis  and  management  of  derma-  1 
tological  problems. 
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University  Microfilms  International 


Please  send  additional  information  for 
Marne 


(name  of  publication) 


Institution 

Street 

City 


State 


300  North  Zeeb  Road 
Dept.  RR. 

Ann  Arbor,  Mi.  48106 
U.S.A. 


30-32  Mortimer  Street 
Dept.  P.R. 

London  WIM  7RA 
England 
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Obituaries 


Dr.  Henry  A.  Belafsl^ 

A member  of  our  Middlesex  Coun- 
ty component,  Heniy  Abraham 
Belafsky,  M.D.,  died  on  January  16, 
1 985.  A native  of  Perth  Amboy,  bom 
in  1907,  Dr.  Belafsky  received  his 
medical  degree  from  Long  Island 
College  of  Medicine,  New  York,  in 
1931.  An  obstetrician,  he  opened  an 
office  in  Woodbridge;  later  he  be- 
came a member  of  an  obstetrical/ 
gynecological  group  with  offices  in 
Perth  Amboy  and  Edison.  Dr. 
Belafsky  was  a member  of  the  Ameri- 
can Medical  Association;  he  was  a 
Fellow  of  the  International  College  of 
Surgeons,  and  a Fellow  of  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists.  He  was  affiliated  with 
Perth  Amboy  General  Hospital.  Dur- 
ing World  War  II,  Dr.  Belafsl^  served 
in  the  medical  department  of  the 
United  States  Army.  He  was  a recipi- 
ent of  MSNJ’s  Golden  Merit  Award 
in  recognition  of  his  50  years  in 
medicine. 

Dr.  Gerald  D.  Darrow 

Gerald  Donald  Darrow,  M.D.,  a 
member  of  our  Morris  County  com- 
ponent, died  on  November  20,  1984, 
at  the  untimely  age  of  53.  Bom  in 
New  York  City,  Dr.  Darrow  received 
his  medical  degree  from  the  State 
University  of  Groningen,  Holland,  in 
1956.  He  was  a family  practitioner 
with  offices  in  Boonton,  and  had 


been  affiliated  with  St.  Clare’s  Hos- 
pital, Denville;  Riverside  Hospital, 
Boonton;  and  Hackettstown  Com- 
munity Hospital. 

Dr.  Danilo  R.  Espineli 

At  only  43  years  of  age,  Danilo 
Philo  Espineli,  M.D.,  died  on  Decem- 
ber 7,  1984.  Bom  in  Manila,  Philip- 
pine Islands,  Dr.  Espineli  received 
his  medical  degree  at  the  Institute  of 
Medicine  of  Far  Eastern  University, 
Manila  in  1969.  Until  1975,  he  re- 
mained in  the  Philippines,  then  emi- 
grated to  the  United  States,  and 
practiced  first  in  California  and 
then  in  Pennsylvania  In  1979,  he 
came  to  New  Jersey,  became  a mem- 
ber of  our  Monmouth  County  com- 
ponent, and  established  pediatrics 
as  his  specialty.  He  was  affiliated 
with  Jersey  Shore  Medical  Center, 
Neptune. 


Award,  honoring  his  50  years  as  a 
physician. 

Dr.  Emmanuel  B.  Pappas 

A member  of  our  Essex  County 
component,  Emmanuel  Basil  Pap- 
pas, M.D.,  died  on  November  25, 
1984,  at  Saint  Barnabas  Medical 
Center.  A native  of  Greece,  bom  in 
1 923,  Dr.  Pappas  received  his  medi- 
cal degree  from  the  Faculty  of  Medi- 
cine, National  University  of  Athens, 
Greece,  in  1 953.  He  emigrated  to  the 
United  States  in  1955  and  estab- 
lished a practice  in  obstetrics  and 
gynecology  in  Livingston.  He  was 
board  certified  in  his  specially,  and 
had  been  affiliated  with  Saint 
Barnabas  Medical  Center,  Living- 
ston; Saint  Michael’s  Medical 
Center,  Newark;  and  East  Orange 
General  Hospital. 


Dr.  Philip  Fiscella 

At  the  venerable  age  of  88,  Philip 
Fiscella,  M.D.,  who  had  served  as 
treasurer  of  Cape  May  County  Medi- 
cal Society  up  to  the  time  of  his 
death,  died  on  December  15,  1984. 
Bom  in  Philadelphia,  Dr.  Fiscella 
earned  his  medical  degree  at  Temple 
University  School  of  Medicine  and 
was  graduated  in  1925.  He  estab- 
lished his  practice  in  family  medi- 
cine in  Wildwood,  and  had  been  af- 
filiated with  Burdette-Tomlin  Mem- 
orial Hospital,  Cape  May  Court 
House.  Dr.  Fiscella  was  a member  of 
the  American  Medical  Association, 
and  in  1975  was  a recipient  of 
MSNJ’s  Golden  Merit  Award  honor- 
ing his  50  years  in  medicine. 

Dr.  Charles  F.  Kutterofif 

At  the  venerable  age  of  92,  Charles 
Frederick  Kutteroff,  M.D.,  a member 
of  our  Burlington  County  compo- 
nent, died  on  January  13,  1985. 
Bom  in  McKee  City,  Dr.  Kutteroff  re- 
ceived his  medical  degree  from 
Hahnemann  Medical  College  and 
Hospital,  Philadelphia  in  1921.  For 
many  years  he  was  a general  practi- 
tioner in  the  Frankford  section  of 
Philadelphia  until  1955  when  he  es- 
tablished a practice  in  Medford.  Dr. 
Kutteroff  was  a member  of  the 
American  Medical  Association,  and 
in  1971  he  was  among  those  who 
received  MSNJ’s  Golden  Merit 


Dr.  Michael  Permison 

A psychiatrist  with  offices  in 
Union,  Michael  Permison,  M.D.,  died 
in  Overlook  Hospital,  Summit,  on 
December  12,  1984.  A member  of 
our  Essex  County  component.  Dr. 
Permison  was  bom  in  1910  in  New- 
ark. He  received  his  medical  degree 
from  the  Medical  Faculty  of 
Heidelberg,  Germany,  in  1937.  Dr. 
Permison  had  been  affiliated  with 
the  Mount  Carmel  Guild  Mental 
Health  Center,  Newark,  for  the  past 
17  years  and  had  been  on  the  staff 
of  Elizabeth  General  Hospital.  Dur- 
ing World  War  II,  Dr.  Permison 
served  in  the  United  States  Army. 


Dr.  Jacob  Prager 

A past  president  of  the  staff  at 
Hackensack  Medical  Center,  Jacob 
Prager,  M.D.,  died  on  December  22, 
1984,  in  Ann  Arbor,  Michigan, 
where  he  had  been  living  since  his 
retirement.  Bom  in  1 908,  Dr.  Prager 
received  his  medical  degree  from 
Columbia  University’s  College  of 
Physicians  and  Surgeons  in  1934. 
He  had  practiced  internal  medicine 
in  Hackensack  for  over  30  years.  A 
member  of  our  Bergen  County  com- 
ponent, Dr.  Prager  had  been  af- 
filiated with  Hackensack  Medical 
Center  and  Bergen  Pines  County 
Hospital,  Paramus.  In  1984,  he  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award  in  recognition  of  his  50  years 
of  medical  practice. 
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Dr.  Pasquale  Racaniello 

PasquaJe  Racaniello,  M.D.,  chief  of 
vascular  surgery  at  St.  Joseph’s  Hos- 
pital and  Medical  Center,  Paterson, 
died  at  his  home  on  December  14, 
1984.  A native  of  Italy,  Dr.  Racaniello 
received  his  medical  degree  from  the 
University  of  Naples  in  1948.  He  emi- 
grated to  the  United  States  in  1950 
and  established  his  practice  in  Clif- 
ton. A member  of  our  Passaic  Coun- 
ty component,  and  a member  of  the 
American  Medical  Association,  Dr. 
Racaniello  was  board  certified  in 
both  general  and  thoracic  surgery. 
He  had  an  impressive  list  of  hospital 
affiliations  including:  Beth  Israel, 
Saint  Mary’s,  and  Passaic  General 
Hospitals,  Passaic:  St.  Joseph’s  Hos- 
pital and  Medical  Center  and 
Bamert  Memorial  Hospital,  Pater- 
son: Chilton  Memorial,  Pompton 
Plains;  Greater  Paterson  General 
Hospital,  Wayne;  and  Saddle  Brook 
General  Hospital. 

Dr.  Francis  S.  Renna 

A proctologist  in  Morristown, 
Francis  Stanley  Renna,  M.D.,  died  on 
December  21,  1984.  A native  of 
Montclair,  bom  in  1914,  Dr.  Renna 
received  his  medical  degree  from  the 
University  of  Maryland  School  of 
Medicine  in  1941.  A member  of  our 
Morris  County  component.  Dr. 
Renna  was  on  the  staff  at  Mor- 
ristown Memorial  Hospital. 

Dr.  Jack  Sail 

Jack  Sail,  M.D.,  a member  of  our 
Passaic  County  component,  died  on 
December  23,  1984,  in  St.  Thomas, 
Virgin  Islands.  A general  practi- 
tioner with  emphasis  on  industrial 
medicine.  Dr.  Sail  was  bom  in 
Paterson  in  1922  and  earned  his 
medical  degree  from  Tulane  Univer- 
sity School  of  Medicine,  New  Or- 
leans, in  1945.  He  was  affiliated  with 
Bamert  Memorial  Hospital,  Pater- 
son, and  had  been  a member  of  the 
American  Medical  Association.  Dur- 
ing World  War  II,  Dr.  SaU  served  as 
a flight  surgeon  in  the  Air  Force. 

Dr.  David  B.  Scanlan 

A urological  surgeon  in  Ventnor 
City,  prior  to  his  retirement  in  1976, 
David  Bernard  Scanlan,  M.D.,  died  at 
his  home  there  on  December  18, 
1984.  A native  of  Atlantic  City,  bom 


in  1914,  Dr.  Scanlan  received  his 
medical  degree  from  Hahnemann 
Medical  College,  Philadelphia  in 
1940.  He  had  been  chief  of  the 
surgical  department  at  Shore  Mem- 
orial Hospital,  Somers  Point,  and  a 
member  of  their  board  of  governors. 
Dr.  Scanlan,  a member  of  our  Atlan- 
tic County  component,  also  had 
served  on  the  staff  of  Atlantic  City 
Medical  Center,  Burdette-Tomlin 
Memorial  Hospital,  Cape  May  Court 
House,  and  Our  Lady  of  Mercy  Hos- 
pital, Sea  Isle  City.  He  was  a member 
of  the  American  Medical  Associa- 
tion, a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a Diplomate  of 
the  American  Board  of  Urologists. 
Dr.  Scanlan  had  served  aboard  the 
American  medical  ship  “Hope” 
twice,  when  it  was  stationed  off  the 
coasts  of  Africa  and  India 

Dr.  Aaron  F.  Shpetner 

An  internist  and  cardiologist  for 
Bamert  Memorial  Hospital,  Pater- 
son for  over  30  years,  Aaron  Freder- 
ick Shpetner,  M.D.,  died  on  Decem- 
ber 30,  1 984,  at  the  age  of  70.  Bom 
in  New  York  City,  Dr.  Shpetner  re- 
ceived his  medical  degree  from 
Queens  University  Medical  School, 
Ireland,  in  1941.  Dr.  Shpetner  was  a 
member  of  our  Passaic  County  com- 
ponent, a member  of  the  American 
Medical  Association,  and  a Fellow  of 
The  Academy  of  Medicine  of  New 
Jersey.  During  World  War  II,  he 
served  in  the  medical  corps  of  the 
British  Army,  attaining  the  rank  of 
major. 

Dr.  £.  Milton  Staub 

Complications  resulting  from  a 
heart  attack  took  the  life  of  E.  Milton 
Staub,  M.D.,  in  Boca  Raton,  Florida 
on  January  1 3,  1 985.  A retired  mem- 
ber of  our  Union  County  component, 
living  in  Florida  Dr.  Staub  was  bom 
in  Philadelphia  Pennsylvania  in 
1906.  He  earned  his  medical  degree 
at  the  University  of  Michigan  Medi- 
cal School,  and  was  graduated  in 
1 930.  A general  surgeon,  he  opened 
an  office  in  Westfield  in  1931,  and 
practiced  there  until  his  retirement 
in  the  mid-1970s.  In  1964,  Dr.  Staub 
was  honored  for  his  years  of  service 
to  the  Children’s  Specialized  Hospi- 
tal, Westfield,  where  he  was  medical 
director.  He  was  a member  of  the 
American  Medical  Association  and  a 
Fellow  of  the  International  College  of 


Surgeons.  In  1980,  Dr.  Staub  re- 
ceived MSNJ’s  Golden  Merit  Award 
for  50  years  in  medicine. 

Dr.  John  J.  Tambascia 

At  the  untimely  age  of  52,  John 
Joseph  Tambascia,  M.D.,  died  at 
Graduate  Hospital,  Philadelphia,  on 
December  29,  1984.  An  internist, 
and  a member  of  our  Camden  Coun- 
ty component.  Dr.  Tambascia  was 
bom  in  Newark.  He  received  his 
medical  degree  from  Jefferson  Medi- 
cal College,  Philadelphia,  in  1959, 
and  established  a practice  in  Ken- 
dall Park.  He  was  an  assistant 
clinical  professor  at  Rutgers  Medical 
School,  and  had  been  affiliated  with 
Carrier  Clinic,  Belle  Mead,  and  The 
Medical  Center  at  Princeton.  Dr. 
Tambascia  was  a member  of  the 
American  Medical  Association,  the 
American  Geriatric  Society,  the 
American  Thoracic  Society,  and  the 
American  College  of  Chest  Physi- 
cians. 

Dr.  Stanley  Tolor 

Stanley  Tolor,  M.D.,  a member  of 
our  Union  County  component,  died 
on  December  12,  1984,  at  the  ad- 
vanced age  of  86.  Bom  in  Odessa, 
Russia,  Dr.  Tolor  received  his  medi- 
cal degree  from  the  University  of 
Vienna,  Austria,  in  1929.  He  re- 
mained in  Europe  until  1938  when 
he  emigrated  to  the  United  States 
and  established  a practice  in  gen- 
eral/intemral  medicine  in  Elizabeth. 
Dr.  Tolor  was  affiliated  with  St. 
Elizabeth,  Elizabeth  General,  and 
Alexian  Brothers  Hospitals,  Eliza- 
beth; he  was  a member  of  the  Ameri- 
can Medical  Association,  and  a Fel- 
low of  The  Academy  of  Medicine  of 
New  Jersey.  In  1979,  Dr.  Tolor  was 
honored  to  receive  MSNJ’s  Golden 
Merit  Award  in  recognition  of  his  50 
years  in  medicine. 

Dr.  Alfonso  H.  Waller 

At  only  53  years  of  age,  Alfonso 
Hillman  Waller,  M.D.,  died  on  Janu- 
ary 1,  1985.  Bom  in  Vienna,  Austria, 
Dr.  Waller  received  his  medical 
degree  from  Salamanca  University, 
Spain,  in  1959.  He  emigrated  to  the 
United  States  in  1960,  established 
an  office  in  general  medicine  in 
Union  City,  and  served  as  anesthe- 
tist at  North  Hudson  Hospital, 
Weehawken,  and  Riverside  Hospital, 
Secaucus. 
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BOOK  REVIEWS 


Current  Obstetric  8L 
Gynecologic  Dictgnosis 
Treatment;  General 
Urology;  Poison  in  the 
Pot;  Radiology  of 
Orthopedic  Procedures, 
Problems  and 
Complications;  Review  of 
General  Psychiatry 


Current  Obstetric  8i 
Gynecologic  Diagnosis  8l 
Treatment,  5th  Edition 

Ralph  C.  Benson,  M.D.,  (ed).  Los 
Altos,  CA  Lange  Medical  Publi- 
cations, 1984.  Pp.  1,082.  Illustrated, 
($26.50) 

This  latest  edition  of  Dr.  Benson’s 
comprehensive  manual,  updated 
after  approximately  two  years  since 
the  previous  edition,  appears  again 
to  have  the  depth  and  content  of  its 
predecessor.  The  book  especially  will 
be  valuable  to  practitioners  as  a 
quick  reference  and  review  guide 
and  even  could  serve  as  a review  ve- 
hicle for  one  taking  the  current 
examinations  in  obstetrics  and 
gynecology. 

Chapters  have  been  expanded  and 
others  pruned  of  outdated  and  ob- 
solete material.  The  basic  science 
chapters  are  well  illustrated  even  to 
the  point  that  most  of  the  drawings 
could  be  adaptable  to  coloring  as  an 
aid  in  learning  (by  the  student).  The 
references  at  the  chapter  endings  for 
the  most  part  are  from  recent  publi- 
cations. Of  special  interest  was  the 
chapter  on  medical-legal  problems 
pertaining  to  obstetrics  and  gyne- 
cology. 

To  summarize,  I highly  rec- 
ommend this  text  for  the  student 


and  specialist  alike  in  the  continu- 
ing crusade  for  excellence  in  this 
medical  specialty. 

Earl  Kanter,  M.D. 

General  Urology 
11th  Edition 

Donald  R.  Smith.  M.D.,  (ed).  Los 
Altos.  CA  Lange  Medical  Publi- 
cations, 1984.  Pp.  661.  Illustrated, 
($24) 

Dr.  Donald  Smith  has  expanded 
significantly  the  scope  of  coverage  of 
this  comprehensive  analysis  of  the 
field  of  urology.  The  number  of 
authors  has  increased  to  33,  and  the 
number  of  pages  has  increased  by 
10  percent.  The  36  chapter  titles  in- 
clude anatomy,  embryology,  symp- 
toms, physical  examination,  dis- 
eases of  each  organ  in  the  urinary 
system,  and  specific  disease  entities 
such  as  stones,  tumors,  and  re- 
novascular hypertension.  Im- 
munology, renal  transplantation, 
skin  diseases  of  the  external  geni- 
talia, and  the  effects  of  psyche  on 
kidney  and  bladder  function  each 
are  given  a chapter.  There  is  a com- 
pletely new  chapter  on  inter- 
ventional uroradiology,  and  the 
others  have  been  revised  extensively. 

As  each  chapter  is  so  clearly  or- 
ganized with  headings  such  as 
pathogenesis,  clinical  findings,  dif- 
ferential diagnosis,  and  treatment, 
this  book  is  highly  recommended  for 
the  generalist  and  also  for  the  urol- 
ogist and  nephrologist.  The  chapters 
are  concise  so  that  the  physician 
can  get  an  excellent  overview  of  a 
subject  in  a few  minutes.  In  ad- 
dition, there  is  an  extensive  list  of 
current  references  after  each 
chapter  for  pursuing  a subject  in 
depth. 

The  book  is  well  written  and  ex- 
tensively illustrated.  It  is  a very 
worthwhile  addition  to  the  library  of 
every  physician  who  sees  patients 
with  urological  diseases. 

Robert  H.  Stackpole,  M.D. 

General  Urology, 

11th  Edition 

Donald  R.  Smith,  M.D.,  (ed).  Los 
Altos,  CA  Lange  Medical  Publi- 
cations, 1984.  Pp.  661.  Illustrated, 
($24) 

The  11th  edition  of  Smith’s  book 
not  only  brings  it  up  to  date,  but 
attests  as  well  to  its  continued  popu- 
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larity.  We  have  used  this  text  at  our 
hospital  for  teaching  medical  stu- 
dents, but  it  is  complete  enough  to 
be  studied  by  urologic  residents,  and 
to  be  used  as  a reference  book  for 
urologists. 

The  various  chapters  are  written 
by  authorities  in  their  fields,  most  of 
them  prominent  names  in  urology; 
New  Jersey  is  represented  by  Prof  I. 
Kathleen  Hagen  of  Rutgers. 

New  techniques  in  endourology, 
including  percutaneous  stone  ex- 
traction, are  covered,  as  well  as  ex- 
tracorporeal shock  wave  lithotripsy. 

Illustrations  are  copious,  as  are 
the  bibliographies  at  the  end  of  each 
chapter. 

I picked  up  information  I had  not 
known,  such  as  the  length  of  a Foley 
catheter  (16-%  inches). 

Comprehensive  without  being  ver- 
bose, this  text  can  be  recommended 
confidently  to  students,  residents, 
urologists,  and  others  who  en- 
counter urologic  problems. 

Robert  Zufall,  M.D. 

Poison  in  the  Pot: 

The  Legacy  of  Lead 

Richard  P.  Wedeen,  Carbondale,  IL, 
Southern  Illinois  University  Press, 
1984.  ($24.95) 

Written  by  a New  Jersey  physician, 
this  stimulating  book  primarily  is  , 
concerned  with  a detailed  account  of  } 
lead  poisoning  throughout  the  ages. 

One  excellent  feature  of  this  book 
is  the  frequent  interpolation  of  ex- 
cerpts from  well-known  authorities: 
it  is  by  Wedeen’s  skillful  inter- 
pretations and  comments  on  these 
that  we  gendy  are  led  through  the  | 
Middle  Ages  and  the  Renaissance  to  j 
17th  century  Britain.  It  was  here 
that  the  introduction  of  Portuguese  ; 
wines  in  lead-lined  casks  brought  on 
an  epidemic  of  colic  or  the  “gripes” 
accompanied  by  palsies,  bladder ; 
stones,  and  gout.  While  the  latter 
two  are  not  attributed  to  lead  itself  i 
the  damaging  effects  on  the  kidneys  ! 
of  excessive  exposure  to  the  metal 
may  have  resulted  in  high  uric  acid  | 
concentrations  and  its  complica- 
tions. Numerous  illustrations  add  ' 
interest  to  this  major  section  of  the 
book. 

In  the  last  chapter,  our  author  dis- 
cusses the  development  of  scientific  ■ 
studies  in  renal  pathology,  tracing 
the  line  of  descent  from  Malpighi  to 
Richard  Bright. 

II 
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Finally,  anyone  who  reads  through 
the  lines  of  this  thought-provoking 
book,  cannot  fail  to  be  impressed  by 
the  reactionary  attitude  so  frequent- 
ly assumed  by  the  profession  to  in- 
novations of  all  kinds.  EVen  when 
colchicine— the  standard  drug  still 
used  today — was  introduced,  it  was 
met  by  skepticism  and  dismissed  as 
useless.  If  we  are  looking  for  some 
consolation  for  the  problems  of  pub- 
lic relations  besetting  the  profession 
today,  this  book  can  supply  numer- 
ous instances  in  earlier  periods 
when  the  image  of  the  doctor  shone 
hardly  more  brightly  than  it  does 
today. 

Morris  H.  Saffron,  M.D. 

Radiology  of  Orthopedic 
Procedures^  Problems 
and  Complications t 
Volume  24 

Martin  I.  Gelman  M.D.  Philadel- 
phia. PA  W.B.  Saunders  Company, 
1984.  Pp.  196.  Illustrated.  ($32) 

Dr.  Gelman  of  the  University  of 
Utah  Medical  School  has  written  an 
excellent  book  on  the  radiology  of 
orthopedic  procedures  that  will  ap- 
peal to  radiologists,  orthopedists, 
and  residents  as  well  as  practi- 
tioners in  each  field. 

In  a most  lucid  manner  Gelman 
describes  the  various  injuries  to  dif- 
ferent parts  of  the  skeleton  system 
and  their  orthopedic  treatment. 
Rheumatologic  diseases  and  con- 
genital abnormalities  and  their 
surgical  treatment  also  are  dis- 
cussed. Although  this  book  is  not 
intended  to  be  an  encyclopedic  de- 
scription of  all  orthopedic  diseases 
and  their  treatment,  it  does  briefly 
describe  the  most  common  diseases 
that  come  across  the  desk  of  the 
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working  radiologist.  As  such  it  is  a 
good  introduction  to  the  subject  for 
the  resident  in  training  and  an  ex- 
cellent review  for  the  practicing 
physician.  Most  of  the  illustrations 
are  adequate  and  sufficient  to  ac- 
company the  text. 

In  today’s  world,  where  the  radi- 
ologist is  concerned  about  com- 
puterized tomography,  NMR  biop- 
sies, and  drainages  of  abscesses,  he 
often  considers  such  mundane 
topics  as  fractures  and  their  or- 
thopedic treatment  as  unimportant 
subjects  to  review.  This  small  book 
makes  such  a review  easy  and 
palatable.  1 recommend  the  reading 
of  this  book  to  all  radiologists. 

Sidney  Ketyer,  M.D. 


Review  of  General 
Psychiatry 

Howard  H.  Goldman,  M.D.,  (ed).  Los 
Altos,  CA  Lange  Medical  Publi- 
cations, 1984.  Pp.  696.  Illustrated, 
($24) 

Until  recently,  there  were  few  psy- 
chiatric textbooks  which  could  be 
recommended  to  the  second-  or 
third-year  medical  students  with  the 
expectation  that  they  would  find 
them  not  too  little  or  too  large  but 
just  right.  The  American  Handbook 
and  Comprehensive  Textbook  were 
too  encyclopedic:  the  Harvard 
Guide  lacked  a clear  focus  although 
it  was  very  good  in  parts;  Modern 
Synopsis  still  was  intimidatingly 
large  with  over  1,000  pages  in  spite 
of  its  title.  In  1977,  Gregory  and 
Smeltzer  produced  an  excellent 
work  called  Psychiatry:  Essentials 
of  Clinical  Practice,  with  Examin- 
ation Questions,  Answers,  and 
Comments,  and  a second  edition  ap- 
peared in  1983. 


In  1984,  two  more  textbooks  ap- 
peared. Waldinger’s  Psychiatry  for 
Medical  Students  is  a one-man 
book  designed  to  provide  the  basics 
of  psychiatry  for  medical  students;  it 
is  veiy  well  accepted  by  medical  stu- 
dents, but  probably  is  too  brief  to  be 
used  without  either  larger  texts  or 
looking  up  the  useful  end-of-chapter 
references.  The  latest  book  to  appear 
is  Goldman’s  Review  of  General 
Psychiatry,  a newcomer  to  the  well- 
known  Lange  “Concise  Medical  Li- 
brary for  Practitioner  and  Student.” 

These  softbound  texts,  in  a wide 
variety  of  basic  and  clinical  fields, 
have  assisted  most  of  us  in  our 
medical  student  days;  they  are  com- 
prehensive, inexpensively  produced, 
and  regularly  rewritten.  Goldman  re- 
cently was  director  of  medical  stu- 
dent education  in  psychiatry  at  the 
University  of  California  San  Fran- 
cisco, and  almost  all  of  over  50 
chapter  authors  have  been  active 
teachers  in  the  same  program.  His 
text  is  a thoroughly  up-to-date  work, 
with  references  up  to  1984  solidly 
based  on  DSM  111  yet  able  to  look 
back  on  conceptual  issues  raised  in 
earliest  times. 

Goldman’s  work  is  distinguished 
by  “illustrative  cases,”  brief  case  his- 
tories which  illumine  the  descriptive 
paragraphs  of  the  text  and  remind 
us  that  psychiatry  is  concerned  with 
real  people  and  not  hypothetical 
diagnostic  constructs.  The  editor 
aims  “to  present  psychiatry  with  the 
proper  mix  of  brain,  mind,  and  wit.” 

1 think  he  has  been  successful  in 
doing  so  and  1 heartily  recommend 
this  book  to  medical  students  and  to 
physicians  who  want  to  replace  their 
outdated  psychiatry  text  with  a 
modem  work  at  very  reasonable 
cost. 

A Arthur  Sugerman,  M.D. 
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7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore! 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  how  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  heat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  EREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 


VOL.  82— NUMBER  4— APRIL  1985 


341 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  coloreaal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44% . The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
V CANCER 
f SOCIETY* 


*"Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov.-Dee  ).  ! 

This  space  contributed  as  a public  service.  ; 
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mericana  housing 

ost  Farm  Resort  application 


219TH  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 


THURSDAY,  MAY  2,  TO  SUNDAY,  MAY  5,  1985 


IE  FOLLOWING  ARE  ALL-INCLUSIVE  PACKAGE  PLANS  BASED  ON 
DDIFIED  AMERICAN  PLAN,  INCLUDING  DINNER  AND  BREAKFAST 
ULY  STARTING  WITH  DINNER  ON  THE  DAY  OF  ARRIVAL,  THE  SAT- 
IDAY  NIGHT  BANQUET,  LIVE  CABARET  SHOWS  EACH  EVENING 
ATURING  A DIFFERENT  SHOW  EVERY  NIGHT,  STATE  SALES  TAX, 
ID  ALL  GRATUITIES  COVERING  BELLMEN  FOR  IN/OUT  LUGGAGE 
;RVICE,  chambermaids,  and  all  meal  SERVICE  AS  OUTLINED; 


>UR-NIGHT  PACKAGE 

35.00  PER  PERSON,  SINGLE  OCCUPANCY 

24.00  PER  PERSON,  DOUBLE  OCCUPANCY 

20.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Forms  received  after  April  1,  1985, 
will  be  confirmed  on  an  “if  avail- 
able” basis. 

Fill  out  only  one  form  for  each  room 
required. 

DEPOSIT  OF  $100  PER  ROOM 
MUST  ACCOMPANY  FORM  TO 
CONFIRM  RESERVATIONS. 

Please  make  check  payable  to 
HOST  FARM.  Major  credit  cards  ac- 
cepted at  hotel,  but  not  for  deposit. 


IREE-NIGHT  PACKAGE 

37.00  PER  PERSON,  SINGLE  OCCUPANCY 

51.00  PER  PERSON,  DOUBLE  OCCUPANCY 

90.00  PER  CHILD  SHARING  A ROOM  WITH  PARENTS 


Hotel  confirmation  is  required  for 
check-in. 

Send  form  and  deposit  to: 


I^O-NIGHT  PACKAGE 

38.00  PER  PERSON,  SINGLE  OCCUPANCY 

77.00  PER  PERSON,  DOUBLE  OCCUPANCY 

60.00  PER  CHILD  SHARING  A ROOM  WITH 


Host  Reservations 

2300  Lincoln  Highway  East 

Lancaster,  PA  17602 


PARENTS 


717-299-5500 


fECK  TYPE  OF  ROOM  REQUIRED:  □ SINGLE  OCCUPANCY  □ DOUBLE  OCCUPANCY 

□ WILL  BE  SHARING  ROOM** 


The  hotel  will  not  be  responsible  for  assigning  roommates.  Unless  roommate  is  stated,  you  will  be 

assigned  a single  occupancy  accommodation. 


.EASE  PRINT  OR  TYPE  THE  FOLLOWING  INFORMATION: 

^ME: NO.  of  CHILDREN:  . 

)OMMATES:  CHILDREN’S  AGES: 


PDRESS:  

i 

TY:  

HONE: STATE: ZIP; 

HECK  IF  OFFICIAL  DELEGATE  □ COUNTY 

NrIVAL  date  DAY 

EPARTURE  date DAY 

MEDICAL  SOCIETY  OF  NEW  JERSEY— 21 9TH  ANNUAL  MEETING  #2220 


CHECK-IN:  AFTER  4 PM 
CHECK-OUT:  BY  12  NOON 
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LOCATION  MAP 


Americana 
Host  Farm  Resort 

2300  Lincoln  Highway  East  (Route  30),  Lancaster,  Pennsylvania  17602  (717)  299-5500 


FROM  NEW  YORK 
Take  New  Jersey  Turnpike 
South  to  Pa.  Turnpike.  Take  Pc 
Turnpike  West  to  Interchange  No. 
21 . havel  South  on  U S.  Rte.  222 
to  U S Route  30  Travel  East  on 
U.S.  Route  30.  approximately  5 
miles  to  Americana  Host  Farm 
Resort. 


FROM  PITTSBURGH 
& POINTS  WEST 
Travel  East  on  Pa.  Turnpike  to 
Int.  19  Go  South  on  1-283  for  30 
miles  into  Route  30  East  tor  6 
miles  to  Americana  Host  Farm 
Resort 


FROM  PHILADELPHIA 
Take  Pa.  Turnpike  West  to  Inter- 
change No.  21  Travel  South  on 
U.S.  Rte.  222  to  U.S.  Route  30. 
Travel  East  on  U.S.  Route  30,  ap- 
proximately 5 miles  to  Americana 
Host  Farm  Resort. 


FROM  BALTIMORE 
& WASHINGTON 
Go  North  on  Interstate  Route 
83  to  York,  Pa  Turn  East  on  U.S 
Route  30  for  32  miles  to  Ameri- 
cana Host  Farm  Resort. 


BY  AIR 

Harrisburg  International  Airport 
(just  35  minutes  from  Host  by  lim- 
ousine or  car)  via  TWA  and  U.S. 
Air,  and  Lancaster  Airport  only 
minutes  away  with  daily  flights  via 
U.S.  Air 

BY  RAILROAD 
Amtrak  to  Lancaster  Station. 
Taxi  and  Rent-a-Car  Service 
available. 
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Helping  Medical 
Management  Manage 

Sixteen  years  ago,  Mary  Ann  Hamburger  of 
Maplewood  took  a job  for  a doctor  managing 
his  office.  Today,  as  a medical  management 
consultant,  Mary  Ann  Hamburger  Assoc. ’s 
responsibilities  include  making  sure  everything 
runs  smoothly  for  the  physician  and  his  or  her 
staff. 

Part  of  her  job  is  to  make  certain  that  the 
current  billing  system  is  working  efficiently,  to 
update  the  filing  system,  to  clear  up  any  book- 
ing problems  as  far  as  appointments  are  con- 
cerned and  any  problems  relating  to  the  man- 
agement or  business  side  of  a medical  prac- 
tice. 

Mary  Ann  Hamburger  Assoc,  will  benefit  any 
doctor  in  an  existing  practice  having  a problem 
with  the  business  aspect  of  his  or  her  practice 
and  all  new  doctors  who  plan  to  set  up  practice 
in  the  near  future.  Her  service  can  also  include 
the  hiring  aspect  of  doctors’  offices,  if  desired. 

Further  information  on  medical  management 
or  managing  your  insurance  is  available  from 
Mary  Ann  at 

201-763-7394 


HEALTH  CARE  PLAN  OF  NEW  JERSEY,  INC 

(A  FEDERALLY  QUALIFIED  HEALTH  MAINTENANCE  ORGANIZATION) 


GROUP  PRACTICE 
OPPORTUNITIES 

BC/BE  Family  Practitioners  for  expanding 
federally  qualified  HMO,  service  40,000 
members  from  three  delivery  sites  in  Cos- 
mopolitan South  Jersey  area.  Congenial  staff 
of  40  full-time/part-time  physicians.  Excellent 
hospital  facilities  with  medical  school  affilia- 
tions. Easy  access  to  major  metropolitan 
cities. 

Send  curriculum  vitae  to; 

Personnel  Department 

Health  Care  Plan  of  New  Jersey,  Inc. 

165  Old  Marlton  Pike  and  Route  70 
Medford,  NJ  08055 


APPEL 

FARM 


The  Premier 

Arts 

Camp 

Elmer  12 
NJ  08318 

(609)  358-2472 
(212)  799-8968 
26th  YEAR 
FREE  BROCHURE 


“App>el  Farm  is  a little  bit  of  utopia  that  gets 
kids  to  believe  in  themselves.  It  is  a unique 
privilege  that  has  enriched  my  child's  life” 
Peter  Yarrow  (Peter.  Paul  and  Mary) 

This  Summer  Uncover  Your 
Child's  Hidden  Potential 

DISCOVER  — A child's  creative 
potential  is  a gift  to  be  nurtured,  explored 
and  expanded 

EXPERIENCE  — Art,  Drama,  Music, 
Media,  Sports  and  Dance 
4-8  Weeks  • Beginner  and  Advanced  Levels 
INTERNATIONAL  STAFF 
PERFORM  — Performance 
opportunities  ih  our  professional  theatre  and 
throughout  New  Jersey,  Pennsylvania  and 
Delaware 

FACILITIES  — Includes  dance,  art, 
video/radio  studios;  practice  rooms,  photo 
labs,  athletic  fields  and  Olympic  pool 
PLUS  State  of  the  art  computers  tor 
music  composition  and  art  graphics 
ACA  and  AlC  Accredited  • Co-ed  6-18  years 
90  Member  Staff  • 1 80  Campers  • SI  ,725  & up 


CAMP  PHYSICIAN  WANTED  for  2-8  weeks  from 
June  23-August  17.  Write  to  address  above. 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

j|[J  CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 
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CLASSIFIED  ADVERTISEMENTS 


ANESTHESIOLOGIST— Seeks  solo,  part- 
ner or  group  position.  Available  immedi- 
ately. Board  Eligible,  Far  Eastern  Univer- 
sity graduate.  Write  Box  No.  127,  JMSNJ. 


EMERGENCY  PHYSICIAN— Seeks  full 
or  part  time  position.  Age  40,  male, 
healthy,  hard  working  fcimily  man.  Ex- 
tensive experience.  Passed  Part  I written 
examination  of  American  Board  of 
Emergency  Medicine  recently.  Looking 
for  full  or  part  time  emergency  room 
physician  position  in  Northern  NJ.  Write 
Box  No.  125,  JMSNJ. 


INTERNAL  MEDICINE  M.D.,  Ph.D.— 

Seeks  practice  opportunity  in  Northern 
NJ  close  to  Manhattan.  Group,  partner  or 
solo.  Available  July  1st.  Call 
212-239-8560  days;  evenings  call  212- 
683-9874, 


INTERNIST — Board  Eligible  with  broad 
emergency  room  and  ambulatory  care  ex- 
perience. Seeking  partnership,  as- 
soclateship  or  group  practice  in  North- 
ern NJ.  Available  immediately.  Write  or 
call  Joseph  Weisgras,  M.D.,  Ph.D.,  160 
West  End  Avenue,  NY.  NY  10023; 
212-580-9385. 


INTERNIST— Wayne  State  University. 
Will  complete  training  and  be  Board 
Eligible  by  June  1985.  Desires  of- 
fice/hospital work  in  any  part  of  NJ. 
Please  call  313-268-8832  or  write  to  Dr. 
Ovid  Mercene,  2157  14  Mile  Road  Apt. 
206,  Sterling  Heights,  Ml  48077. 


PEDIATRICIAN— Board  Eligible,  looking 
for  ambulatory  or  clinical  position  in 
Central  or  South  Jersey.  Please  call 
201-788-1759. 


NEEDED  DERMATOLOGIST— Board 
Certified  or  Board  Qualified  for  East  Or- 
ange, NJ  dermatology  office.  Steady  part- 
time  employment,  days,  evenings,  Satur- 
day mornings  available.  For  details 
please  reply  to  Dr.  Jack  Kindler  or  Dr. 
Frederic  R.  Rothman  201-994-3550. 


NEEDED  OB/GYN— For  busy  solo  prac- 
tice in  South  Jersey  suburb.  20  minutes 
to  Philadelphia.  Excellent  salary  with 
early  partnership.  Write  Box  No.  118, 
JMSNJ. 


NEEDED  PHYSICIANS— For  successful 
well  known  waJk-in  medical  office  eenter. 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs 
send  CV  to  E.V.  McGlnley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812. 


NEEDED  PHYSICIAN— Excellent  op- 
portunity for  family  practice/emergency 
physlclan/lntemist.  MD  group  opening 
new  urgent  care  center  in  Union  County. 
Seeking  experienced,  energetic  physician 
for  full-time  position.  Excellent  com- 
pensation package  with  profit-shar- 
ing/partnership potential,  cil  R Siegel, 
M.D.,  201-926-7562; 


ATTENTION:  INTERNISTS,  FAMILY 

PRACTITIONERS,  OB/GYN,  ORTHO- 
PEDISTS— Board  Certified,  consulting 
radiologists  will  interpret  your  private  of- 
fice x-rays  and  ultra-sound  studies.  Con- 
sultations available  at  your  office  or  pick 
up  and  delivery  of  films  by  messenger 
serviee.  Will  assume  all  medical/legal 
responsibilities.  Write  to  Consulting 
Radiologists,  Box  No.  120,  JMSNJ. 


PRACTICE  WANTED— General  Internist 
is  interested  in  buying  a practice  in 
Camden,  Burlington  or  Gloucester  Coun- 
ty, Write  Box  No.  117,  JMSNJ, 


FAMILY  PRACTICE  FOR  SALE  or 
LE^SE — Approximately  1,350  square 
feet,  one  story  masonry  building  on  0.6 
acre  lot.  Ample  parking.  Well  established 
practice,  ideal  for  immediate  care  facility. 
Call  after  8;30  p.m.,  201-267-0699. 


INTERNAL  MEDICINE  PRACTICE  FOR 
SALE — Established.  Semi-rural  area  2 
hours  from  Philadelphia  Baltimore  and 
Washington,  D.C.  Unique  buy  out  op- 
portunity. Details  of  sale  provided  upon 
request.  302-422-3071. 

PRIMARY  CARE  MEDICAL  PRAC- 
TICE— Available  due  to  demise  of  well- 
established  physician  in  Bergen  County 
town  in  need  of  new  physicians.  Female 
family  practitioner(s)  or  intemist(s) 
preferred.  Phone  201-939-3335  for  infor- 
mation. 


FOR  SALE — Beltone  and  Hearing  Booth, 
mint  condition.  Best  offer.  609- 
596-9057. 

FOR  SALE — Burdick  EK4  Electrocardio- 
gram machine.  Complete.  Almost  new. 
Best  offer.  Call  992-2303. 


FOR  SALE — Real  Time  B-Mode  Scanner 
complete  with  High  Stoy  with  two  trans- 
ducers 8mgh  and  lOmgh.  Excellent  for 
Ophthalmology  or  Vascular  practice.  A 
good  buy  opportunity.  Call  201- 
992-2303. 


FOR  SALE— Full  Fischer  300  X-Ray 
equipment  reasonably  priced,  vety  little 
use.  Call  201-627-2544. 


FOR  SALE — Office  equipment,  used. 
X-ray  machine,  lOOMA,  used.  No  Col- 
limeter.  Call  201-791-8080  or 
201-567-9673  evenings. 

FOR  SALE— HOME/OFFICE— Essex 
County  location.  A family  tradition  of 
large,  comfortable  space  -f-  separate  doc- 
tors’ office  with  3 examining  rooms,  x-ray 
and  dark  room.  Ample  parking,  conve- 
nient. Asking  8175,000. 00.  Call 
201-376-5323. 

FOR  SALE— HOME/OFFICE— Glen 
Ridge.  English  cottage,  3 bedrooms,  2 
baths  with  separate  doctors'  entrance. 
Office,  five  rooms  with  x-ray  equipment 
and  laboratory.  Retiring.  Call  201- 
743-1414. 


FOR  SALE— PROFESSIONAL/RESI- 
DENTIAL— Home  and  well-established 
Family  Practice.  Offices  in  handsome 
Georgian  Colonial  house.  Desirable  and 
convenient  location.  15  miles  west  of  New 
York.  Easy  commuting.  Fine  teaching 
hospitals.  Excellent  schools.  Reply  Box 
No.  1 1 5,  JMSNJ. 

OFFICE  SPACE — Jersey  City.  Doctor’s 
five  room,  furnished  office.  Includes  x-ray 
equipment,  heat,  h/w.  On  major  bus  line, 
near  P.A.T.H.  Immediate  occupancy. 
81200/month.  Call  201-433-0123. 


OFFICE  SPACE — Livingston.  Luxurious 
Professional  Office  Building  in  center  of 
Livingston.  Will  subdivide  to  suit.  Excel- 
lent terms.  Call  201-992-4597. 


OFFICE  SPACE — Orange.  Professional 
offices  for  rent,  2,400  square  feet  or  sub- 
divide to  1,200  square  feet.  Entrances 
from  Valley  Road,  West  Orange  and 
South  Jefferson  St.,  Orange,  NJ.  Ample 
parking.  Call  201-673-3522  between  9 
a.m.  and  7 p.m.,  Monday,  Tuesday,  Thurs- 
day and  Friday. 

OFFICE  SPACE— Plainfield.  Physician’s 
office  for  rent.  Park  Avenue  near 
Muhlenberg  Hospital.  Furnished,  3-4 
large  examining  rooms,  waiting  room, 
central  A/C,  ample  parking,  newly  decor- 
ated. Call  201-561-0287. 


OFFICE  SPACE— West  Caldwell.  Space 
for  rent  in  newly  renovated  professional 
building.  Ample  parking.  Prime  location. 
Bloomfield  Ave.  201-226-5081. 

OFFICE  SPACE — Gloucester  Township. 
Office  suite  for  lease  in  beautiful  new 
professional  center.  A rapidly  growing, 
highly  desirable  area  in  Southern  New 
Jersey.  Ideal  for  family  practice  or 
specialist.  Center  to  be  completed  early 
1985.  Call  Dr.  Ribatsky  609-227-2221.  ' 

OFFICE  SPACE  to  SHARE— East  Or  i 
ange.  In  Medical  Arts  Building  at  109  I 
South  Munn  Avenue.  1,000  square  feet,  i 
4 examining  rooms,  1 consultation  room.  ; 
Fully  furnished  and  equipped.  Call  f 
20 1 -994-3550  or  20 1 -674-2 110.  i 


OFFICE  SPACE  to  SHARE— Morris-  | 
town.  Central  location,  near  hospital,  l| 
fully  equipped,  newly  decorated.  All  util-  ' 
ities  Included.  Ample  parking  available.  | 
Near  public  transportation.  Available  Im-  ifj 
mediately.  201-267-2555.  || 

OFFICE  SPACE  to  SHARE  or  RENT— 

New  Brunswick/Highland  Park  area  , 
Furnished  700  square  feet,  ample  park-  >,•. 
Ing,  close  to  the  hospital.  Rent,  (i 
8500/month  plus  utilities;  Share,  8300/ ijl' 
month  including  utilities.  Call  846-1661 
or  572-7553.  r 


OFFICE  SPACE  to  SHARE— Westfield, 
central  location,  near  hospital,  fullyd 
equipped,  attractively  decorated.  All  util-  ii 
ities  included.  Ample  parking  available, till 
near  public  transportation.  Available  Im- ; I 
mediately.  201-233-5800.  i I 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  |l 


346 


CLASSIFIED  ADVERTISEMENTS 


OFFICE  SPACE  SUBLET/LEASE— New 

Brunswick.  Physician's  office  available  to 
sublet  or  assume  lease.  818  square  feet. 
Walking  distance  to  two  major  hospitals. 
Call  201-247-1561. 


OFFICE  SPACE  SUBLET— Deptford. 
Furnished  medical  office  to  sublet  in  Pro- 
fessional Building.  Deptford  area  Call 
853-8720. 


OFFICE  SPACE  SUBLET — Livingston, 
700  feet,  medical  building.  Furnished,  ex- 
cellent location.  Available  alf  day  Mon- 
days, Thursdays,  Fridays,  Saturdays, 
Sundays.  Contact  Dr.  A.  Lazar, 
201-568-3742. 


OFFICE  SPACE  SUBLET— Millbum, 
medical  office  centrally  located,  newly 
and  attractively  decorated.  All  utilities  in- 
cluded. Near  public  transportation  and 
ample  parking.  Available  immediately. 
Call  201-564-6200. 


COUNTRY  ESTATE  RETREAT— For 

gracious  living  or  week-end  retreat. 
Catskills,  90  miles  from  northern  New 
Jersey.  9 room  ranch,  large  living  room 
with  fireplace,  dining  room.  4 bedrooms, 
3 baths.  Superb  kitchen  with  Jenair 
stove  and  microwave,  family  room.  Large 
storage  cellar,  separate  4 room  guest 
house,  4 car  garage,  large  bam,  trout 
pond,  bass  pond,  skiing,  snowmobiling. 


deer,  wild  turkey,  magnificent  view. 
8239,500.  201-391-4801  or  914- 
351-2346. 


FAMILY  SEASHORE  VACATION  REN- 
TAL— Spring  Lake,  NJ.  Four  bedroom 
furnished  home,  awninged  porch.  Three 
blocks  from  ocean,  boardwalk,  village. 
May  to  September  season.  20 1 -449-3284. 


VACATION  HOME  RENTAL— Hilton 
Head  Island,  SC — Rent  villa  from  owner 
at  Palmetto  Dunes  at  discount.  Three 
bedrooms  each  with  private  bath.  Decor- 
ator furnished.  Golf  tennis,  beach,  pool 
available.  Call  201-379-5317. 


RATE  INFORMATION  FOR  MEMBERS:  S5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance. 
WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  "Write  Box  No.  000, 
c/o  JMSNJ"  as  six  words.  COPY  DEIADLINE:  Fifth  of  preceding  month. 


COOPER  HOSPITAL/UNIVERSITY 
MEDICAL  CENTER 


Wishes  to  assemble  a current  roster  of  all  of  its  former 
trainees  in  the  field  of  internal  medicine.  Please  send 
' your  name,  along  with  the  dates  of  residency  and  ad- 
dress or  the  names  of  anyone  you  know  who  was  a 
j medical  resident  at  Cooper  before  1975  to  Department 
of  Medicine,  Cooper  Hospital/University  Medical 
I Center,  One  Cooper  Plaza,  Camden,  New  Jersey  08103 
i or  call  609-342-2453. 


TAX  PREPARATION  AND  PLANNING 

• Individual,  Partnership,  Corporate,  Business,  Estate 
Services 

• Expert  Services 

• Federal,  Any  State,  Foreign  Taxes  of  any  type 

• All  Year  Service 

• Audit  Representation 

• Tax  Planning  and  Reduction 

• In  Home  or  In  Office  Service 

H.  Michael  Zukowski,  Esq. 

(201)  945-8443 

Licensed  in  N.J.,  N.Y.,  et  al. 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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Kirwan  Financial  Croup,  Inc. 

Financial  Planners 
for  the 

Medical  Profession 

Investments,  Pensions,  Insurance,  Etc. 

• Honest 

• Sophisticated 

• Profusely  Referenced 

609-778-4388 


It’s  A Major  Medical  Explosion 


The  Lakewood,  Toms  River  and  Point  Pleasant  hospitals 
have  completed  major  expansion  programs  . . . 


Barrymor  Professional  Center 


600  to  2,400  Square  Feet 


Opposite  Kimball  Medical  Center 

• $13-14  per  square  foot  minutes  to  all  five  major 

• Graduated  rent  schedules  hospitals 

• Ownership  options  available  • Private  entrances  and  all 

• On  Highway  9 services  included 

• Centrally  located  and  20  • Financial  assistance  available 


eMWy/MOR  ENTBRPRIiB 

1200  River  Avenue  (Route  9},  Lakewood,  NJ  08701 


Brokers 
Protected 
(201)  367-2226 


PRESTIGIOUS  SHORT  HILLS,  N.J.,  Home  & Medical 
Office.  30  minutes  to  N.Y.C.  An  outstanding  custom- 
built  residence  majesticaily  set  on  manicured  private 
grounds  in  Short  Hills,  finest  area.  Its  list  of  amenities 
includes  formal  center  hall  entry,  massive  living  rm., 
formal  dining  rm.,  stunning  family  rm.  w/fireplace  & 
polished  pegged  floors,  sun-filled  kitchen  w/breakfast 
rm.,  3 family  sized  bedrooms,  3 baths  plus  a vast  area 
for  expansion.  There  is  a completely  separate  5 rm. 
office  suite  w/private  entrance  which  is  permitted  for 
use  by  the  new  owner  as  professional  offices  or  can  be 
an  ideal  apartment  for  a family  member.  Offered  at 
$499,000  by  the  original  owner.  Call  today  for  an  ex- 
clusive showing  or  preview  this  fine  home  on  video  tape 
at  our  office  at  THE  MALL  AT  SHORT  HILLS 
1 (201)  564-9700 


DISTINCTIVE  PROPERTIES 

REALTORS,  INC. 

SPECIALISTS  IN  THE  MARKETING 
OF  FINE  REAL  ESTATE 


HEALTHY  COVERAGE 

through  the 


MSNJ  GROUP! 


MSNJ  otYers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  ot  MSNJ  Group  Blue  Cross/Blue  Shield,  Major 
Medical  and  Dental  insurance...  if  s good  preventive  medicine! 

Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924  8700  (800)227-6484 


DONALD  E SMITH^ASSOCIATES 
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E.  & W.  BLANKSTEEN 

E.  & VJ.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Montgomeiy  Street 
Jersey  City,  N.J.  07201 
(201)  333-4340  1(800)  BLANK  AG 


Health  Care  Expo  ’85  is  the  most  comprehensive 
educational  program  and  exhibition  of  its  kind 
*ver  undertaken.  For  one  week  this  summer,  partici- 
)ants  will  gather  from  around  the  world  to  engage  in 
iiccredited  programs,  to  attend  open  multidisciplinary 
leniinars  and  symposia,  and  to  visit  acres  of  the  most 
,‘xciting  and  interesting  health  care  exhibits  in  the 
vorld  today. 


Vn  unprecedented  opportunity  to 
mrich  your  practice 

lore  than  three  hundred  one-hour  courses 
iroviding  Category  I CME  credits  in  thirty- 
)ur  subject  areas  will  be  ottered  during  the 


1 

1 


iMiiiin 


week.  Designed  by  the  Continuing  Education  Division  of 
Georgetown  University  School  of  Medicine,  the  program 
features  a distinguished,  multidisciplinary  faculty  from 
throughout  the  country  who  will  discuss  state-of-the-art 
advances  in  a wide  range  of  specialty  and  family  practice 
areas.  Each  day’s  programming  provides  registrants,  their 
families,  or  guests,  with  a rich  choice  of  topics  that  can  be 
selected  according  to  their  personal  and  professional 
interests.  Courses  and  exhibits  may  be  arranged  on 
a daily  and/or  weekly  basis  to  maximize  time 
utilization  and  provide  either  an  intensely 
■ focused  learning  experience  or  a broad  over- 
view of  current  developments.  Call  or  write 
now  for  full  details. 


I 

I 

I 

I 

I 


HealthCare£xpo^85 

Please  send  me  a Registration  Packet,  including  information  on  travel  and  lodging  arrangements. 


Name 

Street  Address 

City 

( Area  Code 

) 

State 

ZIP 

(afuntry 

Telephone  Number 

MAIL  TO:  Health  C^are  Expo  '85,  404  Park  Avenue  South,  N.Y.,  N.Y.  10016 

or  CALL  TOLUFREE  FOR  IMMEDIATE  RESPONSE:  ( 800  ) 22 1 398-7 
within  New  York  State  ( 212  ) 5 32-9^00 


MD-01R1 


I 

I 

I 

I 


Join  the  Best  and  the  Brightest 
at  the  Health  Capital  of  the  World 


I 


WASHINGTON,  D.C.  CONVENTION  CENTER— AUGUST  18-24, 1985 

Accredited  courses  for  physicians,  nurses  • Health  lectures  for  the  lay  public 

and  allied  health  care  professionals 


Informative  industry  health  care  exhibits  for  the  • Presentations  by  government  experts 

whole  family 

,•  Displays  by  leading  federal  agencies  and  voluntary  • Enjoy  the  relaxing  and  stimulating  vacation  surroundings 
associations  ( including  NIH,  ACS,  AHA ) of  Washington,  D C. 

i^— — ■ CME  Courses  

! Aerospace  Medicine/Allergy /Arthritis/Cardiology/Computers  in  Medicine/Ciancer:  (Colon.  Hreast,  (iyn.  Melanoma.  I.ung,  Prevention  )l)iabetes/rtliic,s  in  Medi- 
I cine/Gastroenterology/IrUectious  Diseases/La.sers/Neurolog>/Ob.stetrics/EAtin/Pre  & Post  Operative  Care/Sexually  Transmitted  Disea.se/Sports  Medicine/'Ii-aiima  "Ihivel 
: Medicine/Uroiog>'/Vascuiar  Surgery  Distinguished  Board  of  Advisors 

I Rufus  R.  Hessberg,  MD,  Aerospace  Medical  Ass'n./Sanford  C Milwit,  American  Cancer  Socicty/John  (..  I.conardy,  MD,  American  College  of  Allergist.s/Robcrt  S Holan. 
j PhD.  American  Diabetes  Ass'n./Irving  S.  Wright.  MD,  American  Federation  for  Aging  ResearclVl.inda  lliddemen  liarondess.  American  (.eriatrics  ,Societ>  Dudley  II 
I Hafner,  American  Heart  Ass  n./Fred  I.  Allman,  Jr,  MD,  American  Orthopedic  Society  for  Sports  Medicine/Dallas  F Whaley,  CAFVAmcrican  Rlicumati.sm  Ass'n./Arthur 
: Ulene,  MD,  Chairman,  Lifetime;  Commentator,  NBC  Today  Show/  Matthew  F McNulty,  Jr,  ScD,  The  Medical  Ctr,  (ieorgetown  finiversity/Cieorge  H.  Schreiner,  MD,  Dir, 

' Nephrology  Div.,  Georgetown  Univ.  Medi.  Ctr/R.  Adams  fiowlc-y,  MD,  Maryland  Inst.  FMS/Howard  Knnes,  Natl.  C.tr  for  Health  Fducation/Fdward  IT  \’an  Ness,  Natl. 

i Health  Council,  Inc./Mary  Urkin,  RN,  Natl.  Intravenous  Therapy  Ass  n.,  Inc./C:.  Joseph  Stetler,  Pharmaceutical  Manufacturers  A.ss'n  'Gerald  P Murphy,  MD,  Roswell  Park 

ii  Memorial  Institute/Howard  A.  Rusk,  Jr,  President,  World  Rehabilitation  Fund,  Inc./Hon  Paul  Rogers,  National  Council  on  Patient  Information  and  Fducation  Franklin 

' Shaffer,  EdD,  Natl.  League  for  Nursing/Mark  R.  Knowles,  Natl.  Pharmaceutical  Council,  Inc./John  L.  Quigley,  N.E.  Ho.spital  Assembly,  Inc, /John  A Ruvanc,  Ph.irmaccutical 
Advertising  Council,  Inc. 
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7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore] 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  how  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  beat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 
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HALF  THE  PHYSICIANS  PRACTICING  TODAT 
iVILL  BE  OUT  OF  PRACTICE  BEFORE  THEY’RE  65. 


They’ll  be  disabled  for  90  days 
or  longer. 

Jith  odds  like  that,  you’re  risking 
eavy  financial  loss  if  your  disability 
iisurance  isn’t  designed  to  cover  your 
articular  practice. 

Equitable  is  expert  in  providing 
uch  specialty  coverage. 

The  basis  is  an  “own  occupation’’ 
usability  policy.  It’s  non-cancelable 
nd  guaranteed  renewable  (with  no 
remium  increase)  to  age  65. 

There’s  a wide  choice  of  options  for 
|dded  security.  These  include  residual 
jisability  with  automatic  indexing  and 
pst-of-living  adjustments. 


Other  Equitable  features  important 
to  doctors  are  the  increased  protection 
benefit,  social  security  supplement  and 
overhead  expense  plan. 

Get  a custom-built  plan  from 
The  Equitable. 

The  result  is  an  individual  disability 
insurance  program  custom  built  for  you. 

For  more  information,  send  in  the 
coupon  or  call 

(201)  447-9400,  Ext.  208. 

With  Equitable’s  disability  insurance 
program,  if  you’re  ever  disabled,  even 
temporarily,  your  income  and  assets 
won’t  be  crippled  for  life. 


Live  the  good  life. 

theKUITABLE 

^ ^Financial  Services 


1985.  The  Equitable  Life  Assurance  Society  of  the  United  States,  New  York,  New  York. 


BRICKMAN  ASSOCIATES 
Equitable  Financial  Services 
P.O.  Box  547 
Glen  Rock,  N.J.  07452 

Please  send  me  full  details  of  Equitable’s 
individual  disability  insurance  program  for 
physicians. 


Name 


Address 


City 


L. 


State 


Zip 
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NOTICE  OF  RULE  MAKING:  ADMINISTRATION 
MANUAL  GENERAL  PROVISIONS 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices has  proposed  to  readopt  the  Administration 
Manual  (N.JAC.  10:49-1)  in  accordance  with  Ex- 
ecutive Order  No.  66  (1978).  The  full  text  of  the 
proposal  appeared  in  the  March  4,  1985,  issue  of  the 
New  Jersey  Register.  The  major  changes  include  re- 
visions to  the  sections  entitled  “Who  Is  Eligible  for 
Medicaid”  (10:49-1.1)  and  “Eligible  Providers” 
(10:49-1.3).  Both  sections  really  are  being  updated  to 
reflect  current  policy  in  identifying  a Medicaid-eligible 
patient  and  the  procedures  for  provider  enrollment. 

NOTICE  OF  PROPOSED  RULE  MAKING: 
IMMUNIZATIONS 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices has  proposed  an  increase  in  the  fee  schedule  for 
certain  procedure  codes  related  to  immunizations.  The 
proposal  appeared  in  the  March  4,  1985,  issue  of  the 
New  Jersey  Register. 

URGENT:  BIOLOGIC  RECALL 

Wyeth  Laboratories  has  recalled  from  the  market  all 
supplies  of  its  Wyvac®  Rabies  Vaccine.  Recent  studies 
of  serologic  responses  to  the  vaccine,  just  brought  to 
\vyeth’s  attention  by  the  Centers  for  Disease  Control 
(CDC),  suggest  that  antibody  response  after  rabies 
postexposure  prophylaxis  provided  by  the  product  is 
suboptimum. 

Despite  the  fact  that  Wyvac®  met  all  applicable  re- 
lease standards  at  the  time  of  release  and  again  when 
subsequently  tested,  certain  patients  (approximately  5 
percent  of  vaccinees)  in  CDC’s  studies  have  failed  to 
achieve  neutralizing  antibody  titers  consistent,  in  the 
judgment  of  the  U.  S.  Public  Health  Service,  with  ideal 
antibody  response.  There  is  no  explanation  for  this 
finding. 
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wyeth  recommends  that  all  persons  who  were  poten- 
tially exposed  to  rabies  since  October  15,  1984,  and 
received  postexposure  prophylaxis  with  W^eth  Wyvac® 
Rabies  Vaccine  should  receive  one  intramuscular 
booster  with  Merieux  Rabies  Vaccine  in  the  deltoid 
area,  unless  sera  obtained  for  medical  reasons  after 
postexposure  prophylaxis  demonstrate  an  acceptable 
antibody  titer.  Serologic  testing  is  recommended  if  a | 
systemic  allergic  reaction  (serum  sickness  or  urticaria) 
occurred  during  postexposure  prophylaxis.  In  that 
case  serologic  testing  may  replace  booster  adminis- 
tration. Serum  testing  continues  to  be  indicated  if  a 
patient  who  received  postexposure  prophylaxis  is  im- 
munosuppressed  (by  diseases  or  medications).  ; 

We  would  emphasize  booster  doses  are  recommend-  i 
ed  only  for  postexposure  patients;  there  is  no  reason 
to  believe  that  persons  who  have  received  pre-exposure 
immunization  are  immunized  inadequately.  Arrange- 
ments to  defray  the  expenses  of  administering  a 
booster  dose  to  those  postexposure  patients  since  Oc- 
tober 15,  1984,  can  be  made  by  contacting  your  Wyeth 
representative  or  by  calling  1-800-321-2304.  i 

l! 

BETA-BLOCKER  DEAFNESS 

Beta-blockers,  such  as  propranolol  and  metoprolol, 
are  very  popular  medications  for  high  blood  pressure 
and  a number  of  diseases  of  the  heart.  Their  side  ef- 
fects, including  weakness,  slow  pulse,  an  unpleasant  I 
sensation  in  the  chest  during  exercise  when  the  heart  I 
is  not  quite  able  to  pump  fast  enough  to  meet  the  | 
body’s  increased  demands,  and  even  an  occasional  ij 
case  of  arthritis,  have  been  well-documented.  Deafness,  i 
however,  onfy  rarely  has  been  described  and  a report  | 
in  the  British  Medical  Journal  (289:1490,1985)  adds  ! 
another  case  to  the  series.  It  is  an  important  case  j 
because  it  suggests  that  treatment  with  a beta-blocker  1 
often  may  be  overlooked  as  the  cause  of  deafness.  Pos- 1 
sibly,  these  drugs  cause  arthritis  of  the  joints  between  ; 
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MEMBERSHIP  DIRECTORY 

Please  add  the  following  additions  and  corrections 
to  your  1985  Membership  Directory. 


ADDITIONS 

HUDSON  COUNTY 
Jersey  City 

GRESHAM,  M.D.,  Keith  A , RES;  OB  & GYN,  50 

Baldwin  Ave.,  07306.  Tel  451-9800.  B’  55. 

Dominica  ’82.  HUD  CO. 

MERCER  COUNTY 
Princeton  Junction 

MUNOZ,  M.D.,  Octavio,  CHILD  PSY,  1 1 Van  Wyck 
Dr.,  08550.  Tel  799-0231.  Antioquia  ’53.  24490. 
MERCO,  AMA. 

OLSON,  M.D.,  Robert  M.,  PLAS  SURG,  9 Windsor 
Dr.,  08550.  Tel  921-2922.  7-9  T,  F.  B’49.  Penn  ’74. 
39234,  D-S,  D-PLS,  FACS,  MER  CO.  Att,  Med  Ctr, 
Princeton.  Att,  Middlesex,  New  Brunswick,  Asso,  St 
Peter’s,  New  Brunswick  (see  Somerset). 

SHAPIRO,  M.D.,  Daniel  W.,  OB  & GYN,  50 

Princeton-Hightstown  Rd.,  P.O.  Box  752,  08550. 

Tel  799-5616.  B’46.  NYU  ’71. 26628.  D-OG.  MER 
CO.  Att,  Med  Ctr,  Princeton.  Cour,  Fuld,  Trenton. 


— 1 

MONMOUTH  COUNTY  | 

Long  Branch  I 

PATEL,  M.D.,  Babubhai  S.,  ANES,  Monmouth  Med  I 

Ctr.,  300  Second  Ave.,  07740.  B’35.  BJ  Med  ’65.  j 

31391 . MON  CO.  Asso  Att,  Med  Ctr,  Long  Branch.  ! 
UNION  COUNTY  | 

Elizabeth  j 

ORISCELLO,  M.D.,  Ralph  G.,  CARD,  Elizabeth  Gen  I 
Med  Ctr,  925  E.  Jersey  St.,  07201 . Tel  558-8478.  [ 

By  appt.  B’37.  Seton  Hall  ’63.  20469.  D-M  (CV),  j 

FACP,  FACC.  UNION  CO.  General,  Elizabeth.  ■ 

CORRECTIONS  | 

WARREN  COUNTY  MEDICAL  SOCIETY  I 

Telephone  Number  201-859-6776  j 

CAMDEN  COUNTY  | 

Cherry  Hill  j 

GIARD,  M.D.,  Henry  L.,  RAD,  121  Rockingham  Rd.,  I 
08034.  Tel  795-2217,  387-3600.  By  appt.  B’29.  j 

Tufts  ’56.  27534.  D-R  (R),  CAM  CO.  j 

MONMOUTH  COUNTY  | 

Aberdeen  I 

SHORE,  M.D.,  Seymour  Harry,  FP,  428  Lloyd  Rd.,  j 

07747.  Tel  566-771 1 . By  appt.  B’27.  NY  Med  ’62.  j 

19345.  D-FP,  FAAFP.  MON  CO,  AMA.  Bayshore, 
Hoimdel.  j 

UNION  COUNTY  I 

Hillside  j 

ROMEO,  M.D.,  Aurelio,  RET:  ANES,  214  Wilder  St. 
07205.  Tel  354-2464.  B’11.  Italy  ’37.  16472.  j 

D-ANES,  FACAN.  UNION  CO,  AMA.  j 
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the  middle  ear  ossicles,  the  three  tiny  bones  that  mag- 
nify sound-induced  vibrations  of  the  eardrum  and  con- 
vey them  to  the  inner  ear’s  organ  of  hearing.  This  idea 
is  not  so  far-fetched  since  beta-blockers  do  sometimes 
cause  arthritis  between  the  bones  of  other  joints. 
Furthermore,  like  arthritis  that  is  caused  by  beta- 
blockers,  the  deafness  described  in  the  Journal  cleared 
up  in  a few  weeks  after  the  drug  had  been  discon- 
tinued. Therefore,  it  is  to  Important  to  stop  taking  a 
beta-blocker  (if  possible)  just  as  soon  as  deafness  ap- 
pears. If  the  drug  is  continued,  more  permanent  hear- 
ing loss  may  occur.  Fortunately,  other  drugs  can  be 
used  in  most  cases. 

MEDICARE  PROGRAM:  PAYMENT  TO  HMO 
AND  COMPETITIVE  MEDICAL  PLANS 

, The  AMA  objected  to  the  implementation  of  regu- 
lations to  authorize  Medicare  payment  to  Health  Maln- 
itenance  Organizations  (HMO)  and  Competitive  Medi- 
Ijcal  Plans  (CMP).  The  Association  pointed  out  that;  1 ) 
the  regulations  would  result  in  additional  program 
expenditures  of  up  to  $65  million;  2)  modifications  had 
been  made  to  the  regulations  without  opportunity  for 
public  comment;  and  3)  serious  questions  about  the 
iellveiy  of  health  care  services  through  HMO  and  CMP 
have  yet  to  be  answered.  (Statement  Februaiy  20, 
1985,  to  the  Health  Care  Financing  Administration.) 


DRAFT  MEDICAL  MALPRACTICE  IMPROVEMENTS 
AND  STUDY  ACT 

Although  the  American  Medical  Association  finds 
certain  interesting  and  commendable  provisions  in  a 
proposed  draft  blU  to  require  structured  settlements 
for  awards  in  excess  of  $100,000,  the  AMA  could  not 
support  it  because  It  does  not  go  far  enough  towards 
system  reform  and  believes  that  the  broader  program 
outlined  In  the  Action  Plan  of  the  AMA  Special  Task 
Force  on  Professional  Liability  and  Insurance  is  prefer- 
able. (Letter  to  Representative  Ron  ^Vyden  (D-OR),  Feb- 
ruary 25,  1985.) 

PROVISION  OF  HEALTH  CARE  FOR  AN 
ELDERLY  POPULATION 

The  AMA  expressed  concern  over  “the  Impact  of 
changes  in  the  Medicare  program  on  the  ability  of 
physicians  and  hospitals  to  assure  the  availability  of 
high-quality  health  care  services  for  the  Medicare 
population.”  The  Association  addressed  projected 
FY86  budget  cuts  in  Medicare  reimbursement  for  hos- 
pital and  physician  services,  and  implementation  of 
the  prospective  pricing  system  for  hospital  services, 
and  this  system’s  potential  Impact  on  the  quality  of 
health  care.  (Testimony,  February  26,  1985,  to  the 
Select  Committee  on  Aging  of  the  House  of  Representa- 
tives.) 
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ACCEPTED  MEDICAL  USE  UNDER  THE 
CONTROLLED  SUBSTANCES  ACT 

The  AMA  responded  to  a request  by  the  Drug  En- 
forcement Administration  for  its  view  concerning  the 
meaning  of  the  term  “accepted  medical  use”  under  the 
Controlled  Substances  Act.  The  AMA  stated  that  re- 
liable scientific  evidence  must  exist  that  the  drug  is 
safe  and  effective  for  its  proposed  use,  the  reliable 
scientific  evidence  must  be  supported  by  collegial 
medical  opinion,  and  the  drug  must  be  legally  market- 
ed in  the  United  States.  (Letter  of  March  5,  1985,  to 
the  Drug  Enforcement  Administration.) 

HCFA  CONSULTATION  WITH  PHYSICIANS 

The  AMA  called  on  HCFA  to  consult  with  clinically 
experienced  practicing  physicians  on  all  determina- 
tions affecting  medical  practice  and  patient  care.  While 
HCFA  staff  includes  physicians,  HCFA  decisions  have 
a major  impact  on  services  available  to  patients  and, 
therefore,  consultation  with  physicians  in  active  prac- 
tice would  improve  such  decisions.  (Letter  to  Caroljme 
K.  Davis,  Health  Care  Financing  Administration, 
March  1,  1985.) 

NATIONAL  BOXING  SAFETY  CENTER 

A National  Boxing  Safety  Center,  under  the  medical 
direction  of  Max  M.  Novlch,  M.D.,  has  been  established 
at  United  Hospitals  Medical  Center,  Newark.  The 
Center  has  five  major  goals:  to  prevent  unnecessaiy 
injuries:  to  promote  boxing  safety  in  the  ring;  to 
provide  followup  care  after  a bout;  to  conduct  research; 
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and  to  make  recommendations  to  governing  bodies.  |> 
For  further  information  about  the  Center,  please  call, 
1-201-268-8087. 

CALL  FOR  “ANDY  CAP” 

The  American  Medical  Soccer  Association,  sports 
medicine’s  newest  group  of  medical  athletes  and 
enthusiasts,  has  been  established  for  the  purpose  of 
exchanging  medical  and  general  information  concern- 
ing the  most  popular  sport  in  the  world,  soccer.  The 
AMSA  hopes  to  have  occasional  competitive  events  for 
its  members.  Applications  for  membership  may  be  ob- 
tained by  contacting  Dr.  Noah  S.  FInkel,  205  E.  Main 
St.,  Huntington,  NY  11743. 

AMA  COMMENT:  PRO  PROGRAM 

The  AMA  urged  the  HCFA  to  “establish  an  informal, 
easy-access  procedure  for  discussing  and  resolving  is-  ^ 
sues  of  concern  relating  to  the  PRO  program.”  The 
Association  stated  that  the  establishment  of  such  a 
mechanism  would  provide  interested  parties  HCFA;! 
and  representatives  of  practicing  physicians,  hospi- 
tals, and  PROS— with  the  opportunity  to  resolve  prob- 
lems quickly  and  before  they  became  a major  con- 
troversy. (Letter,  Health  Care  Financing  Adminis-j 
tration,  February  28,  1985.) 

FINI 

“Some  people  are  more  interested  in  what  they  have 
to  say  than  anyone  else  is.” 
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Angina  comes  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


Sublingual  Tablets  Chewable  Tablets  Orar'Swallow"  Tablets 


40  mg 

Sustained  Action 
“Swallow"  Tablets 


© 1985  ICI  AMERICAS  INC, 


See  following  page  for  brief  summary  of  prescribing  information. 
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SORBITRATE 

(ISOSORBDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  foilows; 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to. 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a tew  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis. 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapyor  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary. 

Tolerance  to  this  drug  and  cross  tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nifroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  atfacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE . 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basai-controlled  diet 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk , caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  ot  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  tor  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg.  and  for  controlled-release  forms,  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  fhe  dosage  program  has  nof  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2,5, 5, 10  mg).  Chewable  Tablets  (5,  10  mg); 
Oral  Tablets  (5,  10,  20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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RARE  COINS  FOR  INVESTMENT 

Solomon  Brothers,  Facts  Magazine  and  others  have  tracked 
the  investment  performance  of  rare  coins  and  have  concluded 
that  rare  silver  and  gold  coins  have  out-performed  stocks, 
bonds,  real  estate,  inflation  and  virtually  all  other  investment 
media  over  the  past  10  and  25  year  periods. 

The  Charles  Coin  Company  is  one  of  the  few  dozen  major 
wholesale  coin  dealers  in  the  U.S.  We  are  now  involved  in 
establishing  investment  grade  coin  portfolios  for  professionals 
and  other  individuals  interested  in  investing  a portion  of  their 
assets  in  rare  coins. 

For  information  call  744-6011. 


Kirwan  Financial  Croup,  Inc. 

Financial  Planners 
for  the 

Medical  Profession 

Investments,  Pensions,  Insurance,  Etc. 

• Honest 

• Sophisticated 

• Profusely  Referenced 

609-778-4388 


Are  Your  Accounts 
Receivable  Running  Up  Like 
the  Boston  Marathon? 


Let  me  bring  them  down  like  the  space  ship 
“Discovery”:  smoothly,  efficiently,  and  on  time. 
I can  help  with  any  problem  relating  to  the  busi- 
ness side  of  your  medical  practice.  Mary  Ann 
Hamburger,  Associates  knows  where  the  prob- 
lem areas  are  in  a medical  office  and  she  can 
make  sure  that  everything  runs  smoothly  for 
the  physician  and  staff.  She  can  make  your 
billing  systems  up  to  date  and  effective,  im- 
prove your  third  party  billing  system  and  bring 
your  collection  ratio  up  to  the  85-90%  ratio. 

Mary’s  skills  will  benefit  any  doctor  in  an  ex- 
isting practice  and  any  doctor  who  is  starting 
his  or  her  practice. 

For  further  information  on  the  efficient  man- 
agement of  the  business  side  of  your  medical 
practice,  contact  Mary  Ann  Hamburger,  As- 
sociates at  201-763-7394. 
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PROFESSIONAL  LIABILITY 

Commentary* 

Nursing  Home 
Residents’  Right  To 
Refuse  Treatment 


The  Conroy  Decision;  Rates  for 
Psychiatrists;  Failure  to  Diagnose 
and  Consult 


On  January  17,  1985,  in  the  case 
of  In  re  Conroy,  the  Supreme 
Court  of  New  Jersey  held  that 
life-sustaining  treatment  may  be  withheld  or 
I withdrawn  from  an  incompetent  patient  in  a nursing 
( home  whose  mental  and  physical  functioning  severely 
j and  permanently  are  impaired  and  whose  life  expec- 
I tancy  is  relatively  short,  when  it  is  clear  that  the  pa- 
] tient  would  have  refused  the  treatment.  Further,  the 
Court  held  that  where  a patient  had  not  indicated 
clearly  he  or  she  would  wish  to  be  continued  on  such 
treatment,  it  may  be  withdrawn  or  withheld  upon 
proof  that  the  burdens  of  a patient’s  continued  life 
outweigh  the  benefits  of  that  life.  In  the  course  of  its 
opinion,  the  Court  outlined  necessary  procedures  to  be 
followed  prior  to  withholding  or  withdrawing  life-sus- 
taining treatment. 

The  Court’s  decision  in  Conroy  was  based  on  the 
ifundamental  tenet  that  an  individual  has  the  right  of 
1 self-determination  as  to  what  shall  be  done  with  his 
own  body.  Encompassed  within  this  concept  is  the 
! right  to  information  necessary  to  evaluate  the  risks 
and  benefits  of  proposed  medical  treatment,  i.e.  in- 
'jformed  consent,  and  “the  right  to  decline  to  have  any 
Imedical  treatment  initiated  or  continued.”  That  is  not 
to  say  that  the  right  is  absolute.  There  are  counter- 
vailing societal  interests  which  have  been  identified  by 
the  courts  which  may  limit  a patient’s  right  to  refuse 
treatment,  namely,  the  preservation  of  life  of  a particu- 
lar patient,  preservation  of  the  sanctity  of  life,  safe- 
guarding the  integrity  of  the  medical  profession,  and 
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protection  of  innocent  third  parties.  Thus,  the  Court 
emphasized,  “When  the  patient’s  exercise  of  his  free 
choice  could  adversely  and  directly  affect  the  health, 
safety,  or  security  of  others,  the  patient’s  right  of  self- 
determination  frequently  must  give  way.”**  However, 
in  the  absence  of  such  circumstances,  “on  balance,  the 
right  to  self-determination  ordinarily  outweighs  any 
countervailing  state  interests,  and  competent  persons 
generally  are  permitted  to  refuse  medical  treatment 
even  at  the  risk  of  death.” 

Having  recognized  the  right  of  patients  to  refuse 
medical  treatment,  the  Court  went  on  to  explore  the 
application  of  this  right  to  incompetent  nursing  home 
patients  generally  and  Claire  Conroy  in  particular.  Ms. 
Conroy  was  described  as  a formerly  competent  nursing 
home  resident  who  was  awake  and  conscious,  who 
could  interact  with  her  environment  to  a limited  ex- 
tent, but  whose  mental  and  physical  functioning 
severely  and  permanently  were  impaired  and  whose  life 
expectancy,  even  with  the  treatment,  was  relatively 
short.  Unlike  Karen  Quinlan  whose  cognitive  abilities 
had  been  irreversibly  lost  {In  re  Quinlan,  70  N.J.  10, 
cert,  den.,  429  U.S.  922  (1976)),  Ms.  Conroy  could  inter- 
act with  her  environment  to  a limited  extent,  i.e.  she 
could  move  her  head,  neck,  hands,  and  arms,  she  could 
scratch  herself,  her  eyes  sometimes  followed  people  in 
the  room,  and  oceasionally  she  smiled  when  her  hair 
was  combed  or  when  she  received  a comforting  rub. 
Nevertheless,  she  was  unable  to  communicate  her  de- 
sires whether  to  continue  or  terminate  the  treatment 
which  was  sustaining  her  life:  feeding  through  a 
nasogastric  tube. 

The  Court  emphasized  the  fact  that  she  no  longer 
could  speak  for  herself  yet  this  did  not  mean  Ms.  Con- 
roy lacked  a right  to  self-determination  as  to  her  medi- 
cal treatment.  In  such  circumstances,  as  with  other 
individuals  who  cannot  speak  for  themselves,  e.g.  the 
severely  retarded,  the  newborn,  and  the  comatose,  a 
qualified  third  person  may  act  for  the  incompetent, 
albeit  with  caution.  The  Court  stated:  “Since  the  con- 
dition of  an  incompetent  patient  makes  it  impossible 
to  ascertain  definitively  his  present  desires,  a third 
party  acting  on  the  patient’s  behalf  often  cannot  say 
with  confidence  that  his  treatment  decision  for  the 
patient  will  further,  rather  than  frustrate,  the  patient’s 
right  to  control  his  own  body.  Nevertheless,  the  goal 
of  decision  making  for  incompetent  patients  should  be 
to  determine  and  effectuate,  insofar  as  possible,  the 
decision  that  the  patient  would  have  made  if  compe- 
tent. Ideally,  both  aspects  of  the  patient’s  right  to  bod- 
ily integrity— the  right  to  consent  to  medical  inter- 
vention and  the  right  to  refuse  it — should  be  respect- 
ed.” The  question  was  how  to  determine  what  the  pa- 
tient’s wishes  were  and  how  to  implement  them. 

‘This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are,  respectively,  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 

“The  best  illustration  of  when  medical  treatment  may  be 
required  over  the  objections  of  a competent  adult  is  the  case 
of  Raleigh  Fitkin-Paiil  Morgan  Memorial  Hospital  v 
Anderson,  42  N.J.  421,  cert,  den.,  377  U.S.  985  (1964),  in 
which  the  Supreme  Court  of  New  Jersey  held  that  a woman 
in  childbirth  could  be  ordered  to  undergo  blood  transfusions 
over  her  religious  objections  when  they  were  necessary  to 
protect  the  health  of  the  unborn  child. 
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The  Court  identified  three  faetual  eircumstances  for 
approaching  the  problem:  1)  when  the  patient 

previously  had  expressed  clearly  an  intent  as  to  life- 
sustaining  intervention  under  the  existing  medical 
circumstances;  2)  when  there  is  some  trustworthy 
evidence  of  the  patient's  intent;  and  3)  when  there  is 
no  evidence  of  an  intent  previously  expressed  by  the 
patient.  Each  circumstance  calls  for  a different 
analysis. 

The  Court  held  that  where  the  patient  clearly  had 
expressed  a desire  to  either  accept  or  refuse  life-sus- 
taining treatment  such  intent  was  controlling.  The 
patient’s  intent  could  have  been  expressed  in  various 
ways,  e.g.  a “living  will,”  a power  of  attorney,  or  clear 
oral  statements  to  friends  or  family.  Further,  a pa- 
tient’s wishes  could  be  deduced  from  religious  beliefs 
and/or  previous  reaction  to  proposed  medical  treat- 
ment. But  where  it  clearly  can  be  ascertained  that  the 
patient  would  have  chosen  a course  of  treat- 
ment-including the  withdrawal  of  life-sustaining 
treatment — the  patient’s  wishes  must  be  honored. 

The  Court  further  held  that  where  the  expression  of 
intent  is  not  clear,  but  there  “is  some  trustworthy 
evidence  that  the  patient  would  have  refused  the  treat- 
ment,” life-sustaining  treatment  may  be  withheld  or 
withdrawn  when  “it  is  clear  that  the  burdens  of  the 
patient’s  continued  life  with  the  treatment  outweigh 
the  benefits  of  that  life  for  him.”  The  Court  explained; 
“By  this  we  mean  that  the  patient  is  suffering,  and  will 
continue  to  suffer  throughout  the  expected  duration 
of  his  life,  unavoidable  pain,  and  that  the  net  burdens 
of  his  prolonged  life  (the  pain  and  suffering  of  his  life 
with  the  treatment  less  the  amount  and  duration  of 
pain  that  the  patient  would  likely  experience  if  the 
treatment  were  withdrawn)  markedly  outweigh  any 
physical  pleasure,  emotional  enjoyment,  or  Intellectual 
satisfaction  that  the  patient  may  still  be  able  to  derive 
from  life.  This  limited-objective  standard  permits  the 
termination  of  treatment  for  a patient  who  had  not 
unequivocally  expressed  his  desires  before  beeoming 
incompetent,  when  it  is  clear  that  the  treatment  in 
question  would  merely  prolong  the  patient’s  suffering.” 

The  Court  then  turned  to  the  situation  where  there 
was  no  evidence  of  the  patient’s  wishes.  Under  these 
circumstances,  life-sustaining  treatment  may  be 
withdrawn  or  withheld  where  “the  net  burdens  of  the 
patient’s  life  with  the  treatment . . . clearly  and  marked- 
ly outweigh  the  benefits  that  the  patient  derives  from 
life.” 

The  Court  went  on:  “Further,  the  recurring,  un- 
avoidable, and  severe  pain  of  the  patient’s  life  with  the 
treatment  should  be  such  that  the  effect  of  adminis- 
tering life-sustaining  treatment  would  be  inhumane. 
Subjective  evidence  that  the  patient  would  not  have 
wanted  the  treatment  is  not  necessary  under  this 
pure-objective  standard.  Nevertheless,  even  in  the  con- 
text of  severe  pain,  life-sustaining  treatment  should 
not  be  withdrawn  from  an  incompetent  patient  who 
had  previously  expressed  a wish  to  be  kept  alive  in 
spite  of  any  pain  that  he  might  experience.” 

Finally,  the  Court  turned  to  the  issue  of  implement- 
ing these  principles:  that  is,  what  proeedures  must  be 
utilized  before  life-sustaining  treatment  may  be 
withheld  or  withdrawn.  The  Court  found  the  answer 
in  existing  statutes  relating  specifically  to  nursing 


homes  and  their  patients.  First  is  the  1976  statute 
regulating  admissions  to  and  care  provided  in  nursing 
homes  (N.J.SA  30:13-1  et  seq.),  particularly  what  has 
been  referred  to  as  the  Nursing  Home  Patients’  Bill  of 
Rights  (N.J.SA  30:13-5).  Second  is  the  statute  estab- 
lishing the  State  Office  of  the  Ombudsman  for  the 
Institutionalized  Elderly  (N.J.SA.  52:270-1  et  seq.), 
with  the  purpose  of  promoting,  advocating,  and  ensur- 
ing adequate  care  in  nursing  homes.  (N.J.SA. 
52:270-6.) 

Where  a patient’s  guardian,  or  other  interested  party 
believes  that  withholding  or  withdrawing  life-sustain- 
ing treatment  would  be  appropriate,  the  Ombudsman  ; 
is  to  be  notified.  The  Ombudsman  then  must  in- 
vestigate the  situation  and  report  to  the  Commission  ' 
of  Human  Services  and  any  other  governmental  body 
regulating  the  home  within  24  hours.  (N.J.SA. 
52:270-7. 2a)  Evidence  as  to  the  patient’s  condition  is 
to  be  furnished  by  the  attending  physician  and  nurses, 
and  two  other  physicians,  unaffiliated  with  the  nurs- 
ing home,  must  confirm  the  patient’s  medical  con-  ’ 
dition  and  prognosis.  If  they  concur  with  the  attending  ■ 
physician,  the  guardian  may  withhold  or  withdraw  life- 1 
sustaining  medical  treatment  if  he  believes  in  good  i 
faith  that  the  standards  established  by  the  Court  have  i 
been  met,  and  if  the  Ombudsman  and  the  family  con- 
cur.* 


**The  Court  recognizes  the 
right  of  self-determination. 
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However,  the  Court  was  careful  to  insert  one  further 
safeguard.  Prior  to  instituting  the  above  process,  a 
judge  must  1)  make  the  “determination  that  the  pa- 
tient is  incompetent  to  make  the  decision  for  himself’ 
and  2)  designate  a guardian  for  the  incompetent  pa- 
tient if  one  has  not  previously  been  appointed. 
Furthermore,  even  if  the  patient  previously  had  been 
adjudicated  incompetent  and  a guardian  had  been 
designated,  the  process  cannot  be  initiated  unless  and 
until  a judge  determines  by  “clear  and  convincing” 
proof  “that  the  patient  does  not  have  and  will  not| 
regain  the  capability  of  making  the  decision  for^ 
himself.”  Only  then  can  the  guardian  authorize,  with; 
the  necessary  concurrence,  withholding  or  withdrawali 
of  life-sustaining  treatment.  j 

While  the  Court  was  careful  to  limit  its  decision  to; 
nursing  home  patients,  the  Conroy  opinion  contalnsj 
within  it  far-reaching  Implications.  First,  it  is  plain: 
that  the  Court’s  affirmation  of  the  principle  of  self- 
determination  has  application  to  severely  incompetent 
patients  outside  of  nursing  homes.  Second,  in  the 
course  of  the  opinion  the  Court  expressed  its  views  as 
to  several  other  subsidiary  issues  of  prime  importance 
The  Court  rejected  the  idea  that  withdrawal  or 
withholding  of  life-sustaining  treatment  was  the  legal; 
equivalent  of  suicide.  The  Court  stated:  “Refusing 
medical  intervention  merely  allows  the  disease  to  take 
its  natural  course;  if  death  were  eventually  to  occur. 


‘Concurrence  of  the  family  is  not  necessary,  however,  1, 
withdrawal  or  withholding  of  life-sustaining  treatment  ij 
based  solely  on  the  principle  that  the  patient’s  clearly  ex 
pressed  wishes  were  to  do  so  under  the  circumstances. 
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it  would  be  the  result,  primarily,  of  the  underlying 
disease,  and  not  the  result  of  a self-inflicted  injury.” 

‘The  difference,”  said  the  Court,  ‘‘is  between  self- 
infliction or  self-destruction  and  self-determination.” 

Further,  the  Court  stated  that  there  was  no  legal 
distinction  between  withholding  and  withdrawing 
treatment.  Noting  that  labeling  “conduct  as  active  or 
passive  is  often  an  elusive  notion,”  and  “is  particularly 
nebulous  ...  in  the  context  of  decisions  whether  to 
withhold  or  withdraw  life-sustaining  treatment.”  The 
Court  insisted  “that  in  making  decisions  whether  to 
administer  life-sustaining  treatment  to  patients  such 
as  Claire  Conroy,  the  primary  focus  should  be  the  pa- 
tient‘s  desires  and  experience  of  pain  and  enjoy- 
ment—not  the  type  of  treatment  involved.” 

Finally,  the  Court  rejected  the  notion  that  the  de- 
cision whether  to  employ  life-sustaining  treatment 
should  be  based  on  whether  it  is  characterized  as  ordi- 
nary or  extraordinary.  As  the  Court  stated:  “Depending 
on  the  definitions  applied,  a particular  treatment  for 
a given  patient  may  be  considered  both  ordinary  and 
extraordinary.”  In  reality,  the  sophistication  of  life-sus- 
taining mechanisms  exists  on  a continuum  which 
“constantly  is  shifting  due  to  progress  in  medical 
care.”  And  feeding,  itself,  as  the  level  of  technology  and 
complexity  increases,  takes  on  the  character  of  “medi- 
cal procedures,  with  inherent  risks  and  possible  side 
effects.”  A nasogastric  tube,  for  example,  which  was 
used  to  sustain  Clare  Conroy,  “may  lead  to  pneumonia, 
cause  irritation  and  discomfort,  and  require  arm  re- 
straints for  an  incompetent  patient.” 

CONCLUSION 

While  limiting  its  decision  to  nursing  home  resi- 
dents whose  mental  and  physical  functioning  is 
severely  and  permanently  impaired  and  whose  life  ex- 
pectancy is  relatively  short,  the  Supreme  Court  of  New 
Jersey  has  expanded  upon  its  opinion  in  Quinlan, 
clearly  recognizing  a right  of  self-determination,  which 
includes  the  right  to  refuse  medical  treatment  even  if 
the  likely  result  is  death.  In  addition,  the  Court  set  out 
judicial  procedures  for  identifying  appropriate  circum- 
stances for  withholding  or  withdrawing  life-sustaining 
medical  treatment  for  nursing-home  patients  who  are 
incompetent,  whose  mental  and  physical  functioning 
I is  severely  impaired  and  whose  life  expectancy,  even 
with  the  treatment,  is  relatively  short.  (Written  by 
Burton  L.  Eichler,  Esq.  of  Brach,  Eichler,  Rosenberg, 

' Silver,  Bernstein,  Hammer  & Gladstone,  Counselors 
at  Law.) 

i PSYCHIATRIST  SEES  DANGER  IN  RAISING 
COVERAGE  LIMITS  AS  INCIDENCE  RISES 

The  rate  at  which  psychiatrists  insured  by  the 
[ American  Psychiatric  Association  (APA)  program  are 
sued  for  malpractice  has  tripled  in  nine  years,  with  an 
!i  Incidence  today  of  1 suit  per  year  for  each  22  of  these 
['physicians.  In  response  to  increasing  numbers  and 
‘'severity  of  such  suits,  the  APA-sponsored  program  re- 
ticently increased  maximum  coverage  limits  from  $1 
timlllion/$3  million  to  $5  million/$5  million. 

!■  Edward  R Sodaro,  Jr„  M.D.,  a psychiatrist  from  New 
; York  recently  expressed  the  view  that  increasing  cov- 
erage limits  merely  encourages  claimants  to  go  for  the 


maximum  limits  when  suits  are  filed. 

“It  would  be  advisable  to  note  the  experience  of  simi- 
lar Increases  by  the  Florida  Medical  Association-spon- 
sored Reciprocal  Insurance  Fund  in  the  years  1975  to 
the  present,”  Dr.  Sodaro  said  in  the  November  2 issue 
of  Psychiatric  News.  “In  this  period  many  Florida 
medical  doctors  Increased  their  per-incident  coverage 
from  $100,000  to  $5  million,  only  to  find  that  claims 
awarded  by  the  court  system  always  rose  soon  after  to 
equal  whatever  new  level  of  coverage  physicians  were 
purchasing.”  The  Florida  program  now  limits  coverage 
to  $1.5  million  per  incident  “to  discourage  this  escalat- 
ing barratry,”  he  said. 

Dr.  Sodaro  advised  lowering  per-incident  coverage 
for  psychiatrists  while  keeping  aggregate  coverage 
three  times  larger,  such  as  $1.5/$4.5  million  or  $2/$6 
million. 

The  New  York  psychiatrist  outlined  some  reasons 
why  suits  against  such  physicians  are  increasing. 
Some  reasons  stem  from  new  information  about  past 
treatments;  other  arise  from  changing  practice  pat- 
terns. On  the  medical  side,  newly  discovered  long-term 
side  effects  of  commonly  used  treatments,  such  as 
tardive  dyskinesia,  raise  the  potential  for  many  more 
suits.  Dr.  Sodaro  suggested.  On  the  health  care  delivery 
side,  psychiatric  practice  is  becoming  “a  resource  of 
last  resort  in  referral  networks  or  group  practices  in- 
volving nonphysician  mental  health  workers”  who 
refer  patients  on  to  psychiatrists  only  when  they  are 
in  advanced,  and  thus  potentially  more  litigation- 
prone  conditions. 

“We  tend  to  use  more  higher-risk  treatments,  such 
as  pharmacotherapies,  as  our  lower-risk  verbal  psy- 
chotherapy caseload  drops,”  Dr.  Sodaro  said. 
Furthermore,  cost-cutting  measures  and  institution  of 
diagnosis-related  group  reimbursement  sometimes 
give  psychiatrists  “less  time  and  resources  to  provide 
optimal  care  for  the  extremely  difficult  Medicare  popu- 
lation,” increasing  the  likelihood  of  possible  claims. 
(Medical  Liablity  Monitor,  Vol.  9,  No.  12,  December  27, 
1984) 

FAILURE  TO  DIAGNOSE  AND  CONSULT  RESULTS 
IN  $1,273  MILLION  VERDICT 

The  plaintiff,  a 13-year-old  boy,  had  been  admitted 
to  the  hospital  with  a nondisplaced  fracture  of  his  left 
tibial  plateau,  suffered  when  he  fell  about  18  feet  off 
a cliff.  The  plaintiff  alleged  that  the  general  surgeon 
failed  to  diagnose  and/or  call  in  a proper  consultant 
to  diagnose  a present  partial  popliteal  arterial  injury, 
which  if  left  untreated  could  totally  occlude  the  artery 
and  cause  death  to  the  muscles  of  the  leg.  Further 
evidence  from  the  plaintiff  was  that  the  consulting 
doctor,  when  called  in,  still  could  have  saved  most  or 
all  of  the  leg  by  performing  arteriography  and  having 
revascularization  accomplished.  Arteriography  never 
was  performed,  however,  and  the  leg  was  amputated 
1 1 days  after  the  injury.  In  presenting  damages,  plain- 
tiff ordered  evidence  of  the  cost  of  a myoelectronic  leg 
which  will  be  available  by  1990.  Plaintiff  also  used  an 
economist  and  rehabilitation  job  placement  expert  to 
show  five  potential  lost  earning  capacities.  Reager  u 
Anderson  and  Mellan  Cir.  Ct.,  Ohio  Co.  WV,  1984.  (Per- 
sonal Injury  Newsletter.  December  17,  1984,  Mathew 
Bender  & Co.,  Inc.) 
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Editorial 


We’re  Number  One! 


The  Journal  of  the  Medical  So<dety  of 
New  Jersey  won  first  place  in  the 
Medical  Journalism  Competition 
sponsored  by  Sandoz  Pharmaceuticcds. 


The  Journal  of  the  Medical  So- 
ciety of  New  Jersey  has  been 
awarded  First  Prize  in  the  cat- 
egory of  state  medical  journals  in  the  Tenth  Annual 
Medical  Journalism  Competition  by  Sandoz  Pharma- 
ceuticals. These  delightful  words  are  from  a letter  by 
Craig  D.  Burrell,  M.D.,  who  went  on  to  say,  ‘The  awards 
are  for  outstanding  design  and  editorial  qualities.”  To 
say  that  those  of  us  who  are  involved  in  The  Journal 
are  proud  is  the  understatement  of  the  1980s. 

The  kudos  for  this  great  honor,  of  course,  must  go 
to  the  following: 

• Geraldine  Hutner,  managing  editor,  whose  edi- 
torial skills,  tireless  efforts,  and  applied  talents  are 
responsible  in  large  measure  for  our  high-quality 
magazine. 

• Paul  J.  Hlrsch,  M.D.,  and  the  Publication  Commit- 
tee for  their  guidance  and  confidence. 

• The  Editorial  Board  for  ably  performing  the 
sensitive  task  of  peer  review  of  manuscripts  and  the 
many  book  reviewers. 

• Dorothy  Griffith,  assistant  managing  editor,  who 
combines  a delightful  personality  with  experience  and 
talent  and  who  is  Involved  in  journal  production, 
subscription  managment,  and  author  relations. 

• Karl  Messerrly,  our  national  pharmaceutical  rep- 
resentative, who  brings  in  the  advertising  revenue  al- 
lowing production  of  a bigger  and  better  product  each 
month. 


• Joe  and  Bettie  Cookson,  our  state  advertising 
managers,  who  obtain  New  Jersey  advertising  and  are 
involved  in  budgeting  and  all  production  matters. 

• Frank  Cecala  the  newest  staff  member,  is  our 
graphic  artist  who  is  responsible  for  the  four-color 
covers,  internal  art  work,  and  some  graphic  design. 

• Vincent  A Maressa  and  Martin  E.  Johnson  who 
produce  the  Membership  Newsletter.  Mr.  Maressa  our 
executive  director,  also  writes  hospital  governing 
board  columns  and  serves  as  a manuscript  reviewer 
and  consultant  in  legal  matters. 

• James  E.  George,  M.D.,  director  of  the  Department 
of  Professional  Liability  Control,  writes  hospital  gov- 
erning board  columns,  and  prepares  and  supervises 
the  Physician  Legal  Bulletin  and  the  Professional  Liab- 
ility Commentary  with  A Ronald  Rouse. 

• Stanley  S.  Bergen,  M.D.,  Grace  Gellman,  and  Rob- 
ert S.  Rigolosi,  M.D.,  who  prepare  regular  columns  re- 
lating to  UMDNJ,  the  MSNJ  Auxiliary,  and  The 
Academy  of  Medicine  of  New  Jersey,  respectively. 

• Bruce  McL.  Breckenridge,  M.D.,  Ph.D.,  chairman  of 
UMDNJ-Rutgers  Medical  School  Department  of  Phar- 
macy, who  is  responsible  for  our  pharmacology 
column. 

• Herman  Baker,  Ph.D.,  professor  of  preventive 
medicine  at  UMDNJ-New  Jersey  Medical  School,  who 
supervises  our  nutrition  column. 

• RH.  Rapkln,  M.D.,  medical  director  of  Children’s 
Hospital  of  New  Jersey,  for  pediatric  briefs. 

• Judith  K Amorosa  M.D.,  department  of  radiology, 
LIMDNJ — Rutgers  Medical  School,  for  the  imaging 
column. 

• Avrum  L.  Katcher,  M.D.,  Guest  Editor  for  our 
award-winning,  William  Carlos  Williams  Com- 
memorative Issue. 

• Morris  H.  Saffron,  M.D.,  Archivist-Historian, 
MSNJ,  who  was  Guest  Editor,  and  Stuart  Sammis, 
Archivist,  UMDNJ,  who  was  Project  Director  for  the 
special  issue,  300  Years  of  Medicine  in  New  Jersey. 

We  have  tried  to  make  The  Journal  worthy  of  Ameri- 
ca’s first  medical  society.  Our  goals  have  been  to  meet 
the  informational  and  educational  needs  of  New  Jersey 
physicians  to  the  best  of  our  abilities,  to  present  perti- 
nent and  current  facts  about  governmental,  social,  and 
economic  issues,  and  to  serve  as  the  “house  organ”  of 
the  Medical  Society  of  New  Jersey.  We  give  our  own 
editorial  opinions,  but  make  pages  available  for  the 
opinions  of  others.  We  have  tried  to  be  fair  and 
thorough,  but  recognize  that  there  always  is  room  for 
improvement.  AK 
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Hospital  Governing 
Boards* 


Health  Maintenance  Organiza- 
tions (HMOs)  have  shown  a dra- 
matic market  potential  in  the 
last  several  years.  At  the  end  of  December  1983,  there 
were  290  operating  HMOs  with  an  enrollment  exceed- 
ing 13.6  million.  The  majority  (190)  were  group  or 
staff-types  which  provide  care  in  the  HMO’s  cen- 
tralized facilities  to  prepaid  members.  The  remaining 
100  were  Independent  Practice  Associations  (IPAs)  in 
which  physicians  practice  in  their  private  offices.  The 
IPA  gets  a monthly  capitation  payment  and  pays  the 
physician  on  a fee-for-servlce  basis.  IPAs  enroll  approx- 
imately 15  percent  of  total  HMO  members.  Over  100 
of  all  HMOs  are  in  the  following  six  states:  California, 
New  Jersey,  Pennsylvania  Minnesota  Wisconsin,  and 
Illinois. 

There  has  been  a 27  percent  increase  in  the  number 
of  HMOs  since  1978  and  a 38  percent  increase  in 
membership.  Dramatic  growth  is  projected  during  the 
period  from  1985  to  1990. 

The  number  of  HMOs  operating  on  a multistate 
basis  is  14.  Their  enrollment,  however,  is  over  50  per- 
cent of  all  HMO  enrollment.  Clearly,  large  multistate 
HMOs  are  moving  toward  and  have  established  a domi- 
nant market  share  position  in  New  Jersey  which  is 
considered  to  be  of  prime  HMO  potential. 

Another  form  of  health  plan  is  the  Preferred  Provider 
Organization  (PPO).  These  plans  have  the  potential  to 
become  a competitive  force  in  the  marketplace. 

A PPO  is  a group  of  hospitals  and  physicians  which 
contract  with  employers.  Insurance  carriers,  or  other 
third  parties.  The  PPO  gives  a discount  to  the  purchas- 
ing entity  in  return  for  an  enlarged  patient  base  and 


quick  reimbursement  of  bills.  The  Blue  Shield  partici- 
pating physician  agreement  is  in  effect  a form  of  PPO. 

Both  HMO  and  PPO  development  present  op- 
portunities and  pitfalls  for  New  Jersey  hospitals  and 
their  medical  staffs.  In  the  HMO  area,  the  AFDCIO  is 
moving  to  negotiate  a proposal  with  all  of  the  acute 
care  hospitals,  to  turn  each  into  an  HMO.  Thus  far,  the 
AFDCIO  has  conducted  its  discussions  with  the  New 
Jersey  Hospital  Association.  Physicians  have  not  been 
brought  into  these  talks  either  through  professional 
societies  or  through  their  hospital  medical  staffs.  If 
labor  and  the  New  Jersey  Hospital  Association  wish  to 
develop  a series  of  HMOs,  they  should  bear  in  mind 
the  necessity  of  involving  hospital  medical  staffs  and 
organized  medical  societies  in  their  discussions.  The 
acute  care  hospitals  in  this  state  cannot  become  effec- 
tively functioning  HMOs  without  the  assistance  and 
participation  of  their  medical  staffs  in  particular,  and 
the  medical  profession  generally. 

Likewise,  the  Prudential  Insurance  Company  busily 
is  organizing  a statewide  PPO.  That  plan  has  not  been 
reviewed  and  endorsed  by  the  Medical  Society  of  New 
Jersey  nor  has  the  Society  been  requested  to  review  it. 
Hospital  governing  boards  and  physicians  would  be 
well  advised  to  review  carefully  any  contracts  proposed 
by  Prudential  or  any  other  developing  PPO,  since  there 
are  serious  contractual,  antitrust,  and  professional 
liability  issues  presented  in  the  PPO  format. 


*The  material  in  this  column  is  coedited  by  Arthur  Krosnick. 
M.D.,  Editor,  The  Journal,  MSNJ;  Vincent  A.  Maressa  J.D., 
Executive  Director,  MSNJ;  and  James  E.  George,  M.D.,  J.D., 
Director  of  Professional  Liability,  MSNJ. 
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Pilonidal  Cyst:  Wide  Excision  and  Primary 
Closure  with  an  Advancement  Flap 


Stanley  Z.  Trooskin,  m.d.,  new  Brunswick* 


Wide  excision  of  pilonidal  cysts  and  primary  closure  with  an 
advancement flap  allowedfor  earlier  healing  and  less  frequent 
outpatient  visits  than  treatment  with  wide  ex(nsion  and 
marsupialization.  Although  the  hospital  stay  was  prolonged  by 
primary  closure,  patient  inconvenience  was  reduced  markedly. 


Repeated  episodes  of  infection 
and  abscess  formation  are  com- 
mon complications  of  pilonidal 
cyst  disease.  There  is  no  controversy  regarding  the 
treatment  of  the  acute  pilonidal  abscess.  These  require 
incision  and  drainage.  The  treatment  for  the  chronic 
pilonidal  cyst  is  more  controversial.  The  goal  of  treat- 
ment is  to  prevent  the  recurrence  of  infection  while 
minimizing  the  patient’s  postoperative  pain  and  dis- 
ability. Treatment  options  run  the  gamut  of  con- 
servative to  radical  measures.  Some  have  advocated 
simple  unroofing.’^  Others  have  advised  wide  local  ex- 
cision with  various  methods  of  treating  the  remaining 
defect.^  ® The  experience  of  one  surgeon  with  two  types 
of  treatment,  wide  excision  with  marsupialization  and 
wide  excision  with  primary  closure  by  an  advancement 
flap,  is  presented. 

MATERIALS  AND  METHODS 

Sixteen  patients  underwent  elective  operation  for 
pilonidal  cyst  disease  at  least  one  month  following  in- 
cision and  drainage  of  an  acute  pilonidal  abscess.  A 
history  of  pilonidal  abscess  was  required  prior  to  de- 
finitive treatment. 

Endotracheal  intubation  and  general  anesthesia 
were  used  with  patients  in  the  prone  position  on  the 
operating  table  which  was  flexed  at  the  patient’s  waist. 
The  pilonidal  cyst  was  widely  excised,  the  area  usually 
being  1.0  cm  on  either  side  of  the  sacrococcygeal  raphe. 
The  length  was  6.0  cm  and  included  the  area  1.0  cm 
distal  to  the  tip  of  the  coccyx  and  the  depth  was  to  the 


posterior  sacral  fascia  All  areas  of  sinus  and  cyst  in- 
volvement thereby  were  excised.  Hemostasis  was  ob- 
tained by  electrocoagulating  bleeding  points.  Four  pa- 
tients in  this  series  underwent  wide  excision  with 
marsupialization,  which  was  carried  out  by  suturing 
the  skin  edges  to  the  sacral  fascia  with  absorbable 
sutures.  Twelve  patients  underwent  wide  excision  and 
primary  closure.  The  method  of  primary  closure®  in- 
volves elevation  and  advancement  of  gluteal  flaps.  At 
the  time  of  oudining  the  area  to  be  excised,  the  flaps 
also  were  marked  as  shown  in  Figure  1 . The  superior 
aspect  of  the  incision  was  extended  in  a curvilinear 
fashion  over  one  of  the  gluteal  muscles.  After  excising 
the  pilonidal  cyst  widely,  the  previously  outlined  flaps 
were  mobilized  below  the  gluteal  fascia.  The  underlying 
muscle  was  exposed.  The  convex  flap  was  mobilized 
farther  than  the  concave  flap  to  allow  its  advancement 
and  closure  of  the  defect  without  placing  tension  on 
the  wound  (Figure  2).  A small  closed  suction  drain  was 
placed  under  the  flaps  and  brought  out  through  a 
separate  stab  wound.  The  gluteal  fascia  was  approx- 
imated with  interrupted  absorbable  sutures.  The  skin 
was  closed  with  mattress  sutures  of  3-0  nylon  (Fig- 
ure 3). 

Patients  undergoing  wide  excision  with  marsu- 
pialization underwent  the  first  sitz  bath  and  dressing 
change  the  night  after  operation.  After  the  sitz  bath. 

*Dr.  Trooskin  is  Assistant  Professor  of  Surgery.  UMDNJ- 
Rutgers  Medical  School.  Correspondence  may  be  addressed 
to  Dr.  Trooskin.  UMDNJ-Rutgers  Medical  School,  Academic 
Health  Science  Center,  CN  19,  New  Bmnswick.  NJ  08903. 
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the  wound  was  packed  loosely  with  gauze.  Patients 
were  instructed  in  a regimen  of  sitz  baths  and  dressing 
changes  to  be  done  three  times  a day.  The  patients 
then  were  discharged. 

Those  patients  undergoing  wide  excision  and  pri- 
mary closure  received  one  preoperative  and  three  post- 
operative doses  of  parenteral  antibiotics.  The  closed 
suction  drain  was  removed  when  the  drainage  was  less 
than  30  cc  per  day.  Discharge  instructions  were  to 
shower,  if  possible,  after  each  bowel  movement  until 
the  sutures  were  removed  on  the  tenth  postoperative 
day. 

All  patients  were  allowed  to  sit  upright  as  soon  as 
they  could  do  so  without  pain.  Outpatient  visits  were 
scheduled  for  approximately  one  week  to  ten  days  post- 
operation and  then  as  needed  for  observation  or 
wound  care,  i.e.  debridement  and  treatment  of  hyper- 
trophic granulation  tissue.  One  visit  at  least  two  weeks 
after  complete  healing  was  standard  practice. 

The  patient’s  age,  weight,  time  interval  between 
abscess  drainage  and  definitive  operation,  length  of 
hospital  stay,  number  of  postoperative  outpatient  vis- 
its, and  the  length  of  time  after  operation  until  wound 
healing  were  recorded  for  this  study.  Nonparametric 
statistical  analysis  was  carried  out  using  the  Kruskal- 
Wallis  test. 

RESULTS 

In  the  16  patients  undergoing  wide  excision,  there 
were  no  recurrences  of  pilonidal  cyst  disease.  The  fol- 
lowup period  ranged  from  one  month  to  3.5  years.  The 
average  age  of  patients  undergoing  wide  excision  with 
marsupialization  was  28.5  years,  while  for  those 
undergoing  wide  excision  and  primary  closure,  it  was 
21.3  years.  Each  group  had  a similar  incidence  of 
pilonidal  abscess  prior  to  wide  excision  and  a similar 
interval  between  abscess  drainage  and  definitive  oper- 
ation. The  primary  closure  group  had  a significantly 
longer  hospital  stay  (3.7  days)  than  the  marsupializa- 
tion group  (1.5  days)  (P  < 0.05).  The  marsupialization 
group  required  more  postoperative  visits  (13.3)  com- 
pared to  the  primaiy  closure  group  (2.8)  (P  < .003).  The 
overall  healing  time  ranged  from  one  to  eight  months 
for  the  marsupialization  group  and  10  days  to  three 
weeks  for  the  primary  closure  with  the  advancement 
flap.  This  difference  was  highly  significant  (P  < .005). 


TABLE 

Comparison  of  Patient  Groups 

Patients  Undergoing 


Marsupiali- 

Primary 

zation 

Closure 

Average  age 

28.5  years 

21.3  years 

Interval  between  attack  and 

excision 

2.6  months 

1.8  months 

No.  of  attacks  before  definitive 

operations 

1.5 

1.4 

Length  of  hospitalization 

(days) 

1.5 

3.7 

No.  of  postoperative  visits 

13.3 

2.8 

Time  to  complete  healing 

30-240  days 

10  days  to 
3 weeks 

Figure  1 — The  buttocks  are  distracted  at  the  intergluteal 
cleft.  After  prepping  and  draping,  the  area  to  be  excised  and 
the  flaps  are  outlined  with  a sterile  marking  pen. 


These  results  are  summarized  in  the  Table.  All  four 
patients  in  the  marsupialization  group  complied  with 
sitz  baths  three  times  a day  and  subsequent  dressing 
changes.  In  this  group,  debridement  frequently  was 
required  as  was  treatment  of  hypertrophic  granulation 
tissue  with  the  application  of  silver  nitrate. 

The  only  wound  complications  in  the  primaiy 
closure  group  occurred  at  the  lower  pole  of  the  in- 
cision. There  was  some  mild  maceration  of  the  wound  | 
over  the  coccyx  in  two-thirds  of  the  patients  and  3 of  1 
the  12  patients  had  separation  of  the  skin  over  the  i 
coccyx  for  a distance  of  9.5  cm  in  length.  The  macera-  j 
tion  and  skin  separation  healed  promptly  after  suture  i 
removal  and  daily  showers.  There  were  no  wound  infec-  j 
tions  in  the  primary  closure  group.  | 

I 

DISCUSSION  I 

Various  treatment  modalities  have  been  applied  to  j 
pilonidal  cyst  disease.  The  goal  of  all  of  these  has  been  ; 
to  prevent  recurrence  of  pilonidal  abscesses.  Definitive 
operation  at  the  time  of  abscess  drainage  has  been 
described.'  Nonoperative  treatment  involving  the  ap-  ,j 
plication  of  phenol  to  the  cyst  cavity  with  curettage  has 
also  been  advocated."  Others  have  advised  simple  un-  ; 
roofing  and  marsupialization  or  marsupialization  and  ■ 
cryotherapy. '2  Excision  has  been  the  most  commonly 
employed  treatment.  The  management  of  the  remain- 
ing defect  has  been  controversial.  Healing  by  secondary 
intention,^  delayed  primaiy  closure,  partial  wound 
closure,^  primary  closure  with  bulky  dressings  and  re- 
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Figure  2 — After  the  pilonidal  cyst  is  widely  excised,  the 
previously  outlined  flaps  are  mobilized,  thereby  exposing  the 
underlying  gluteal  muscles. 


tention  sutures,'*®  as  well  as  closures  by  Z-plasty,®  rec- 
tangular flaps,  and  advancement  flaps®®  '®  have  been 
reported.  The  recurrence  rates  reported  for  wide  ex- 
cision with  healing  by  secondary  intention  and  wide 
excision  with  primary  closure  have  been  similar  and 
range  from  approximately  0 to  40  percent.® 

It  is  not  surprising  that  there  is  so  much  controversy 
concerning  treatment  of  this  disease  when  one  realizes 
there  is  no  universally  accepted  etiology  for  the  forma- 
tion of  cysts  in  the  median  sacrococcygeal  raphe.  Older 
theories  concerning  the  etiology  of  pilonidal  cyst  dis- 
ease invoked  a congenital  origin. Others  insisted  that 
pilonidal  cysts  were  acquired  lesions  that  occurred  sec- 
jOndary  to  occupational  hazards  involving  long  hours 
of  sitting  or  driving  (jeep-drivers’  disease). ‘‘*‘®  It  has 
been  hypothesized  that  hairs  became  imbedded  in  the 
■ median  sacrococcygeal  raphe  by  puncture  of  the  skin 
or  by  a local  suction  mechanism.'®  Bascom  contended 
jthat  the  hair  shaft  is  not  an  important  etiologic  factor 
jbut  that  hair  follicles  in  the  median  raphe  are  respon- 
Jsible  for  the  development  of  pilonidal  sinuses  and 
subsequent  infection.'^ 

I EVen  the  etiology  of  the  recurrences  of  pilonidal  cysts 
'are  debated  in  the  surgical  literature.  Inadequate  ex- 
cision of  the  sinus  tracts,  postoperative  wound  infec- 
tion, aind  inadequate  removal  of  hair  from  the  sacro- 
coccygeal area  have  all  been  suggested  as  reasons  for 
treatment  failures.®" 

The  treatment  plan  used  for  managing  patients  in 
his  series  was  to  employ  wide  excision  to  remove  the 


Figure  3 — The  wound  is  closed  over  a small  suction  drain 
brought  out  through  a separate  incision. 


cyst,  all  of  its  branches,  and  the  imbedded  hair  or  hair 
follicles.  It  became  apparent  after  treating  the  first  four 
patients  that  the  healing  time  of  the  marsupialized 
wound  was  long  (30  to  240  days)  and  involved  unac- 
ceptable patient  disability,  in  addition  to  requiring  fre- 
quent attention  of  the  physician  (13  office  visits  per 
patient).  This  is  consistent  with  previous  reports®®  of 
healing  times  of  one  to  three  months  for  wounds  left 
open  after  wide  excision  or  treated  by  unroofing  with 
marsupialization.  Healing  by  secondary  intention 
seems  to  be  a treatment  that  is  more  inconvenient 
than  the  primaiy  disease.  Wide  excision  followed  by 
primaiy  closure  utilizing  a gluteal  advancement  flap 
allowed  early  healing.  This  type  of  closure  is  simple  to 
carry  out  and,  more  importantly,  allows  a tension-free 
suture  line.  In  all  12  patients,  the  wounds  were  healed 
by  the  third  postoperation  week.  Most  healed  complete- 
ly except  for  some  minor  maceration  over  the  coccyx. 
Employing  a horizontal,  as  opposed  to  vertical  incision 
over  the  coccyx,  has  been  advocated  to  avoid  this  prob- 
lem.'® Primary  closure  after  wide  excision  involved  a 
longer  hospital  stay  (4  days)  to  allow  for  drain  removal, 
but  resulted  in  overall  earlier  healing  and  less  patient 
discomfort. 

Wide  excision  and  primary  closure  with  an  advance- 
ment flap  is  simple,  allows  early  complete  healing,  and 
an  early  return  to  a normal  lifestyle.  It  frees  the  patient 
from  the  nearly  incapacitating  regimen  of  repeated  sitz 
baths,  dressing  changes,  and  frequent  outpatient  vis- 
its. 
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SUMMARY 

There  are  many  methods  of  treating  pilonidal  cyst 
disease.  Wide  excision  with  marsupialization  was  com- 
pared to  wide  excision  and  primary  closure  with  an 
advancement  flap.  Wide  excision  followed  by 
marsupialization  allowed  for  early  hospital  discharge, 
but  was  associated  with  long-term  patient  incon- 
venience because  of  slow  healing  rates.  Primary 
closure  with  an  advancement  flap  was  simple  to  carry 
out  after  wide  excision.  This  method  resulted  in  longer 
hospital  stays  but  more  rapid  healing  rates  and,  there- 
fore, less  patient  disability.  There  were  no  recurrences 
associated  with  wide  excision. 
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The  appearance  of  these  capsules 
is  a registered  trademark  , T ■ 
of  Ayerst  Laboratories.  / 


80  mg 


120  mg 


160  mg 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diureti c- induced  EGG  ab- 
normalities due  to  hypokalemia.’;^  In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
m^y  be  increased  to  120  mg  to  160  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


Please  see  brief  summary  of  prescribing  information, 
on  the  next  page  for  further  details. 


Once-daily 

'^'^^^/NDERAL*  LA 

(PROPRANOLOL  HCI)  ‘~Z^A^SULES^ 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL’’  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules. 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period.  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  t5e  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  ItsIDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ot  general  anesthe- 
sia and  surgical  procedures. 
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beta  blockers,  is  a competitive  inhibitor  of  beta-l 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  ot  such  agents,  e g ,5 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe) 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  withi 
b©t3  biock©rs  ^ 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap-i 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of) 
acute  hypoglycemia  in-labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more) 
difficult  to  adjust  the  dosage  of  insulin  i 

THYROTOXICOSIS;  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  | 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests,! 

IN  PATIENTS  WITH  WOLFF-PARKINSON-Vi/HITE  SYNDROME,  several  cases  have  been) 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardiaj 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg’; 
propranolol 

PRECAUTIONS.  General.  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
plne  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signiticani 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  j 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular'  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  visua 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  foi 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  anc 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm. 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  beer 
reported 

Miscellaneous:  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol; 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  £ 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  foi 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval' 
HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  me 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  64C 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  it 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  U 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimurr 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  anc 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS). 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  L/ 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  bf, 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapjj 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  o 
several  weeks, 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily.  ! 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  tocj  j 
limited  to  permit  adequate  directions  for  use,  ' . 
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t has  been  reported  that  teenage 
mothers  show  an  increased  rate 
of  prematurity,  low  birth  weight, 
and  perinatal  death  as  compared  to  the  general  popu- 
lation.*^ This  phenomenon  has  been  documented  so 
well  that  very  low  maternal  age  itself  is  becoming 
recognized  as  a high-risk  factor  in  pregnancy.  The 
causative  factors  contributing  to  perinatal  morbidity 
land  mortality  in  teenage  pregnancy  have  not  yet  been 
completely  elucidated,  but  it  is  reasonable  to  implicate 


SEiaifl®? 


disadvantaged  socioeconomic  standing,  poor  nutri- 
tion, poor  hygienic  habits,  and  inadequate  education 
as  contributing  factors  to  this  phenomenon.  This 
study  is  not  primarily  concerned  with  determining  the 
epidemiology  of  perinatal  complications  associated 

*From  the  Department  of  Obstetries  and  Gynecolo^, 
UMDNJ-New  Jersey  Medical  School.  Newark.  Correspondence 
maybe  addressed  to  Dr.  Chatteqee,  Department  of  Obstetrics 
and  Gynecology,  UMDNJ-New  Jersey  Medical  School,  100 
Bergen  Street,  Newark,  NJ  07103. 
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with  teenage  pregnaney,  but  rather  to  report  on  the 
trends  observed  in  teenage  obstetrieal  patients  seen  at 
University  Hospital,  Newark  The  trends  analyzed  in 
this  study  include  the  incidence  of  spontaneous  va- 
ginal deliveiy  (SVD)  as  compared  to  abnormal  delivery 
(cesarean  section),  the  incidence  of  prematurity  (less 
than  37  weeks’  gestation),  rates  of  neonatal  low  birth 
weight,  and  other  factors  relating  to  the  obstetrical 
course  of  teenage  mothers. 

MATERIALS  AND  METHODS 

The  purpose  of  this  study  is  to  report  on  the  trends 
and  to  evaluate  the  outcome  of  teenage  pregnancies  at 
University  Hospital,  Newark  from  July  1,  1981,  to  June 
30,  1982.  The  hospital  has  a Maternal  Infant  Care 
Clinic  where  all  teenage  mothers  (19  years  and  young- 
er) are  provided  medical  care.  They  receive  special 
nutritional  and  sexual  guidance,  enroll  in  the  MIC  pro- 
gram, and  visit  the  social  worker.  Very  few  of  our 
teenage  mothers  are  nonclinic  patients. 

To  collect  the  needed  information,  maternity  records 
of  the  labor  and  delivery  section  of  University  Hospital 
were  reviewed.  These  records  consisted  of  a series  of 
five  log  books  in  which  each  delivery  was  documented. 
The  information  contained  in  these  records  consisted 
of  patient’s  name,  parity,  and  other  information  perti- 
nent to  the  delivery.  It  should  be  noted  that  University 
Hospital  is  an  inner-city  medical  center  which  draws 
the  majority  of  its  patient  population  from  a 
socioeconomically  depressed  area  Most  of  the  patients 
seen  at  this  institution  are  economically  indigent  and 
this  factor  must  be  taken  into  account  when  arriving 
at  conclusions.  For  this  reason,  it  must  be  understood 
that  this  hospital  serves  a high-risk  obstetric  popu- 
lation mainly  as  a result  of  the  socioeconomic  status 
of  its  patients.  Forty-one  percent  of  all  deliveries  at  this 
institution  were  the  result  of  teenage  pregnancies;  cor- 
relating with  Hutchins’s  study  at  an  inner-city  hospi- 
tal in  Philadelphia^  The  national  average  is  19  percent. 

RESULTS 

In  the  study  period  from  July  1,  1981,  to  June  30, 
1982,  there  were  a total  of  2,280  deliveries  at  University 
Hospital.  Of  these,  932  deliveries  (41  percent)  were  the 
result  of  teenage  pregnancies  where  the  mother  was 
19  years  of  age  or  younger.  By  age  groups,  491  (53 
percent)  teenage  mothers  were  between  18  and  19;  41 1 
(44  percent)  were  between  15  and  17;  and  30  (3  per- 
cent) were  14  years  old  or  younger  (Figure  1).  In  the 
18-  to  19-year-oId  age  group,  231  (47  percent)  mothers 
were  multigravidas  with  the  highest  gravity  being  7; 
of  the  mothers  between  the  ages  of  15  to  17,  128  (31 
percent)  were  multigravidas  with  the  highest  gravity 
noted  at  5.  One  mother  in  the  youngest  was  a multi- 
gravida— gravida  2 (Figure  2). 

Prematurity,  defined  as  a gestational  age  of  less  than 
37  weeks,  occurred  in  a substantial  percentage  of  the 
pregnancies  studied.  In  the  18-  to  19-year-old  age 
group,  54  (11  percent)  of  the  children  bom  were 
premature.  In  the  15-  to  17-year-old  age  group,  54 
pregnancies  (13  percent)  resulted  in  premature  babies. 
In  the  14-year-old  and  below  age  group,  6 births  (20 
percent)  resulted  in  premature  infants  (Figure  3).  N^- 
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Figure  1 — Percentage  of  teenage  pregnancy  in  each  age 
group. 


Primigravidas 
I I Multigravidas 


Total 

Births 


Age  Group 


Figure  2 — Parity  of  age  groups. 


tional  average  for  prematurity  is  8 percent.  I 

Abdominal  delivery  or  cesarean  section  in  the  18-  to! 
19-year  old  age  group  was  necessary  in  73  instances  | 
(15  percent);  of  the  73  cesarean  sections,  17  were  re-| 
peat  sections.  In  the  15-  to  17-year-old  category,  52  (13‘ 
percent)  cesarean  sections  were  required.  Repeat! 
cesarean  sections  accounted  for  2 of  the  52  aforemen-j 
tioned  cesarean  sections.  In  the  14-year-old  and  belowj 
age  group,  3 mothers  (10  percent)  were  delivered  by! 
cesarean  section  with  no  repeat  sections  being  re-j 
quired  (Figure  4).  The  indications  for  cesarean  section! 
were  not  different  from  those  of  the  general  population  I 
or  in  other  hospitals.  fj 

Trends  in  birth  weights  for  the  different  age  groups,^ 
also  were  noted.  Two  percent  of  the  children  delivered! 
by  the  18-  to  19-year-old  age  group  weighed  less  thanj 
999  grams;  13  percent  weighed  between  1,000  and 
2,499  grams;  and  the  remaining  children  weighed! 
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2,500  grams  and  above.  The  15-  to  17-year-old  age 
group  showed  essentially  the  same  pattern  with  re- 
spect to  birth  weight  where  2 percent  of  the  infants 
bom  weighed  less  than  999  grams;  1 2 percent  weighed 
between  1,000  and  2,499  grams;  and  the  remaining 
children  weighed  2,500  grams  or  more.  The  14-year- 
old  and  below  age  group  showed  a different  trend  with 
respect  to  birth  weight.  In  this  age  categoiy,  again,  the 
children  weighing  below  999  grams  represented  a 
small  percentage  (only  3 percent).  The  major  difference 
was  seen  in  the  1,000  to  2,499  gram  range  which 
contained  20  percent  of  the  infants  bom  to  mothers 
14  and  younger.  It  is  a well  documented  fact  that  with 
very  low  maternal  age,  birth  weights  also  tend  to  be 
lower  than  the  general  population.^  However,  since 
there  were  relatively  few  mothers  14  and  younger,  con- 
clusions drawn  from  this  age  category  must  be  inter- 
preted with  caution. 

Apgar  scores  routinely  are  given  to  neonates  directly 
after  birth  and  again  after  ten  minutes.  Apgar  scores 
range  from  0 to  10  and  take  into  account  the  infant’s 
color,  heart  rate,  respiration,  muscle  tone,  and 
response  to  a catheter  placed  in  the  oropharynx.  A 
score  of  7 and  above  indicates  a baby  in  good  con- 
dition. If  a neonate  receives  an  Apgar  score  of  6 or 
lower,  this  usually  indicates  a certain  degree  of 


neonatal  distress.  For  this  reason,  the  Apgar  scores 
obtained  for  the  932  teenage  deliveries  were  assigned 
into  one  of  two  groups;  those  receiving  a first  Apgar 
score  of  7 and  above  and  those  receiving  scores  of  6 
or  less  (Figure  5).  In  the  18-  to  19-year-old  age  bracket, 
46  (9  percent)  infants  delivered  received  a first  Apgar 
of  6 and  below.  In  the  15-  to  17-year-old  age  group,  43 
children  ( 1 1 percent)  received  an  Apgar  of  6 and  below. 
Finally,  the  1 4-year-old  and  below  age  category  showed 
a dramatic  increase  in  the  percentage  of  neonates  re- 
ceiving poor  Apgar  scores.  A remarkable  7 out  of  30 
children  (23  percent)  bom  in  this  category  received  a 
first  Apgar  of  6 or  lower.  But  again,  since  this  categoiy 
had  so  few  members,  conclusions  drawn  from  it  must 
be  reviewed  with  skepticism  (Figure  6). 

The  incidence  of  toxemia  was  about  6 percent  and 
intra-  and  postpartum  febrile  morbidity  was  about  30 
percent,  which  is  comparable  to  the  general  popu- 
lation. 

DISCUSSION 

Forty-one  percent  of  the  obstetrical  patients  seen  at 
University  Hospital  during  the  course  of  this  study 
were  teenagers.  This  is  more  than  twice  the  national 
average  in  which  births  to  teenage  mothers  accounted 
for  19  percent  of  all  the  births  in  the  United  States.^ 
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Since  University  Hospital  serves  a population  which  is 
socioeconomically  depressed  and  edueationally  un- 
sophistieated,  sueh  high  rates  of  teenage  pregnaney 
ean  be  expected.  In  this  study,  besides  finding  a very 
high  rate  of  teenage  pregnancy,  we  also  noted  eertain 
trends  associated  with  these  pregnancies.  We  found 
that,  in  our  teenage  population,  the  incidence  of 
prematurity  or  delivery  of  a fetus  of  less  than  37  weeks’ 
gestation  inereased  consistently  with  deereased  ma- 
ternal age.  A trend  also  was  noted  in  this  study  in  that 
the  ineidence  of  low  birth  weight  and  poor  Apgar 
scores  tended  to  inerease  as  maternal  age  decreased. 
These  results  correlated  well  with  three  separate  stud- 
ies conducted  by  Dott,  Hutehins,  and  Claman,  respec- 
tively.^'*^  Interestingly  enough,  each  of  these  studies 
was  eonducted  at  an  inner-eity  medical  center  serving 
a so-called  “high-risk  obstetrie  population.”^ 
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>6 
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Figure  6 — Apgar  scores  of  infants  bom  to  each  age  group. 


In  any  age  group,  certain  factors  are  associated  with 
a poor  outcome  in  pregnancy.  As  an  example,  poverty 
with  its  concatenate  poor  nutrition  and  inadequate 
eare  is  just  such  a factor.  Therefore,  by  basing  a stucty 
on  an  economically  and  educationally  disadvantaged 
population,  we  selected  out  those  faetors  whieh 


predispose  a pregnaney  to  a poor  outcome.  This  being 
true,  what  we  actually  were  studying  were  the  effeets 
of  poverty  on  the  outcome  of  pregnancy  and,  perhaps 
only  secondarily,  were  we  investigating  any  risk  in- 
herent to  very  young  maternal  age.  As  a result  of  their 
poverty  and  laeking  education,  it  was  shown  in  Dott’s 
study  that  teenage  gravidas  receive  less  prenatal  eare 
than  their  older  eounterparts,  having  fewer  clinie  visits 
and  starting  later  on  in  their  pregnancies.'*  This 
partially  may  explain  the  pattern  of  prematurity  in 
offspring  of  very  young  mothers.  As  a general  rule, 
prenatal  eare  in  the  teenager  usually  is  less  than  that 
in  the  adult  mother.  This  may  arise  from  the  fact  that 
young,  unmarried  pregnant  girls  are  reluctant  to  ac- 
cept their  pregnaney  and  therefore  are  indifferent  to 
antepartum  eare.^® 

SUMMARY 

This  study  confirms  the  findings  of  others  in  that 
offspring  of  teenage  mothers  are  at  a greater  risk  as 
maternal  age  deereases.®^®  Yet,  it  also  must  be  kept  in 
mind  that  the  outcome  of  teenage  pregnaney  refleets 
the  charaeteristics  of  the  population  from  which  it  is 
derived. 
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Mucinous  Appendiceal  Tumors 
Clinical  Review 


James  B.  Stephenson,  m.d.,  and  Donald  K.  Brief,  m.d.,  Newark* 


Mucinous  appendiceal  tumors  include  benign  retention  cysts  and 
cystadenomaSf  cyst  adenocarcinomas,  and  pseudomyxoma 
peritonei.  Patients  may  have  chronic  right  lower  quadrant  pain, 
acute  appendicitis,  abdominal  mass,  or  no  symptoms.  Four  cases 
of  mucinous  appendiceal  tumors  are  reported. 


The  pathologic  recognition  of 
mucinous  appendiceal  tumor 
was  made  by  Rokitanslty  in 
1842.32  Diffuse  mucinous  involvement  of  the  perito- 
neal cavity  first  was  described  in  1884  by  Werth,  who 
named  this  condition  “pseudomyxoma  peritonei.”^^ 
Berger  is  credited  with  the  first  authenticated  case  of 
adenocarcinoma  of  the  appendix  in  1882.27  Fraenkel, 
in  1901,  was  the  first  to  report  the  association  between 
a ruptured  mucinous  appendiceal  tumor  and 
pseudomyxoma  peritonei.32 

Many  reports  have  appeared  discussing  these  three 
associated  disorders.  This  article  will  review  current 
thinking  as  to  the  etiology,  classification,  diagnosis, 
and  treatment  of  mucinous  appendiceal  tumors  and 
report  four  additional  cases. 

Between  1972  and  1981,  871  appendectomies  were 
performed  at  Newark  Beth  Israel  Medical  Center.  Four 
cases  of  mucinous  appendiceal  tumors  were  diagnosed 
as  a result  of  these  explorations. 

CASE  REPORT  1 

A 58-year-old  female  disclosed  a four-week  history  of 
painless  hematochezia  She  had  a previous  history  of 
fever,  anemia  and  leukopenia  with  a negative 
gastrointestinal  evaluation  in  1977  and  normal  follow- 
up barium  enema  in  July  1980.  Hypertensive 
cardiovascular  disease  was  controlled  with  diuretic 
therapy.  Physical  examination  and  vital  signs  were 


within  normal  limits  except  for  a biopsy  scar  of  the 
right  breast.  Blood  tests,  ECG,  and  chest  x-ray  were 
noncontributory.  Barium  enema  and  upper  gastro- 
intestinal series  with  small  bowel  follow-through  con- 
firmed the  presence  of  filling  defect  of  the  proximal 
ascending  colon  with  associated  intussusception. 
Liver  and  spleen  scans  were  normal.  CEIA  (2.4  units) 
and  5HIAA  (8.7  Mg  percent)  were  both  normal.  Co- 
lonoscopy was  performed  and  biopsy  of  a submucosal 
cecal  mass  revealed  normal  colonic  mucosa  Pre- 
operative bowel  prep  produced  coliclty  right  lower 
quadrant  pain. 

Laparotomy  revealed  a 7 em  mueoeele  of  the  appen- 
dix, with  intussuseeption  of  the  cecum  which  was  re- 
sected. It  was  a mucocele  of  the  appendix.  The  post- 
operative course  was  uneventful. 

CASE  REPORT  2 

A 50-year-old  female  was  hospitalized  with  right 
lower  quadrant  pain  and  heavy  irregular  menses  for 
three  months;  the  symptoms  were  progressive.  Vital 
signs  on  admission  were  normal.  Physical  examin- 
ation was  negative  except  for  an  enlarged  smooth 
uterus.  Hemoglobin  was  10.6  gm  percent  but  the  rest 


*From  the  Department  of  Surgery,  UMDNJ,  and  Newark  Beth 
Israel  Medical  Center.  Correspondence  may  be  addressed  to 
Dr.  Brief,  Newark  Beth  Israel  Medical  Center,  201  Lyons  Av- 
enue, Newark,  NJ  0711 2. 
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of  the  blood  tests,  ECG,  and  chest  x-ray  were  noncon- 
tributoiy.  A total  abdominal  hysterectomy  and  sal- 
pingo-oophorectomy  were  performed  for  fibromyomata 
of  the  uterus.  A 6.5  by  2 cm  appendiceal  mass,  dis- 
tended with  clear  mucoid  material,  was  removed. 
Pathology  report  confirmed  fibromyomata  of  uterus 
and  mucocele  of  appendix.  Both  ovaries  were  normal. 
Postoperative  course  was  uneventful. 

CASE  REPORT  3 

An  81 -year-old  male  had  a 2-year  history  of  pro- 
gressive constipation  without  abdominal  pain,  rectal 
bleeding,  or  weight  loss.  Initial  gastrointestinal  studies 
at  onset  of  symptoms  were  negative.  Past  medical  his- 
toiy  was  significant  only  for  prostatectomy  for  benign 
prostatic  hypertrophy  12  years  earlier.  Vital  signs  on 
admission  were  normal.  Physical  examination  showed 
a hypogastric  midline  scar  on  the  abdomen  but  was 
otherwise  within  normal  limits.  Blood  studies,  ECG, 
and  chest  x-ray  were  noncontributory.  Barium  enema 
revealed  a cecal  tumor.  At  surgery,  a 4.5  by  1.5  cm 
appendiceal  mass  was  found  and  appendectomy  was 
performed.  The  mass  was  filled  with  a yellow  mucoid 
material  with  a point  of  rupture  with  exuding  mucus. 
The  postoperative  course  was  uneventful:  the  patient 
was  discharged  on  the  eighth  postoperative  day.  He 
expired  9 years  later  from  unrelated  chest  trauma,  with 
no  evidence  of  recurrent  tumor. 

CASE  REPORT  4 

A 70-year-old  male  developed  sudden  onset  of 
epigastric  pain;  he  had  a previous  history  of  duodenal 
ulcer  surgery.  There  also  was  a history  of  three  months’ 
constipation  and  ten-pound  weight  loss.  Vital  signs 
were  normal  on  admission.  Physical  examination 
found  bilateral  chest  bronchi  and  a distended  rigid 
quiet  abdomen  with  diffuse  tenderness  and  rebound. 
Chest  x-ray  showed  free  air  under  diaphragm.  Except 
for  a hemoglobin  of  8.3  gm  percent  blood  studies  and 
ECG  were  noncontributory.  At  laparotomy,  a per- 
forated gastric  carcinoma  was  found  and  plicated.  The 
appendix  was  swollen,  bulbous,  and  fluctant  at  the  tip; 
it  measured  6 by  10  cm  with  a constricted  base. 
Pathology  report  confirmed  mucocele.  The  post- 
operative course  was  complicated  by  a subendocardial 
infarction  resulting  in  death  on  the  tenth  post- 
operative day. 

ETIOLOGY  AND  PATHOGENESIS 

The  incidence  of  mucinous  tumors,  pseudomjocoma 
peritonei,  and  primary  adenocarcinoma  of  the  appen- 
dix is  0.25,  0.031,  and  0.08  percent  of  appendectomies, 
respectively.  It  was  0.57  percent  in  this  series.  Ten 
percent  of  mucinous  appendiceal  tumors  are  malig- 
nant.^ 

Four  mechanisms  have  been  described  by  Wolff  and 
Ahmed  for  the  production  of  a mucin-filled  ectatic  ap- 
pendix.33  The  first  is  simple  obstruction  of  the  lumen, 
frequently  with  secondary  infection,  known  as  “reten- 
tion cyst  of  the  appendix.”  Most  obstructions  are  due 
to  chronic  inflammation  with  cicatrical  contraction 
and  continued  mucus  secretion  distally  in  a viable 
appendix.  Obstruction  by  a cecal  carcinoma,  carcinoid, 
polyp,  and  endometriosis  has  been  reported. 


The  second  mechanism  occurs  when  the  appen- 
diceal mucosa  becomes  hyperplastic  with  hyper- 
secretion of  mucus,  similar  to  colonic  hj^rerplastic 
polyps.'^ 

The  third  mechanism  is  via  focal  or  diffuse  con- 
version of  the  mucosa  into  neoplastic  epithelium 
without  infiltration  of  the  appendiceal  wall.^^  These 
cystadenomas  are  characterized  by  tall  columnar  cells 
with  hyperchromatic  basally  placed  elongated  nuclei, 
and  papillary  fronds  projecting  into  the  lumen.  When 
this  papillaiy  arehiteeture  is  lacking,  its  absence  can 
be  attributed  to  the  luminal  dilatation  and  subsequent 
compression  of  the  lining  mucosa 

The  fourth  mechanism  is  mucus  production  from  an 
invasive  cystadenocareinoma  of  the  appendix.  Rupture 
of  an  appendix  eontaining  this  tumor  produces 
pseudomyxoma  peritonei."  Cellular  elements  from  the 
cystadenocareinoma  implant  on  the  peritoneum  and 
continue  to  secrete  mueus,  thus  filling  the  peritoneal 
cavity.  The  appearance  of  such  an  abdomen  can  re- 
semble that  seen  in  eases  of  unresectable  carein- 
omatosis.4  This  progression  has  been  reproduced  ex- 
perimentally in  lavaged  ligated  viable  rabbit  appen- 
dices by  several  investigators.®’^^®  By  using  a Seitz 
filter,  they  confirmed  the  cellular  nature  of  this  dis- 
order via  transplantability  of  unfiltered  peritoneal 
mucus.*®  In  the  past  ruptured  cystadenomas  and  re- 
tention cysts  were  confused  with  pseudomyxoma,  but 
the  disappearance  of  peritoneal  mucin  after  appendee- 
tomy  differentiates  this  benign  spillage  from  the  malig- 
nant metastatic  hypersecretion  of  pseudomyxoma 
peritonei.®'^  Ultrastructural  finding  of  intracytoplasmic 
canaliculi  also  supports  the  contention  that 
pseudomyxoma  peritonei  represents  a malignant 
lesion.® 

CLINICAL  FEATURES  AND  DIAGNOSIS 

Benign  mucinous  appendiceal  tumors  usually  are  an 
incidental  finding  during  abdominal  exploration  for 
another  reason.  When  symptomatic,  30  percent  have 
a history  of  chronic  right  lower  quadrant  pain.®®  Tv/en-  ■ 
ty-five  percent  have  elinieal  evidence  of  acute  appen-  i 
dicitis.  A symptomatic  or  asymptomatic  abdominal 
mass  was  found  on  physical  examination  or  barium  i 
enema  in  25  pereent.  Malignant  appendiceal  tumors 
most  commonly  appear  as  acute  appendieitis  and  ap-  ; 
pendiceal  abscess.®  Rectal  bleeding  was  the  primary  ; 
complaint  in  many  patients.  Right  lower  quadrant  col-  ; 
ocutaneous  fistula  has  been  associated  with  this  ma- 
lignancy. Fifty  percent  of  patients  with  pseudomyxoma  ! 
peritonei  seek  medical  treatment  for  abdominal  pain;  I 
84  percent  have  a palpable  mass  and  13  percent  are 
asymptomatic.**  ‘ 

Classical  roentgen  criteria  for  the  diagnosis  of  ap- 
pendiceal mucinous  tumor  are:  1)  sharply  circum- 
scribed, globular,  or  reniform  soft  tissue  mass  which 
is  mobile  but  attached  to  the  cecum;  2)  medial  dis- 
placement of  the  cecum  by  the  mass;  and  3)  ealeium 
deposits  in  the  wall  or  substance  of  the  mass  and 
failure  of  the  appendix  to  fill  with  contrast.*®  j 

With  the  advent  of  ultrasonography,  the  eystic  i 
nature  of  the  mass,  along  with  any  exuberant  mucosal  I 
proliferation,  can  be  identified  easily.®®  Computed  : 
tomography  can  measure  tissue  density.  CT  scanning 
can  be  diagnostic  for  a mucinous  appendiceal  tumor 
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TABLE 


Summary  of  53  Cases  of  Malignant  Mucinous  Appendiceal  Tumors 
Treated  by  Appendectomy  or  Right  Hemicolectomy 

Sex  Result 


Patients 

Mean-Age 

M 

F 

Cure 

Death  or 
Recurrence 

Appendectomy* 

25 

57  yrs 

18 

7 

11 

14 

Right 

Hemicolectomy* 

28 

55  3TS 

13 

15 

19 

9 

* References:  1 .2,8, 1 3, 1 6, 1 7,22.23,24,26,30,3 1 ,33. 


by  finding  a mass  compressing  or  adjacent  to  a con- 
trast-filled cecum  with  an  attenuation  coefficient  of  a 
fluid-filled  cyst.'^ 

TREATMENT  AND  PROGNOSIS 

Appendectomy  is  the  appropriate  treatment  for  all 
benign  mucinous  cystadenomas,  polyps,  and  retention 
cysts  of  the  appendix.^  A partial  resection  of  the  cecum 
may  be  necessaiy  if  the  base  of  the  appendix  is  in- 
volved.25  Appendectomy  also  is  adequate  for  ruptured 
benign  mucinous  tumors  with  localized  mucin  ex- 
travasation. A search  always  should  be  made  for 
tumors  of  the  ovaiy,  gastrointestinal  tract,  gallbladder, 
and  obliterated  omphalomesenteric  duct,  since  con- 
comitant mucinous  and  epithelial  tumors  have  been 
reported.'®^® 

For  malignant  mucinous  tumors,  appendectomy  and 
primary  or  secondary  right  hemicolectomy  is  the  treat- 
ment of  choice.'^  These  tumors  are  slow  growing,  with 
local  invasion  and  peritoneal  spread  the  rule,  as  op- 
posed to  lymphatic  and  extraperitoneal  metastases. 
Regional  lymph  node  metastases  have  been  reported 
by  several  authors.*'*^®®' 

Fifty-three  cases  of  malignant  mucinous  appendi- 
ceal tumors  treated  by  appendectomy  or  right  hemi- 
colectomy were  reviewed  (Table).'-^®‘®‘®'^-^^'^‘*'^®-^®®°®'“ 
There  were  25  patients  treated  with  appendectomy 
and  28  patients  treated  with  appendectomy  plus  pri- 
mary or  secondary  right  hemicolectomy.  The  mean  age 
of  the  appendectomy  group  was  57  years  compared  to 
55  years  for  the  hemicolectomy  group.  Using  life-table 
analysis,  we  reviewed  2-,  4-  and  10-year  survival  rates 
in  these  patients.  The  graph  in  the  Figure  demon- 
strates 2-year  and  5-year  survival  rates.  At  10  years, 
however,  the  right  hemicolectomy  group  survival  rate 
was  65  percent  compared  to  37  percent  of  the  ap- 
pendectomy-treated group.  Recurrences  developed  5 to 
10  years  postoperatively  in  the  appendectomy  group, 
while  one  recurrence  occurred  in  the  hemicolectomy 
group  surviving  beyond  3 years.  Secondary  right  colec- 
tomy has  an  improved  prognosis  if  performed  within 
two  to  three  weeks  of  appendectomy.® 

Pseudomyxoma  peritonei  presents  the  greatest 
treatment  challenge.  Multiple  operative  procedures  for 
intestinal  obstruction  and  removal  of  recurrent  myx- 
omatous ascites  combined  with  intraperitoneal 
alkylating  agents  showed  the  best  survival. Current 
recommendations  for  treatment  include  appendec- 
tomy, bilateral  oophorectomy,  omentectomy,  and 
evacuation  of  mucin  using  diy  laparotomy  packs  fol- 


lowed by  copious  saline  irrigation.^  Melphalan, 
fluorouracil,  and  thio-tepa  are  effective  in  controlling 
residual  disease.*’^'  Fernandez  and  Daly  reported  im- 
proved five-year  survival  with  whole  abdominal  or  strip 
abdominal  radiotherapy  which  can  be  used  as  adju- 
vant treatment  postoperatively." 

SUMMARY 

Four  cases  of  mucinous  appendiceal  tumors  are  de- 
scribed: two  cases  had  symptoms  referable  to  the  right 
lower  quadrant,  one  case  was  found  incidently  during 
laparotomy  for  other  disease,  and  the  other  case  was 
found  in  association  with  another  gastrointestinal 
tumor.  The  four  mechanisms  believed  to  be  respon- 
sible for  production  of  these  tumors  are:  1)  lumen 
obstruction  in  a viable  appendix;  2)  hyperplastic 
mucus-secreting  appendiceal  mucosa;  3)  neoplastic 
conversion  of  mucosa  without  infiltration;  and  4)  in- 
vasive cystadenocarcinoma 

These  tumors  usually  are  asymptomatic.  When 
s}anptomatic,  chronic  right  lower  quadrant  pain,  an 
abdominal  mass,  rectal  bleeding,  or  clinical  features  of 
acute  appendicitis  or  appendiceal  abscess  were  the 
initial  complaint.  Barium  enema  findings  can  suggest 
these  tumors,  but  ultrasonography  and  computed 


Figure — Survival  after  surgery  for  malignant  mucinous  ap- 
pendiceal tumors. 


VOL.  82— NUMBER  5— MAY  1985 


383 


tomography  may  be  diagnostic  by  defining  a cystic 
mass  compressing  or  adjacent  to  the  cecum. 

Benign  retention  cysts  and  cystadenomas  are  cured 
by  appendectomy,  while  primary  or  secondary  right 
hemicolectomy  is  the  treatment  of  choice  for  malig- 
nant lesions.  The  combination  of  appendectomy, 
bilateral  oophorectomy,  evacuation  of  mucin,  and  adju- 
vant chemotherapy  with  alkylating  agents  and  radio- 
therapy improves  survival  in  pseudomyxoma 
peritonei. 
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with  Benefits  for 
a Lifetime 

ONCE-DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCKER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA— either  alone  or  with  a 
nitrate— is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets— 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 
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JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


ONCE-DAILY 


IHDERALLA  i 

(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


80  120  160 

mg  mg  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL"  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules, 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  tor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  ot  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassrum  concentration  when  used  in  the 
treatment  of  hypertensive  patients.  . ; 

In  angina  pectoris,  propranolol  generally  reducestie oxygen  requiremenlof  theteart  at 
any  given  level  of  effort  by  blocking  the  catecholatnihg-iiwlycedincfea^sin  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extern  of  rnyocarclafcofiffactrori  Propranolol  ® 
may  increase  oxygen  requirements  by  increasing  toft  ventricular  fiber  length,  end  diastolic  - 
pressure  and  systolic  ejection  period  The  net  physiologic  affect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  belayed  onset  of  pern  and 
increased  work  capacity  < 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidinesTike: 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signify: 
cance  ol  the  membrane  action  in  the  treatment  of  aritiyftwtes  istmcortain  ' <»'' 

The  mechanism  of  the  antimigraine  effect  of  ptcgiranotofhas  not  be®»estab#shed 
adrenergic  receptors  have  been  demonstrated  in  the  piaf  ves^ts  Of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  whk^,  because  Of  pathologib'bT 
functional  changes,  sympathetic  activity  is  detrimental  to  fhai^ient.  But  tlwe  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable, 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outtlow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block:  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart 
muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  used  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  it  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  , 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  ’ 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its, effects  can  be  reversed  by  administration  of  such  agents,  e g., 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b©t3  blocksrs 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  , 
ditficult  to  adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  m.ask  certain  clinical  signs  of  hyperthyroidism.  i 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  . 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  . 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  i 
hepatic  or  renal  function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies.  i 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  significant 
drug-induced  toxicity  There  were  no  dregrrelated  tumongenic  effects  at  any  of  the  dosage 
Tev&.  Reprodoc^jMe  studies  in  animats  .dtcl  not  show  any  impairment  of  fertility  that  was 
attrijsutabte  to  the  drug. 

Pregnancy  Ftegnaftcy  Category  c INDERAL  has  been  shown  to  be  embryotoxic  in 
animatstudies  at^5ses,al>out  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  wefl-eontrolted  studies  m pregnant  women.  INDERAL  should 
be  used  during  .pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Motbers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  1^  adfrtrtstered  }o  a nursing  woman 

Pediatric  ifs&'  Safety  and  eifectivenese  m children  have  not  been  established. 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  tieviiithdrawaiof  merapy. 

" CatdlOvascufar;  bradycardia  oorigesttve  hsart  tailure:  intensification  of  AV  block:  hypo- 1 
fensionj.parestbesta  of  hands;  thtomfcKtoyt^Jenic  puriaura.  arterial  insufficiency,  usually  of  the  i 
Raynaud  type  - i 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  rO^rslble  mental  depression  progressing  to  catatonia,  visual  ; 
disturbances:  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics.  ' 

Gastrointestinal,  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  1 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis.  j 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  , 
and  sore  throat,  laryngospasm  and  respiratory  distress.  I 

Respiratory:  bronchospasm  ' 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic] 

purpura  j 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  j 
reported  ! 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 1 

fence,  and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  ■ 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) ! 
have  not  been  associated  with  propranolol.  i 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a ■ 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  trom  INDERAL  i 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  i 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  ] 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  | 
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State  of  the  Art: 

Bacterial  Meningitis  in  Adults 


Leon  G.  Smith,  m.d.,  Newark* 


The  rapid  diagnosis  and  early  treatment  oj  bacterial  meningitis 
depends  on  clinical  acumen  and  a good  sense  of  urgency. 


The  diagnosis  of  bacterial  men- 
ingitis, an  inflammation  of  the 
covering  of  the  brain  and  spinal 
cord,  is  based  on  a clinical  picture  of  throbbing  head- 
ache, fever,  normal  sensorium  that  may  become  cloudy, 
and  nuchal  rigidity.  The  diagnosis  of  meningitis  in 
adults  generally  depends  on  a simple  straightforward 
clinical  impression  confirmed  by  neutrophils  in  the 
spinal  fluid. 

DIAGNOSIS 

Meningeal  irritation  can  be  demonstrated  by  the 
Brudzinski’s  sign,  which  is  elicited  by  neck  flexion 
followed  by  spontaneous  knee  and  hip  flexion  and  by 
the  Kemig’s  sign,  which  rarely  is  useful  in  adults  be- 
cause it  is  difficult  to  bring  the  thighs  and  legs  to  a 
complete  right  angle  with  the  trunk. 

Once  meningitis  is  suspected,  one  is  obliged  to  do 
a spinal  tap  immediately.  If  there  are  focal  neurological 
signs,  papilledema,  or  a history  of  sinusitis  with  a 
suspected  brain  abscess,  the  spinal  tap  may  be  delayed 
until  a computed  tomographic  scan  of  the  brain  is 
done.  In  such  cases,  either  a cystema  magna  tap  is 
performed  or  therapy  is  instituted  before  a spinal  tap. 
Normally,  one  can  perform  a diagnostic  spinal  tap 
without  herniation  with  a small  spinal  needle  to  obtain 
a small  cunount  of  spinal  fluid  to  perform  a cell  count. 
Gram’s  stain,  bacterial  cultures,  levels  of  sugar,  protein 
and  antigen  studies.  If  the  spinal  fluid  is  grossly 


cloudy,  intravenous  antibiotic  therapy  should  be  in- 
stituted even  before  the  needle  is  removed,  and  the  cell 
count  must  be  done  immediately.  If  there  are  neu- 
trophils present,  immediate  antibiotics  are  essential. 
Laboratory  personnel  must  stop  all  the  other  duties 
and  assist  the  physician  by  performing  a stat  Gram’s 
stain  of  a centrifuged  spinal  fluid  sample.  It  is  essential 
that  the  slide  be  cleansed  properly  with  alcohol  before 
the  fluid  is  allowed  to  air  dry  and,  later,  barely  fixed 
with  heat.  The  interpretation  of  the  Gram’s  stain  re- 
quires experience  and  must  not  be  over-read.  Gram- 
positive intracellular  lancet-shaped  organisms  usualfy 
are  Streptococcus  pneumoniae.  On  the  other  hand, 
gram-negative  intracellular  bean-shaped  organisms 
are  Neisseria  meningitidis  and  gram-negative 
pleomorphic  bacteria  are  usually  Hemophilus  in- 
fluenzae type  B.  Recent  antibiotics  can  alter  the  gram- 
staining  qualities  of  some  bacteria  and  may  even  alter 
its  form.  Nevertheless,  Gram’s  stain  remains  a very 
helpful  early  procedure  to  use. 

A spinal  fluid  glucose  level  of  less  than  two-thirds  of 
a simultaneously  performed  plasma  glucose  level  re- 
flects interference  in  the  transportation  of  sugar 
across  the  choroid  plexus  due  to  severe  inflammation. 
The  CSF  protein  determination  is  not  an  emergency 

*Dr.  Smith  is  Director,  Department  of  Medicine,  Saint 
Michael’s  Medical  Center,  Newark.  Correspondence  may  be 
addressed  to  Dr.  Smith,  Saint  Michael’s  Medical  Center,  306 
Martin  Luther  King,  Jr.  Boulevard,  Newark,  NJ  07102. 
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test;  a high  reading  refleets  the  inerease  of  inflamma- 
tion and  may  reach  1 to  3 g/dL  in  pneumococcal  or 
tuberculous  meningitis.  Spinal  fluid  antigen  may  be 
helpful  if  available.  These  antigens  can  be  counter  im- 
mune electrophoresis  (C.I.E.)  with  a 70  percent  detec- 
tion rate  while  latex  fixation  has  a slightly  better  yield. 
Eliza  may  replace  both  tests.  The  limulus  test  for  gram- 
negative endotoxin  may  be  employed  in  patients  with 
negative  cultures.  C.  reactive  protein  spinal  fluid  eleva- 
tions are  used  as  an  index  of  bacterial  infection  in 
England.  Lactic  acid  and  lactic  acid  dehyrogenase 
elevations  suggest  bacterial  infection  as  well. 

On  occasions,  a second  tap  is  needed  within  four 
hours  if  no  neutrophils  are  found  on  the  first  tap  and 
the  clinical  picture  is  that  of  meningitis.  On  rare  oc- 
casions, all  of  the  clinical  signs  are  missing  especially 
when  a patient  is  being  treated  with  steroids,  has  renal 
failure,  or  is  infected  by  an  organism,  such  as  Listeria 
monocytogenes  with  low-grade  pathogenicity.  In  these 
situations,  it  is  mandatoiy  to  perform  a spinal  tap  as 
early  as  possible.  On  occasion  tetanus,  severe  cervical 
arthritis  in  the  elderly  with  fever,  trichinosis,  poly- 
myositis, and  neck  space  infections  (especially  of  the 
postphaiyngeal  area)  may  produce  meningismus  that 
simulates  meningitis. 

Other  useful  studies  include:  sinus  x-rays,  blood  cul- 
tures, a buffy  coat  Gram’s  stain  of  the  peripheral  blood, 
and  impression  smears  and  biopsy  of  skin  lesions. 

TREATMENT 

The  treatment  of  meningitis  must  be  started  within 
minutes  of  the  clinical  impression  and  spinal  tap  since 
the  prognosis  depends  so  much  on  early  aggressive 
high-dose  antimicrobial  therapy.  If  the  patient  has 
classical  meningococcemia  with  rash  and  meningitis, 
aqueous  penicillin  in  dosages  of  two  million  units 
every  two  hours  intravenously,  is  needed.  However,  if 
the  causative  agent  is  in  doubt  broader  coverage  is 
needed.  The  addition  of  chloramphenicol,  1 gm  every 
six  hours  intravenously,  is  needed  to  treat  Hemophilus 
influenzae,  which  has  a 10  to  20  percent  incidence  of 
ampicillin  resistance.  If  Listeria  monocytogenes  is 
suspected,  the  penicillin  alone  will  suffice.  Gram- 
negative meningitis  other  than  Pseudomonas  species, 
on  the  other  hand,  requires  cefotaxime  or  moxalactam. 
Moxalactam  does  not  cover  the  pneumococcus  and 
also  can  cause  spontaneous  bleeding.  Pseudomonas 
aeruginosa  requires  a four  generation  penicillin  such 
as  piperacillin  (18  gm/d)  and  tobramycin  (3  to  5 
mg/kg/d). 

SPECIAL  CONSIDERATIONS 

The  mortality  rate  of  meningococcus  and  H.  in- 
fluenzae can  be  reduced  to  5 percent  if  vigorous  treat- 
ment is  started  early.  Therapy  has  not  improved  sig- 
nificantly the  mortality  of  pneumococcal  meningitis 
which  is  20  percent,  and  is  even  higher  in  elderly  pa- 
tients. Pneumococcal  meningitis  has  a higher 
morbidity  rate  of  deafness,  hydrocephalous,  blindness, 
subdural  and  brain  abscesses,  and  venous  infarctions 
than  meningitis  due  to  bacteria 

Neisseria  meningitidis  requires  special  comment  as 
it  produces  endotoxic  shock  early  as  well  as  in- 
travascular clotting.  No  bacteria  can  be  more  explosive 
in  its  onset  and  few  bacteria  respond  as  quickly  to 


fluid,  clotting  factor  replacement  and  antibiotics. 
Prophylactic  treatment  is  necessary  to  members  of  the 
same  family  or  closed  population  household  members 
for  the  meningococcus.  Sulfadiazine  (1  gm  twice  daily 
for  three  days)  still  is  the  best  therapy,  when  the  or- 
ganism occurs  during  an  epidemic  with  a sensitive 
organism.  For  the  population  as  a whole,  rifampin  (600 
mg  stat  and  300  mg  twice  daily  for  three  days)  is  70 
percent  effective.  Minocycline  (200  mg  stat  and  100  mg 
twice  daily  for  three  days)  is  equally  effective  but  less 
well  tolerated  by  some  because  of  vestibular  symptoms. 
H.  influenzae  prophylaxis  is  reserved  for  children  of 
household  members.  Nurses,  housestaff,  ambulance, 
and  schoolmates  need  not  take  any  prophylaxis  unless 
there  is  mouth-to-mouth  breathing  or  prolonged  con- 
tact. In  case  of  a school  epidemic,  meningococcal  vac- 
cine and/or  rifampin  may  be  applicable  depending  on 
the  type  of  epidemic,  for  which  there  are  type  A and 
C vaccines. 

Special  bacterial  infections  should  be  noted.  First, 
posthead  trauma  meningitis  usually  means  a fracture 
in  the  cribriform  plate.  Prophylaxis  with  ampicillin  at 
the  time  of  fracture  may  be  as  preventive  as  pneu- 
mococcus and  occasionally  Hemophilus  are  the  most 
common  organisms.  Secondly,  recurrent  purulent 
meningitis  means  a continuous  leak  of  the  spinal  fluid 
from  a cribriform  plate  or  a parameningeal  focus  such 
as  sinusitis  or  osteomyelitis.  Special  x-ray,  CT,  and  dye 
studies  are  needed  for  delineation  of  this  area  which 
may  suggest  the  need  for  surgical  intervention. 

Rarer  forms  of  meningitis  are  listerial,  tuberculous, 
syphilitic,  postsurgical  and  nosocomial  pathogens,  en- 
docarditis organism,  and  leptospirosis.  Listeria  tends 
to  develop  in  the  compromised  host  with  neutrophils, 
lymphocytes,  and  red  cells  in  the  spinal  fluid.  Pregnant 
women,  alcoholics,  and  renal  dialysis  patients  are  at 
high  risk.  Syphilis,  the  great  mimicker,  should  be 
suspected  in  all  sexually  active  people.  Tuberculosis 
can  mimic  purulent  meningitis  with  many  neutrophils 
in  the  spinal  fluid  and  always  must  be  considered 
when  the  routine  cultures  are  sterile.  Nosocomial  men- 1 
ingitis  either  is  due  to  S.  aureus  or  S.  epidermidis  or  , 
a gram-negative  bacteria  These  patients  tend  to  be  ! 
less  toxic  and  more  tolerant  of  their  infections  than 
those  suffering  with  the  hematogenous  variety.  Proper 
culture  of  the  spinal  fluid  yields  the  diagnosis.  En- 
docarditis patients  can  have  a sterile,  white  cell  spinal  , 
fluid  response  or  more  rarely,  a purulent  embolic  men- 
ingitis with  S.  aureus  as  the  primaiy  culprit. 
Enterococcus  or  alpha  streptococcus  in  the  spinal  ! 
fluid  means  endocarditis  as  well.  Similarly,  pneu- 
mococcal meningitis  and  pneumonia  generally  reflect 
endocarditis  as  well.  Leptospiral  meningitis  can  be 
very  purulent  and  sterile  and  must  be  searched  for  in 
rural,  waterfront,  dog-loving,  or  traveling  people.  A 
simple  serological  precipitant  test  makes  the  diagnosis 
and  only  early  penicillin  or  tetracycline  therapy  alters 
the  outcome.  Salmonella  meningitis  is  rare  in  the  Unit- 
ed States  and  may  reflect  extension  from  an  abdominal 
aneurysm. 

There  are  a few  noninfectious  conditions  that  simu-’ 
late  purulent  meningitis,  such  as  postsubarachnoid 
bleeding,  postfourth  ventricular  surgery,  and  chemical 
meningitis  from  certain  dyes  and  drugs,  i.e.  sulindac^si 
and  anti-inflammatory  drugs. 
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Case  Report: 

Intraluminal  Duodenal  Diverticulum 


Robert  S.  Altin,  m.d.,  Walter  S.  Rose,  m.d.,  Wayne  R.  Braendle,  m.d.,  long  branch* 


Intralumincd  duodenal  diverticuli  are  saclike  structures  within 
the  lumen  of  the  duodenum.  Symptoms  usucdly  relate  to 
intermittent  obstruction.  Upper  gastrointestincd  series  is 
diagnostic,  with  the  dense  barium-filled  diverticulum  surrounded 
by  a lucent  halo  of  the  diverticular  wcdl.  This  report  and  literature 
review  should  alert  the  reader  to  the  problem. 


Intraluminal  duodenal  divertic- 
uli have  a diagnostic  appear- 
ance on  upper  gastrointestinal 
examination  with  barium.  A case  report  will  illustrate 
the  problem.' 

CASE  REPORT 

A 31 -year-old  male  complained  of  vague  recurrent 
abdominal  pain.  He  had  no  history  of  peptic  ulcer  dis- 
ease or  gastrointestinal  bleeding.  A single  contrast 
upper  gastrointestinal  series  revealed  no  obstruction 
to  the  passage  of  barium  from  the  oropharynx  to  the 
jejunum.  A barium-filled  sac  easily  was  visible  in  the 
second  portion  of  the  duodenum;  it  was  outlined  by 
a radiolucent  halo  (Figure  1).  An  upright  view  demon- 
strated an  air-barium  level  within  the  diverticulum 
(Figure  2).  On  fluoroscopy,  it  was  seen  to  change  in  size 
and  shape. 

DISCUSSION 

Intraluminal  duodenal  diverticuli  were  first  demon- 
strated pathologically  in  1895,  but  it  was  not  until 
1947  that  the  radiographic  appearance  was  de- 
scribed.2  Authors  attribute  the  lesion  to  an  incomplete 
congenital  duodenal  diaphragm  which  has  dilated  due 
to  peristaltic  activity.  Eventually,  as  a result  of  peri- 
stalsis of  duodenal  contents  causing  continuing 
stress,  the  semicircular  partial  diaphragm  becomes  a 
diverticulum  with  a small  circumferential  attachment 


to  the  duodenal  wall.  Duodenal  mucosa  covers  both 
sides  of  the  diverticulum.  This  is  the  only  place  in  the 
gastrointestinal  tract  where  this  occurs.  An  alternative 
theory  postulates  a form  of  intestinal  duplication. ^ The 
rare  occurrence  of  an  intraluminal  diverticulum  in  in- 
fancy could  not  be  easily  explained  by  ballooning  of  a 
diaphragm.  The  persistence  of  a vestigial  duplication 
would  explain  this  lesion  in  neonates.“* 

Symptoms,  when  present,  usually  relate  to  inter- 
mittent obstruction  of  the  duodenum.  Multiple  gall- 
stones, as  well  as  foreign  bodies,  have  been  found 
within  diverticuli  at  surgery.'*  Nausea  vomiting,  and 
epigastric  pain  have  been  reported.  Melena  also  has 
been  described,  but  at  operation,  hemorrhage  only 
rarely  has  been  related  to  the  diverticulum  itself.^®  Pep- 
tic ulceration  has  been  found  in  several  cases,  both 
within  and  near  the  diverticulum.'  Pancreatitis  and 
intestinal  intussusception  also  have  been  described.^ 
Presentation  has  occurred  predominantly  in  adults, 
but  it  has  been  found  in  children  and  neonates.^ 
Upper  gastrointestinal  series  is  diagnostic.  The 
barium-filled  diverticulum  appears  within  the 
duodenal  lumen  on  all  views,  and  is  surrounded  by  a 

*Drs.  Altin  and  Rose  are  affiliated  with  the  Department  of 
Radiology,  Monmouth  Medical  Center,  Long  Branch,  and  Dr. 
Braendle  is  affiliated  with  the  Department  of  Medicine. 
Riverview  Medical  Center,  Red  Bank.  Correspondence  may  be 
addressed  to  Dr.  Altin,  Monmouth  Medical  Center,  300  Sec- 
ond Avenue.  Long  Branch,  NJ  07740. 
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Figure  1 — A representative  film  from  an  upper  gastroin- 
testinal series  demonstrates  a barium-filled  density  sur- 
rounded by  a radiolucent  halo  in  the  postbulbar  duodenum 
(arrow).  This  is  the  diagnostic  appearance  of  an  intraluminal 
duodenal  diverticulum. 

thin  halo,  which  is  the  diverticular  wall.  There  may  be 
dilatation  of  the  proximal  duodenum,  and  the 
diverticulum  may  be  seen  to  fill  and  empty  on 
fluoroscopy.  Nonfilling  of  the  diverticulum  can  be  con- 
fusing and  may  suggest  a mass  lesion.  Foreign  bodies 
occasionally  are  trapped  within  it,  as  described,  and 
can  be  more  or  less  dense  than  the  barium.  Associated 
gastrointestinal  tract  abnormalities,  especially  related 
to  anomalous  placement  of  the  biliary  and  pancreatic 
ducts,  may  be  of  surgical  importance.'^ 

Endoscopy  generally  is  not  considered  because  the 
diverticulum  will  collapse  ahead  of  the  endoscope  mak- 
ing it  difficult  to  see  the  lesion. 

Operative  treatment  usually  is  reserved  for  complica- 
tions or  associated  conditions.  Conservative  treatment 
is  adequate  in  most  cases.^  Annular  pancreas,  aberrant 
bile  and  pancreatic  ducts,  and  additional  duodenal 
septa  are  examples  of  anatomic  variants,  especially  in 
children.  Nine  of  ten  children  with  “wind-sock"  webs 
also  had  multiple  congenital  abnormalities.  Six  chil- 
dren had  incomplete  rotation  of  the  gut,  five  children 
had  a second  source  of  intestinal  obstruction,  and 
three  children  had  situs  inversus.^  The  diverticulum 
usually  arises  near  the  ampulla  of  Vater,  which  may 


Figure  2 — An  upright  view  of  the  same  area  demonstrates  an 
air-barium  level  within  the  diverticulum  (arrows). 


be  damaged  during  resection  of  the  sac.'  Surgery  can 
be  difficult,  with  the  diverticulum  tending  to  collapse 
and  retreat  from  the  palpating  finger.  One  easily  can 
miss  the  diverticulum.  One  patient  underwent 
laparotomy  three  times  before  the  diagnosis  was  made 
at  autopsy.  For  these  reasons,  surgical  intervention 
should  be  reserved  for  patients  with  severe,  persisting 
symptoms.'' 

SUMMARY 

Intraluminal  duodenal  diverticuli  are  uncommon 
lesions.  Symptoms  usually  relate  to  intermittent  in- 
testinal obstruction.  UGI  series  is  diagnostic.  The 
diverticulum  is  seen  as  a barium-filled  sac  within  the 
duodenum  on  all  views.  The  wall  is  visualized  as  a 
radiolucent  halo.  They  have  been  reported  from  infan- 
cy to  adulthood.  Several  theories  of  formation  are  dis- 
cussed and  associated  anomalies  of  the  gastroin- 
testinal tract  are  described.  Conservative  treatment 
usually  suffices,  with  surgery  usually  reserved  for 
severe  and  persisting  symptoms,  as  well  as  complica- 
tions. 
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Case  Report:  An  Unusual  Occult 
Bronchial  Foreign  Body 


Eli  B.  Halpern,  m.d.,  and  Stuart  Morgenstein,  d.o.,  Stratford* 


Foreign  body  aspiration  can  produce  a variety  of  challenging 
signs  and  symptomSf  especially  when  the  history  of  aspiration 
is  occult  Our  case  involves  a patient  in  a motor  vehicle  accident 
ten  years  earlier,  with  loss  of  consciousness,  serious  faded  and 
abdominal  injuries,  and  unrecognized fordgn  body  aspiration  of 
windshield  glass. 


A52-year-old  white  male  came  to 
our  emergency  room  complain- 
ing of  progressive  dyspnea, 
fatigue,  retrosternal  chest  pain,  and  chronic  pro- 
ductive cough  over  the  previous  few  days.  The  patient 
had  a lengthy  history  of  multiple  hospital  admissions 
for  recurrent  bouts  of  pneumonia  and  chronic  ob- 
structive pulmonary  disease.  He  also  had  a history  of 
type  11  diabetes  mellitus,  hypertension,  and  myocardial 
infarction.  He  smoked  two  packs  of  cigarettes  a day 
and  drank  one  to  two  six-packs  of  beer  a week.  The 
patient’s  pulmonary  status  was  considered  so  poor 
that,  at  his  previous  hospital  admission  at  another 
institution,  he  was  told  that  his  prognosis  was  hope- 
less. The  only  other  pertinent  past  medical  history  was 
a prolonged  hospitalization  in  1972  for  multiple  in- 
juries incurred  in  a motor  vehicle  accident  requiring 
a laparotomy,  open  reduction  of  multiple  facial  bone 
fractures,  and  a tracheostomy  for  airway  management. 
The  patient  had  a long  and  stormy  postoperative 
course  and  required  lengthy  and  extensive  rehabili- 
tation to  re-establish  many  of  his  cognitive  functions 
and  motor  skills. 

Physical  examination  in  the  emergency  room  re- 
vealed a white  male  in  obvious  respiratory  distress. 
The  patient’s  temperature  was  98°,  blood  pressure  was 
150/100,  heart  rate  was  150  beats/minute,  and  respir- 
ations were  30/minute.  The  ear,  nose,  and  throat 
examination  was  unremarkable  except  for  cyanosis 


around  the  lips.  The  heartbeat  was  regular  and  rapid. 
Lungs  had  bilateral  rhonchi  in  all  fields  with  ex- 
piratory wheezing.  Also  noted  were  diminished  breath 
sounds  in  the  left  basilar  area  with  a prolonged  ex- 
piratory phase.  Examination  of  the  extremities  re- 
vealed cyanotic  nailbeds  with  clubbing  and  -t-2  pitting 
edema  of  both  legs.  Also  noted  were  multiple  healed 
facial  scars. 

Pertinent  laboratory  data  include:  arterial  blood 
gases;  (room  air)  pOa  57,  pCOa  55,  pH  7.15,  HCO2  20; 
hemoglobin,  16  gm/dl;  hematocrit,  48%;  white  blood 
cell  count,  10,500  with  normal  differential;  chest  x-ray, 
left  lower  lobe  infiltrate  with  possible  area  of  volume 
loss  in  view  of  slight  shift  of  trachea  and  mediastinal 
structures  to  the  left;  and  electrocardiogram:  sinus 
rhythm  and  no  acute  changes. 

Serial  blood  gases  in  the  emergency  room  revealed 
progressive  deterioration  of  the  patient’s  pOa  and 
pCOa  . The  patient  was  intubated,  placed  on  a respir- 
ator and  transferred  to  the  medical  intensive  care  unit. 
While  in  the  intensive  care  unit,  he  received  several 
weeks  of  intravenous  bronchodilators,  antibiotics,  and 
aggressive  pulmonary  toilet.  A tracheostomy  was  per- 
formed to  facilitate  pulmonary  toilet  and  removal  of 


‘From  the  Department  of  Otolaryngology.  John  F.  Kennedy 
Memorial  Hospital,  Stratford.  Correspondence  may  be  ad- 
dressed to  Dr.  Halpem,  Route  130  and  New  Albany  Road, 
Cinnaminson,  NJ  08077. 
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retained  secretions.  Serial  chest  x-rays  failed  to  show 
resolution  of  the  left  lower  lobe  infiltrate,  initially 
thought  to  be  a pneumonic  process  and  a major  con- 
tributory cause  of  the  respiratory  failure.  Despite  some 
improvement  clinically,  numerous  attempts  to  wean 
the  patient  off  the  respirator  failed.  Flexible  fiberoptic 
bronchoscopy  revealed  90  percent  obstruction  of  the 
left  main  stem  bronchus  by  an  apparent  tumor  with 
an  assumed  distal  pneumonic  process.  Excessive  thick 
secretions  and  mucous  plugs  and  atelectasis  of  the  left 
lower  lobe  were  noted.  Bronchial  lavage  and  multiple 
biopsies  of  the  apparent  tumor  were  obtained. 
Pathology  report  on  the  submitted  specimens  showed 
chronic  inflammation  and  focal  squamous  metaplasia 
and  papillary  hyperplasia 

The  presumptive  diagnosis  of  the  left  main  stem 
tumor  with  a secondary  pneumonia  was,  maintained. 
The  intravenous  medicine  and  pulmonary  toilet  were 
continued.  However,  serial  chest  x-rays  again  failed  to 
show  improvement. 

Two  additional  flexible  fiberoptic  bronchoscopies 
were  performed,  with  similar  findings  and  results  ob- 
tained. The  pathology  reports  on  all  specimens  re- 
mained unchanged.  The  chest  x-ray  also  was  un- 
changed. After  approximately  two  months  of  ag- 
gressive therapy.  Dr.  Halpem  was  consulted  and  hollow 
tube  bronchoscopy  was  performed  with  the  hope  that 
more  tissue  could  be  obtained  for  a definitive 
diagnosis. 

Hollow  tube  bronchoscopy  was  performed  under 
local  anesthesia  through  the  tracheostomy  site  with  a 
^8-40  Jackson  bronchoscope.  Operative  findings  re- 
vealed almost  eomplete  occlusion  of  the  left  main  stem 
bronchus,  approximately  3 cm  below  the  carina  The 
obstruction  was  a smooth  circumferential  well- 
mucosalized  mass.  Multiple  biopsies  were  again  ob- 
tained, revealing  papillomatous  tissue.  The  post- 
operative chest  x-ray  was  unchanged. 

Repeat  hollow  tube  bronchoscopy  was  performed 
and  almost  all  obstructive  tissue  was  removed  with  a 
4 mm  Roberts  cup  forceps.  A foreign  body  occluding 
the  left  lower  lobe  distally  was  removed.  The  foreign 
body  was  a piece  of  tinted  glass,  measuring  15  x 25 
X 3 mm,  consistent  with  windshield  glass  (Figure). 

Postoperative  chest  x-rays  showed  some  improve- 
ment in  the  left  lower  lobe  infiltrate  with  diminished 
volume  loss.  Eventually,  the  patient  was  weaned  from 
the  respirator,  extubated,  and  transferred  to  a general 
medical  floor,  where  he  continued  to  improve. 

DISCUSSION 

Any  patient  with  a lengthy  history  of  recurrent  pneu- 
monia, chronic  productive  cough,  dyspnea,  wheezing, 
and  persistent  lung  collapse,  may  have  a 
tracheobronchial  foreign  body.  The  persistence  of  ab- 
normal and  localized  chest  x-ray  findings,  coupled  with 
the  presenting  signs  and  symptoms,  should  make  one 
contemplate  a diagnosis  of  postoperative  bronchiec- 
tasis secondary  to  a foreign  body  aspiration.'  The  per- 
sistence of  a foreign  body  in  the  tracheobronchial  tree 
often  will  cause  irreparable  bronchopulmonary  lesions 
such  as  bronchiectasis,  postinflammatory  cysts,  and 
pulmonary  fibrosis.^^ 

Even  when  three  flexible  fiberoptic  bronchoscopies 


Figure — Windshield  glass  removed  from  left  lower  lobe  1 1 
years  after  aspiration. 


revealed  only  reactive  granulation  tissue  and  fibrosis 
and  no  clear  evidence  of  malignancy,  there  still  was  no 
suspicion  of  a foreign  body  type  reaction.  The  pre- 
sumptive diagnosis  of  a malignancy  was  steadfastly 
maintained.  It  was  only  through  the  determination  to 
obtain  a tissue  diagnosis  of  a malignancy  that  eventu- 
ally the  foreign  body  was  discovered  and  removed. 

This  case  illustrated  a specific  advantage  of  hollow 
tube  over  flexible  bronchoscopy.  The  rigid  scope 
enabled  the  examiner  to  advance  further  down  the 
obstructed  left  main  stem  bronchus,  remove  tissue 
which  could  not  be  removed  by  the  flexible  scope,  and, 
finally,  outline  and  remove  the  foreign  body. 

The  histoiy  and  physical  examination  were  import- 
ant. The  knowledge  of  severe  facial  trauma  ten  years 
earlier  requiring  extensive  surgical  exploration  and  re- 
pair of  multiple  fractures  contributes  to  a suspicion 
of  a foreign  body  aspiration. 

The  size  of  the  foreign  body  (15  x 25  x 3 mm)  com- 
pared to  the  1 to  1 .23  cm  diameter  of  the  average  left 
malnstem  bronchus'*  explains  why  the  left  lower  lung  | 
collapse  persisted  despite  aggressive  pulmonary  toilet.  ' 

SUMMARY  j 

A case  histoiy  is  reported  of  an  unusual  type  of  | 
occult  bronchial  foreign  body  with  unusual  duration  j 
without  detection.  The  diagnosis  should  be  considered  I 
strongly  in  any  patient  with  a lengthy  histoiy  of  recur- 
rent, intractable  pneumonia  The  diagnosis  of  a foreign 
body  aspiration  often  is  a historical  one  and,  indeed, 
one  can  assume  that  the  foreign  body  was  aspirated 
in  the  automobile  aceident  of  1972.  However,  definitive 
diagnosis  and  treatment  can  be  made  only  under  , 
direct  visualization  via  flexible  and/or  hollow  tube  ; 
bronchoscopy.  ^ 
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Case  Report:  Aspirated  FbREiON 
Body  Acting  as  Tumor  Marker 


Evan  S.  Pokorney,  m.d.,  and  L.  Fred  Ayvazian,  m.d.,  east  orange* 


The  mcgority  of  aspirated  foreign  bodies  are  expelled  spontane- 
ously. This  report  describes  the  retention  of  an  aspirated  peanut 
at  an  area  of  bronchus  physiologically  compromised  by  an  occult 
cancer.  The  incident  resulted  in  the  discovery  of  the  tumor  and 
led  to  its  successful  resection. 


Among  healthy  and  alert  adults, 
over  80  percent  of  aspirated 
bodies  are  expelled  spon- 
taneousfy.'  A number  of  factors  impair  the  protective 
reflex  capabilities  of  the  lung — most  commonly 
pulmonary  diseases,  alcohol  overuse,  sedation,  and  ad- 
vancing age— and  favor  retention  of  aspirated  ma- 
terial.2  This  report  describes  an  instance  in  which  a 
silent  endobronchial  carcinoma  served  to  harbor  an 
aspirated  peanut,  with  the  history  of  aspiration  lead- 
ing to  the  cancer’s  early  detection  and  treatment. 

CASE  REPORT 

A 60-year-old  man  was  hospitalized  on  July  23,  1980, 
with  nonproductive  cough,  right  pleuritic  chest  pain 
of  two  days’  duration,  and  a temperature  elevation  to 
40° C.  He  had  experienced  a paroxysm  of  coughing  one 
week  earlier  while  driving  his  car  and  eating  peanuts. 
Before  hospital  admission  he  was  treated  with 
erythromycin  by  a private  physician.  Other  than  for 
cigarette  smoking,  the  patient’s  past  history  was  un- 
remarkable. 

The  patient’s  admission  oral  temperature  was 
39.3°C  and  respiratory  rate  16/min.  General  physical 
and  chest  examination  were  normal.  White  blood  cell 
count  was  13,400  with  a shift  to  the  left.  Chest  x-ray 
showed  opacification  of  the  right  middle  lobe  which  on 
lateral  projection  was  diminished  in  volume  and 
lacked  air-outlined  bronchi  (Figures  1 and  2).  Gram 


stain  of  the  sputum  showed  a mixed  flora  without 
predominance.  Erythromycin  therapy  was  continued. 

On  the  third  hospital  day,  bronchoscopy  showed 
purulent  material  exuding  from  the  right  middle  lobe 
and  a foreign  body  just  beyond  the  branching  of  the 
lobe’s  bronchus.  The  mucosa  on  which  the  particle 
rested  was  friable  and  h3T>ertrophic  in  appearance, 
limiting  access  to  the  lower  lobe.  The  foreign  body  was 
removed  and  proved  to  be  the  main  portion  of  a peanut 
(Figure  3).  The  area  of  visibly  altered  mucosa  was  sam- 
pled and  the  biopsy  reading  was  squamous  cell 
carcinoma  Mediastinoscopy  was  normal.  Recognizing 
the  possibility  of  foreign  body  reaction  with  metaplasia 
mimicking  carcinoma  bronchoscopy  was  repeated  two 
weeks  later;  abnormal  mucosa  again  was  seen  and 
identified  as  carcinoma  microscopically.  On  August  1 4, 
1980,  the  right  middle  and  lower  lobes  were  excised 
surgically  with  subsequent  pathologic  confirmation  of 
squamous  cell  carcinoma  of  the  lung  without  evidence 
of  local  or  lymphatic  extension.  After  an  uneventful 
postoperative  period,  the  patient  was  discharged  and 
followed  in  the  pulmonary  clinic.  He  remains  symptom 
free  and  without  evidence  of  disease  four  years  after 
surgery. 

‘From  the  Pulmonary  Section.  Veterans  Administration 
Medical  Center,  East  Orange,  where  Dr.  Pokorney  is  Staff 
Physician  and  Dr.  Ayvazian  is  Chief.  Correspondence  may  be 
addressed  to  Dr.  Pokorney,  Veterans  Administration  Medical 
Center,  East  Orange,  NJ  07019. 
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Figure  1 — Posteroan tenor  chest  film  shows  opacification  of 
the  right  middle  lobe  without  air-outlined  bronchi. 


Figure  2— Lateral  chest  film  shows  diminished  volume  of 
consolidated  right  middle  lobe. 


DISCUSSION 

Inhaled  foreign  bodies  are  a major  cause  of  acciden- 
tal death  in  children^  but  in  alert  adults  with  intact 
tracheobronchial  defenses,  retention  of  aspirated  ma- 
terial is  uncommon.'  In  at  least  two-thirds  of  in- 
stances. the  history  of  aspiration  is  not  offered  spon- 
taneously and  is  apt  to  be  remembered  by  the  patient 
only  after  leading  questioning.'^ The  aspirated  objects 
usually  lodge  at  the  right  mainstem  bronchus  and 
infrequently  on  the  left:  the  major  symptom  is  cough, 
with  or  without  infection. Organic  foodstuffs  com- 
prise the  majority  of  aspirated  matter  with  the  nature 
differing  according  to  ethnic  habits  (peanuts  in  the 
United  States;  melon  seeds  in  the  Arabic  countries).® 
Most  of  these  aspirates  are  nonopaque  and  rarely  dis- 
closed by  x-rays.®  Obstructing  lesions  may  cause 
segmental  or  lobar  collapse  (with  volume  loss  and 
without  air-bronchogram  patterns),  recurrent  infec- 
tions at  the  same  location,  lung  abscess,  pseudose- 
questration, and— particularly,  with  delay  in 
diagnosis— bronchiectasis."^"'  Since  the  oils  and  salts 


Figure  3 — Section  of  peanut  removed  at  bronchoscopy. 

released  from  most  organic  foodstuffs  act  as  mucosal 
irritants,  the  aspirated  material  may  cause  a cellular 
metaplasia  histologically  suggesting  neoplastic 
changes.® 

The  normal  airway  defenses  against  aspirated  mat- 
ter include  coughing  (with  the  powerful  expulsive 
forces  of  airflow  and  bronchoconstriction)  and 
mucociliaiy  activity.  Using  random  concentrations  of 
ammonia  gas  as  an  irritant  for  the  quantitative 
measurement  of  these  protective  airway  reflexes,  Pon- 
toppidan  has  shown  a six-fold  increase  in  mean 
threshold  responses  with  advancing  age  among  103 
subjects  from  the  second  to  the  ninth  decades  of  life 
with  the  steepest  change  seen  after  55  years,  conclud- 
ing that  loss  of  sensitivity  permits  the  aspiration  and 
the  silent  retention  of  foreign  bodies.^ 

The  patient  described  in  this  report  failed  to  dislodge 
and  expel  an  aspirated  foreign  body  from  an  area  of 
lung  rendered  physiologically  undefended  by  a cancer 
that  denuded  bronchial  mucosa  and  locally  destroyed 
normal  reflex  activity.  The  accident  of  aspiration  may 
have  served  to  herald  the  tumor,  leading  to  surgical 
resection  and  apparent  cure. 
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BALANCED 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  tlian  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronaiy  artery  spasm  and  In  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency’^ 

42%  to  46%  decrease  reported  in 
imiLticenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 
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PROFESSIONAL  USE  INFORMATION 

cardizem. 

(dilHozem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM'*'  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  l,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
■5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxypbenyl)-, 
monohydrochloride.(+)  -cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1,  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardiai  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metaboiism.  Diltiazem  Is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Eltort-Assoclated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a funcfioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0,48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  Increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  impairment  of  Fertiiity.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  eve 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presei 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 


Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  brady 
dia,  palpitations,  congestive  heart  faili 
syncope. 

Paresthesia,  nervousness,  somnolen 
tremor,  insomnia,  hallucinations,  and  amne 
Constipation,  dyspepsia,  diarrhea,  vomit 
mild  elevations  of  alkaline  phosphatase,  S( 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensiti 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode: 
vasospastic  angina  developed  periods  of  transient  asymptoin 
asystole  approximately  five  hours  after  receiving  a single 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  ii 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme; 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SI 
SGPT,  LDH,  and  CPK.  Hewever,  a definitive  cause  and  effect  betv 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  I 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toler 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagger 
response,  appropriate  supportive  measures  should  be  employ! 
addition  to  gastric  lavage. The  following  measures  may  be  consldi 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If 
is  no  response  to  vagal  blockade,  admin 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  with 
diac  pacing. 

Administer  inotropic  agents  (isoproten 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartei 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  judgment  and  experience  of  the  tre 
physician. 

The  oral/LDso's  in  mice  and  rats  range  from  415  to  740 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^ 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LI 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethalit) 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kr 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoc 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pat 
needs.  Starting  with  30  mg  four  times  daily,  before  meals 
bedtime,  dosage  should  be  increased  gradually  (given  in  di 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals 
optimum  response  is  obtained.  Although  individual  patient! 
respond  to  any  dosage  level,  the  average  optimum  dosage 
^pears  to  be  1 80  to  240  mg/day.  There  are  no  available  data  coi; 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hi 
function.  It  the  drug  must  be  used  in  such  patients,  titration  sho' 
carried  out  with  particular  cauticn. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Suhlingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  but 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  th£ 
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IMAGING:  Magnetic  Resonance  Imaging 
OF  THE  Spinal  Cord* 

Kenneth  L.  Jewel,  m.d.,  caldwell** 


MRI  is  an  extraordinary  noninvasive  modality  capable  of  creating 
images  in  any  anatomic  plane  without  the  use  of  ionizing 
radiation  or  the  need  for  intravenous  contrast  injection.  MRI  has 
a high  degree  of  sensitivity  and  excellent  patient  acceptance.  It 
is  the  preferred  screening  test  to  evaluate  the  spinal  cord. 


Magnetic  resonance  imaging 
(MRI),  also  known  as  nuclear 
magnetic  resonance  imaging 
[ (NMR),  is  an  exciting  new  diagnostic  modality  which 
combines  the  principles  of  image  formation  employing 
NMR  as  described  by  Lautebur  in  1973'  with  the  ex- 
traordinary technology  of  computerized  tomography 
(CT)  developed  in  the  1970s.  MRI  creates  images  in  any 
anatomic  plane  without  reformating,  has  unparalleled 
soft  tissue  contrast  resolution,  and  has  excellent 
spatial  resolution.  The  images  created  with  MRI  are 
created  without  the  use  of  ionizing  radiation  or  in- 
travenous contrast  material.  These  features,  coupled 
with  greater  sensitivity  than  CT,^  “ make  MRI  the 
screening  procedure  of  choice  in  the  evaluation  of  the 
i brain  and  spinal  cord.^^ 

j MRI  is  useful  in  the  evaluation  of  the  pelvis,®^  liv- 

| er,'°“  pancreas,'^  kidneys,'®  adrenal  glands,'^  heart,'® 
and  musculoskeletal  system.'®  Its  greatest  application 
To  date  has  been  in  the  evaluation  of  the  brain  and 
central  nervous  system.'^  ^ '^  '®  The  advantages  of  MRI  of 
the  brain  recently  have  been  described  in  this 
journal.'® 

I During  the  course  of  one  year,  we  have  confirmed  the 
clinical  usefulness  of  MRI  of  the  spinal  cord  in  a pri- 
vate radiology  office.  Traditionally,  the  primary  radio- 
logic  means  of  evaluating  the  spinal  cord  and  its  sur- 
rounding tissues  have  been  plain  film  radiography, 
myelography,  and  x-ray  CT  with  or  without  intrathecal 


contrast  enhancement.  Reports  in  the  recent  litera- 
ture®® indicate  that  MRI  is  an  extraordinarily  useful, 
noninvasive  means  of  evaluating  spinal  disorders  and, 
in  fact,  is  the  screening  procedure  of  choice  in  the 
neuroradiologic  study  of  the  spinal  cord. 

METHOD 

The  MRI  images  displayed  are  obtained  on  a 
Diasonics  0.5  Tesla  superconductive  magnet  operating 
at  a field  strength  of  3.5  Kgauss  and  corresponding  to 
a resonant  frequency  of  15MHz  for  hydrogen  nuclei. 
The  Diasonics  imager  employs  a multislice,  multiecho 
imaging  technique  and  the  operator  can  select  various 
imaging  parameters  controlling  the  pulse  repetition 
rate  (TR)  which  alters  the  sensitivity,  character,  and 
appearance  of  the  images.  While  imaging  can  be  per- 
formed in  any  anatomic  plane,  the  sagittal  projection 
has  been  found  to  be  most  clinically  useful.  All  patients 
are  studied  with  at  least  two  imaging  techniques  to 
ensure  the  highest  degree  of  image  quality  and 
diagnostic  accuracy.  Generally,  an  imaging  sequence 
with  a short  TR  (0.5)  and  a longer  TR  (1.5)  are  utilized 
to  enhance  the  visualization  of  the  spinal  cord  and 


*IMAGING  is  presented  in  The  Journal  under  the  direction 
of  Judith  K Amorosa  M.D.,  Director  of  Medical  Education, 
Department  of  Radiology,  UMDNJ-Rutgers  Medical  School. 

**Dr.  Jewel  is  affiliated  with  Montclair  Radiological  As- 
sociates. Correspondence  may  be  addressed  to  Dr.  Jewel.  445 
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surrounding  CSF  and  to  image  with  a greater  degree 
of  disease  sensitivity,  respectively.  With  the  Diasonics 
imaging  system,  spin  echo  data  routinely  are  ac- 
cumulated at  28  and  56  milliseconds  (TE=28,  TE=56). 

DISCUSSION 

MRI  is  superior  to  other  imaging  procedures  to 
evaluate  the  brain,  spinal  cord,  cancellous  bone,  and 
male  and  female  pelvis.^'  While  CT  relies  on  a single 
parameter  for  image  creation,  MRI  depends  on  mul- 
tiple parameters  including  proton  density,  spin-lattice 
relaxation  (T  1)  time,  spin-spin  relaxation  (T  2)  time, 
and  proton  motion  or  flow. 

With  MRI,  the  entire  brain,  mesencephalon,  pons, 
medulla,  cerebellum,  and  spinal  cord  can  be  seen.  In 
addition,  the  subarachnoid  space,  disc  spaces, 
cancellous  bone,  and  paraspinal  soft  tissues  clearly  are 
depicted.  The  anatomic  configuration  of  the  posterior 
fossa,  cerebellar  tonsils,  clivus,  and  vertebral  bodies  are 
visualized  exquisitely.  It  must  be  emphasized  that 
these  images  are  created  without  the  use  of  intrathecal 
contrast,  ionizing  radiation,  or  intravenous  contrast 
material. 

Congenital  anomalies,  such  as  the  Amold-Chiari 
malformation,  can  be  diagnosed.  Congenital  disc  space 
fusion  and  other  vertebral  body  anomalies  are  seen 
clearly.  Inasmuch  as  the  entire  cord  can  be  visualized, 
a tethered  cord  with  or  without  a lipoma  may  be  de- 
tected. In  the  case  of  a fatty  tumor  with  its  charac- 
teristic T 1 relaxation  time,  a tissue  specific  diagnosis 
may  be  rendered. 

Degenerative  diseases  of  the  disc  spaces  are  depicted 
clearly  as  evidenced  by  an  alteration  in  the  MRI  signal 
in  the  intervertebral  spaces.  In  fact,  MRI  depicting  a 
normal  disc  space  signal  conclusively  can  exclude  the 
presence  of  a nucleus  pulposus  herniation.  Displace- 
ment of  the  spinal  ligaments  and  disc  material  itself 
also  is  visualized.  Hypertrophic  osteoarthritic  spur- 
ring, with  or  without  thecal  sac  or  cord  compression, 
is  well  seen. 

Traumatic  conditions  of  the  spinal  cord  can  be  seen 
as  areas  of  increased  MRI  signal  indicating  cord 
edema,  contusion,  or  hematomyelia  Post-traumatic 
syringomyelia  is  viewed  exquisitely  and  the  entire  ex- 
tent of  the  syrinx  can  be  depicted.  By  altering  certain 
imaging  parameters,  cystic  tumors  can  be  dis- 
tinguished from  cysts  filled  with  cerebrospinal  fluid. 

Disc  space  infection  is  imaged  as  areas  of  abnormal 
decreased  signal  involving  the  cancellous  bone  of  the 
vertebral  bodies.  Similarly,  metastatic  disease  to  the 
vertebrae  is  illustrated  by  areas  of  altered  MRI  signal. 

Neoplastic  conditions  of  the  spinal  cord  are  depicted 
by  an  alteration  in  both  the  cord  contour  as  well  as 
a distinct  change  in  the  MRI  signal.  The  ability  to 
perform  repeated  serial  examinations  of  the  spinal 
cord  is  particularly  advantageous  and  the  course  of 
treatment  can  be  evaluated  readily. 

As  has  been  illustrated,  MRI  of  the  spinal  cord,  spinal 
canal,  and  surrounding  tissues  is  a noninvasive  means 
of  diagnosing  a significant  array  of  spinal  disorders. 
Without  using  ionizing  radiation  or  intravenous  or 
intrathecal  contrast,  detailed  evaluation  of  these  vital 
structures  is  performed  easily.  Serial  studies  can  be 
undertaken  without  the  need  for  repeated  invasive 
studies.  Indeed,  the  need  for  myelography  has  been 


Figure  1 — An  example  of  marked  cervical  cord  compression 
secondary  to  a bony  spinal  stenosis.  The  anterior  arch  of  C 
1 (curved  arrow)  and  the  odontoid  process  (solid  arrow)  are 
displaced  forward  while  the  posterior  aspect  of  the  body  of 
C 2 (arrowhead)  markedly  compresses  the  upper  spinal  cord 
(open  arrow).  Increased  MRI  signal  is  seen  in  the  clivus  (c) 
and  in  the  odontoid  process  as  a result  of  normal  fat  within 
the  marrow.  Note  the  pons  (p). 


Figure  2 — An  illustration  of  the  normal  MRI  disc  signal 
(curved  arrow)  as  well  as  an  abnormal  disc  (arrow).  The  de- 
creased MRI  signal  area  (open  arrow)  Indicated  a cervical  disc 
herniation  and  the  encroachment  upon  the  subarachnoid 
space  is  evident. 

decreased  significantly  in  our  experience.  At  a time 
when  all  hospitals  are  struggling  with  the  DRG  pro-^ 
spective  reimbursement  system,  this  will  prove  to  be 
an  added  benefit.  In  addition,  because  MRI  imaging  is 
pain  and  risk  free,22  patient  acceptance  has  been  great. 

CONCLUSION 

MRI  of  the  brain  is  the  screening  procedure  of  choice 
in  the  diagnosis  of  intracranial  pathology.  A nonin- 
vasive means  of  evaluating  spinal  disorders  now  is 
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Figure  3 — Open  arrows  show  a large  fusiform  intramedullary 
spinal  cord  tumor.  Abnormalities  of  contour  and  MRI  signal 
clearly  are  noted. 


available  with  MRI.  Because  of  Its  excellent  spatial  res- 
olution, unparalleled  contrast  resolution,  and  un- 
surpassed diagnostic  sensitivity,  MRI  has  become  ac- 
cepted as  an  excellent  means  to  evaluate  the  neuraxis. 
Patient  and  physician  acceptance  has  been  great  in- 
asmuch as  the  examination  is  free  of  biological  haz- 
ards,22  does  not  require  Intrathecal  or  intravenous 
contrast  material,  does  not  utilize  ionizing  radiation, 
and  can  be  repeated  to  follow  the  course  of  medical  or 
surgical  treatment.  As  a result  of  these  exceptional 
imaging  features,  MRI  has  become  the  preferred 
screening  procedure  to  evaluate  the  spinal  cord. 
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COMMENTARY: 

Child  Abuse  in  New  Jersey 


AVRUM  L.  KATCHER,  M.D.,  FLEMINGTON* 


Frotn  1982  to  1984,  the  number  of  reported  cases  of  child  abuse 
and  child  neglect  has  more  than  doubled.  There  is  a toll  free 
number  to  call  to  report  all  suspected  cases. 


The  number  of  reported  cases  of 
child  abuse  and  child  neglect  in 
New  Jersey  has  more  than 
doubled  from  1982  to  1984,  reaching  over  45,000  in- 
stances. Of  this  enormous  number,  30  percent  are 
substantiated  after  investigation  by  the  Division  of 
Youth  and  Family  Services.  One  might  speculate 
whether  the  increase  is  due  to  better  recognition  and 
reporting,  but  most  observers  feel  that  the  explosive 
increase  represents  a worsening  of  the  problem.  More 
families  are  under  stress  than  ever  before. 

The  pertinent  legislation,  NJASA  9:6-8.10,  has  been 
in  place  since  1972.  It  states:  “Any  person  having 
reasonable  cause  to  believe  a child  has  been  subjected 
. . . (including  specific  names  and  information)  . . . fail- 
ure to  do  so  shall  be  punishable  as  a disorderly  person 
by  a fine  of  not  more  than  $500  and  not  more  than 
six  months  in  prison.” 

A professional  need  not  search  hard  for  more  than 
reasonable  cause.  Anyone  knowingly  violating  this  law 
is  subject  to  penalty.  Neglect  and  malnutrition  as  well 
as  sexual  manipulation  all  are  considered  abuse  under 
the  legislation. 

Other  provisions  authorize  the  physician  or  hospital 
to  take  into  protective  custody  (“hospital  hold”)  a child 
who  has  received  serious  Injury  when,  by  the  most 


probable  Inference,  that  injury  was  inflicted  by  other 
than  accidental  means  and  the  person  suspected  was 
the  person  to  whom  the  child  would  be  released  if  sent 
home. 

Immunity  to  prosecutions,  civil  or  criminal,  is  grant- 
ed to  persons  reporting  under  this  legislation. 

Last  year,  a governor’s  task  force  with  representa- 
tives of  all  relevant  agencies  was  convened.  Staff  has 
been  assigned  full  time  to  the  problem  in  every  county. 
Anyone  desiring  to  report  should  call  the  statewide, 
toll-free  number:  (l-800)-792-8610. 

It  also  is  important  to  note  that  despite  this  dra- 
matic increase,  less  than  1 percent  of  cases  are  re- 
ported from  physicians’  offices.  A higher  proportion, 
almost  50  percent  of  physician-reported  cases,  are 
substantiated,  however.  Physicians  also  are  cautioned 
not  to  be  discouraged  if  less  than  dramatic  results  are 
obtained  in  the  management  of  this  difficult  problem. 

The  Medical  Society  encourages  all  physicians  to  be 
alert  to  this  serious  problem.  It  should  be  noted  that 
the  same  agencies  well  may  be  Involved  with  the  en- 
forcement of  regulations  under  “Baby  Doe”  legislation 
when  they  have  been  completed. 

*Dr.  Katcher  is  Director.  Pediatric  Services,  Hunterdon  Medi- 
cal Center.  Flemlngton,  and  a member  of  the  Editorial  Board. 
The  Journal,  MSNJ. 
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Trustees’  Minutes 
March  17,  1985 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  March  17, 
1985,  at  the  Executive  Offices  in 
Lawrenceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Albert  F.  Moriconi,  M.D.  . . . Ob- 
served a moment  of  silence  in  trib- 
ute to  the  memory  of  Albert  F. 
Moriconi,  M.D.,  who  died  on  Febru- 
ary 19,  1985. 

Report  of  the  President  . . . 

(1)  American  Association  of  Re- 
tired Persons  (AARP)  . . . Noted  that 
MSNJ  will  work  with  the  AARP  Ex- 
ecutive Committee  on  mutual  goals. 

(2)  Commissioner’s  Special  Com- 
mittee on  Health  Issues  . . . Noted 
that  the  Health  Care  Financing  Ad- 
ministration granted  New  Jersey  a 
Medicare  inpatient  waiver,  effective 
January  1,  1985,  but  still  is  con- 
sidering whether  to  grant  an  outpa- 
tient waiver. 

Report  of  the  Executive  Direc- 
tor . . . 

(1)  MSNJ  1985  Membership  ... 

Noted  that  there  were  5,671  dues- 


paying  members  at  the  close  of  Feb- 
ruary 1985. 

(2)  Review  of  MSNJ  Financial 
Statements  . . . Reviewed  and  ap- 
proved financial  statements  for  the 
periods  ending  January  31  and  Feb- 
ruary 28,  1985. 

(3)  Litigation— Subordinated  Loan 
Certificate  . . . Noted  that  MSNJ 
should  not  consider  further  liti- 
gation unless  the  IRS  appeals  into 
the  Federal  Circuit  Court. 

(4)  State  of  New  Jersey  Re- 
insimince  Association  Deficit  . . . 
Noted  that  to  date,  no  decision  has 
been  made  by  the  Insurance  Com- 
missioner regarding  assessment  to 
recoup  the  deficit  of  the  Re- 
insurance Association. 

UMDNJ  . . . 

(1)  Blood  Banking  Task  Force  . . . 

Noted  that  there  is  concern  about 
the  move  to  test  all  blood  for  AIDS 
and  Dr.  Bergen  urged  caution  with 
the  testing. 

(2)  Hospitals  and  Indigent  Care  . . . 

Noted  that  interest  is  being  given  to 
hospitals  that  serve  a dispropor- 
tionate share  of  indigent  patients  by 
the  federal  government  in  the  im- 
plementation of  Medicare  cuts  be- 
cause of  financial  difficulties. 

NJ  Hospital  Association  . . . 

(1)  Medicare  Freeze  . . . Noted  that 
if  the  freeze  is  instituted.  New  Jersey 
will  be  responsible  for  insuring  the 
financial  obligations  of  the  hospi- 
tals. 

(2)  Hospital-Based  HMDs  . . . Noted 
that  the  NJHA  has  indicated  an 
interest  in  the  development  of  an 
HMO. 

Council  on  Medical  Services  . . . 

( 1 ) Corporate  Restructuring  of 
Hospitals  . . . Approved  the  following 
recommendation: 

That  the  Board  of  Trustees  onee  again 
notify  the  Commissioner  of  Health,  the 
New  Jersey  Hospital  Association,  and  the 
Governor  of  the  Society’s  position  on  the 
corporate  restructuring  of  New  Jersey 
hospitals,  with  the  request  that  steps  be 
taken  to  effect  a change. 

(2)  DEA  Numbers  on  Medication 
Labels  . . . Approved  the  following 
recommendation: 

That  the  Board  of  Trustees  forward  a let- 
ter to  the  New  Jersey  State  Board  of 
Pharmacy  protesting  the  availability  of 
the  physician’s  DEA  number  on  pre- 
scription labels. 


(3)  Relative  Value  Guidelines  . . . 

Requested  a copy  of  a report  from 
Legal  Counsel  when  available  on 
relative  value  guidelines. 

(4)  Physician  Reimbursement  in 
Rehabilitation  Hospitals  . . . Advised 
that  Mr.  Maressa  will  continue  to 
meet  with  Legal  Counsel  for  the  So- 
ciety of  Physical  Medicine  and  Re- 
habilitation in  Washington,  D.C., 
and  the  overall  topic  of  Medicare  re- 
imbursement will  have  to  be  re- 
solved at  the  national  level. 

Coimcil  on  Public  Health  . . . 

(1)  Oncology  Socie^  of  New  Jer- 
sey . . . Disapproved  the  following 
recommendation  but  instructed 
MSNJ  staff  to  identify  oncologists 
and  make  that  information  available 
to  the  Oncology  Society: 

That  physicians  In  the  state  who  are  In- 
volved in  tumor  work  be  identified  and 
urged  to  join  the  Oncology  Society  of  New 
Jersey. 

(2)  Laetrile  . . . Approved  the  follow- 
ing recommendation: 

That  the  New  Jersey  legislature  be  re- 
quested to  revoke  the  legalization  of 
laetrlle,  since  the  drug  has  proved  inef- 
fective in  the  treatment  of  cancer  and  its 
use  may  be  harmful  to  the  welfare  of  pa- 
tients either  by  delaying  appropriate 
treatment  or  by  causing  cyanide  toxicity. 

Committee  on  Medicaid  . . . Did  not 

approve  the  endorsement  of  the 
Medicaid  Personal  Physician  Plan. 
Also,  voted  to  refer  the  subject  of 
capitation  to  the  Council  on  Medical 
Services  for  study  and  recommen- 
dation. 

Old  Business  ... 

(1)  Palma  E.  Formica,  M.D.  ... 

Noted  that  Dr.  Formica’s  candidacy 
for  election  to  the  AMA  Board  of  ! 
Trustees  was  endorsed. 

(2)  DRG  Position  . . . Noted  that  a i 
meeting  of  the  Ad  Hoc  Committee  on 
Presentation  of  MSNJ  DRG  Position  , 
has  been  scheduled. 

(3)  1985  Scientific  Session  Pro- 

gram . . . Noted  that  the  program  at 
the  Annual  Meeting,  developed  by  , 
Doctor  Watson,  is  “Appropriate  ; 
Medical  Care  in  the  Last  Year  of 
Life.”  I 

(4)  PRO  of  New  Jersey,  Inc.  . . . 
Noted  that  at  a recent  meeting  of  the  ' 
Board  of  Trustees  of  the  PRO  of  New 
Jersey,  a new  Norms,  Standards  and 
Criteria  Committee  was  formed,  and 
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that  Arthur  Krosnick,  M.D.,  has  been 
appointed  to  that  Committee. 

New  Business  . . . 

(1)  The t/oumal ...  Extended  con- 
gratulations to  The  Journal  for  Its 
first-place  award  In  the  Annual 
Medical  Journalism  Competition 
conducted  by  Sandoz  Pharma- 
ceuticals. 

(2)  JEMPAC  Political  Forum  . . . 

Noted  that  the  speaker  for  the  JEM- 
PAC Forum  at  the  Annual  Meeting 
will  be  Congressman  Hal  Daub  from 
Nebraska,  addressing  the  topic  of 
health  care  prospectlves  from  the 
99th  Congress. 

Correspondence  . . . 

Medicaid  Reimbursement  for  Im- 
munizations . . . Noted  that  George  J. 
Albanese,  Commissioner  of  Human 
Services,  has  authorized  the  Medi- 
caid program  to  proceed  with  the 
implementation  of  proposed  fees 
(fees  are  published  in  the  New  Jer- 
sey Register) 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  establishment  of  the  Sammy 
Davis  Jr.  National  Liver  Institute  on 
UMDNJ’s  Newark  campus  promises 
to  make  an  exciting  and  dramatic 
contribution  to  the  growth  of  New 
Jersey’s  health  sector.  Plans  for  the 
Institute  include  units  for  am- 
bulatory care,  education,  nutrition, 
Immunology,  molecular  biology,  gen- 
etics, alcoholism,  drugs,  patho- 
biology,  applied  therapeutics,  and 
metabolism.  Special  attention  will 
be  given  to  the  use  of  computers  in 
diagnosis  and  treatment. 

The  creation  of  the  Institute  was 
inspired  by  Carroll  M.  Leevy,  M.D.,  an 
internationally  recognized  liver 
specialist  who  is  professor  and 
chairman  of  the  department  of 
medicine,  UMDNJ-New  Jersey  Medi- 
cal School,  and  Herbert  Henderson, 
M.D.,  of  Long  Beach,  California,  who 
became  familiar  with  Dr.  Leevy’s 
work  and  took  an  interest  in  ex- 
panding it.  During  the  early  stages 
of  development.  Dr.  Leevy  will  serve 
the  dual  roles  of  board  chairman 
and  executive  director  of  the  In- 
stitute. As  a consultant  and  widely 
sought-after  speaker.  Dr.  Leevy  has 
an  unsurpassed  knowledge  of  the 
impact  of  liver  disease  in  under- 


developed countries  and  the  grow- 
ing incidence  in  the  western  world. 
A comprehensive,  freestanding  in- 
stitute is  a natural  progression  for 
his  liver  programs. 

Sammy  Davis  Jr.  has  agreed  to 
lend  the  Institute  his  name,  and 
other  prominent  figures  in  enter- 
tainment and  public  service  are 
ready  to  join  him  in  supporting  this 
venture,  which  we  expect  to  become 
a center  for  patient  care,  education, 
and  research  dedicated  to  the  con- 
quest of  liver  diseases.  A capital 
fundredsing  drive  to  obteiln  the  re- 
sources needed  for  the  Institute  to 
attain  its  goals  will  include  enter- 
tainment events,  corporate  gifts,  and 
personal  donations. 

The  charter  class  of  UMDNJ-New 
Jersey  Medical  School  will  celebrate 
its  25th  Silver  Anniversary  Reunion 
with  special  events  on  Friday,  May 
10,  and  Saturday,  May  11.  The  an- 
nual Jegher’s  Lecture,  a regular  fea- 
ture of  the  NJMS  Alumni  Associa- 
tion’s activities,  will  be  held  at 
11:30  a.m.  Friday,  May  10,  in  the 
Medical  Science  Building,  Newark 
campus.  Edmund  D.  Pellegrino, 
M.D.,  director  of  the  Joseph  and 
Rose  Kennedy  Institute  of  Ethics, 
Georgetown  University,  will  be  the 
guest  lecturer  on  the  topic,  “Human- 
ism and  the  Education  of  the  Physi- 
cian.” At  the  Silver  Anniversary  Din- 
ner Dance,  which  begins  at  7 p.m. 
Saturday,  May  11,  in  the  Somerset 
Hilton  in  Somerset,  Honorary  Mem- 
bership in  the  Medical  Alumni  As- 
sociation of  UMDNJ-New  Jersey 
Medical  School  will  be  presented  to 
Governor  Thomas  H.  Kean  and  the 
four  former  living  governors  of  New 
Jersey— Brendan  T.  Byrne,  William 
T.  Cahill,  Richard  J.  Hughes,  and 
Robert  B.  Meyer. 

The  advanced  technology  that  has 
transformed  the  practice  of  medi- 
cine in  recent  years  has  led  UMDNJ 
and  Rutgers,  the  State  University  to 
offer  a joint  Ph.D.  degree  in  bio- 
medical engineering. 

The  growing  sophistication  of 
biomedical  engineering  has  opened 
up  new  employment  opportunities 
and  new  interest  among  students. 
The  joint  biomedical  engineering 
program  of  UMDNJ  and  Rutgers 
University  has  grown  from  a handful 
of  students  15  years  ago  to  more 
than  60  today.  Areas  of  study  in- 
clude heart  assist  devices,  balloon 
pumps,  improved  ultrasonic  imag- 
ing systems,  implants,  CT  scanners. 


and  other  computer-assisted  equip- 
ment for  diagnosis  and  therapy.  The 
faculty  for  the  biomedical  engineer- 
ing doctorate  will  draw  from  both 
UMDNJ  and  Rutgers  University. 
This  will  be  the  seventh  joint  doc- 
toral degree  program  offered  by  the 
state’s  two  public  universities. 
Others  are  pharmacology,  toxi- 
cology, zoology/anatomy,  biochem- 
istry, microbiology,  and  physiology. 

The  Robert  Wood  Johnson  Foun- 
dation has  approved  a four-year 
$224,100  grant  to  continue  pro- 
grams for  increasing  the  enrollment 
and  achievement  of  minority  stu- 
dents at  UMDNJ.  We  are  proud  of  the 
performance  of  our  schools  in  min- 
ority recruitment  and  retention, 
which  have  given  UMDNJ  national 
prominence  in  this  endeavor.  Our 
overall  minority  enrollment  is  more 
than  20  percent,  well  above  the  na- 
tional average,  and  85  percent  of  the 
minority  students  admitted  since 
1976  either  have  graduated  or  still 
are  enrolled.  UMDNJ  constantly  is 
searching  for  minority  students  who 
show  promise  of  succeeding  in 
medical  or  dental  education. 


AMNJ  Report 

Robert  S.  Rigolosi,  M.D. 

President 

Plans  are  proceeding  for  The 
Academy  of  Medicine’s  Annual 
Awards  Dinner  to  be  held  at  the 
Chantlcler  in  Short  Hills  for  the 
12th  consecutive  year  on  Wednes- 
day, May  29,  1985.  Fellows  of  the 
Academy,  friends,  families,  and  col- 
leagues will  join  us  to  honor  the 
achievements  of  our  Award  recipi- 
ents, and  to  install  formally  our  new 
officers. 

For  the  second  consecutive  year 
the  Academy  has  commissioned  an 
original  work  of  art  by  a noted  New 
Jersey  eirtlst  which  will  be  dis- 
tributed to  guests  at  the  dinner. 
Mrs.  Sue  Bergen  is  preparing  a de- 
piction of  the  New  Jersey  Palisades 
overlooking  the  Hudson  River. 

As  previously  announced.  Dr. 
Stanley  S.  Bergen,  Jr.,  will  receive  the 
Edward  J.  Ill  Award  for  his  leader- 
ship in  medicine.  Mrs.  Mary 
Mulholland  will  receive  the  Citizen’s 
Award  for  her  fundraising  efforts  on 
behalf  of  a multitude  of  causes. 

New  officers  to  be  installed  at  the 
dinner  are:  Dennis  Fllippone,  M.D., 
President:  Arthur  Krosnlck,  M.D., 
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President-Elect;  Anthony  Mlnnefor, 
M.D.,  First-Vice  President;  and  Ben- 
jamin F.  Rush,  Jr.,  M.D.,  Second 
Vice-President.  Dr.  George  Trieben- 
bacher  will  serve  as  Secretaiy,  and 
Dr.  E.  Charles  Eckstein  will  serve  as 
Treasurer  for  the  forthcoming  year. 

The  Academy  sponsored  several 
major  symposia  A symposium  on 
“Obstetrical  and  Perinatal  Ultra- 
sonography” was  held  on  Saturday, 
March  23,  1985,  at  the  Sheraton 
Inn-Newark  Airport  In  cooperation 
with  the  New  Jersey  Institute  of 
Ultrasound  in  Medicine.  On  Wednes- 
day, March  27,  1985,  we  cospon- 
sored a s3Tnposlum  on  “Substance 
Abuse  in  the  Professions.”  Dr. 
Daniel  Greenfield  was  program 
chairman.  On  Wednesday,  April  10, 
1985,  we  held  a major  s3onposlum 
on  “Cult  Update;  1985”  at  the 
Englewood  Hospital  in  Englewood. 
Dr.  Harold  Scales  was  program 
chairman.  The  10th  Annual  New 
Jersey  Orthopaedic  Symposium  was 
held  on  April  12  and  13,  1985.  On 
Friday  afternoon  there  was  a “Con- 
ference on  Complications  in  Or- 
thopaedic Surgery,”  chaired  by  three 
guest  professors.  Dinner  at  the 
Hyatt  Regency  Hotel  in  New  Bruns- 
wick featured  Congressman  Robert 
Torlcelll  as  guest  speaker.  The  sym- 
posium on  Saturday,  April  13,  1985, 
was  held  at  Rutgers  Medical  School. 
The  Academy’s  last  First  Wednesday 


program  of  the  season  was  held  on 
Wednesday,  April  3,  1985.  The  topic 
“Political  Action  for  Physicians”  was 
addressed  by  Assemblyman  Martin 
Herman  and  Dr.  Frank  Watson  mod- 
erated the  session. 


Ph3rsicians  Seeking 
Location  in  New  Jersey 

The  following  phsrsicians  have  writ- 
ten to  the  Eaecutive  Offices  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest 3TOU  make  inquiries  directly  to 
ffiem. 

ALLERGY— Noah  Barysh,  M.D.,  603A 
Old  Nassau  Rd.,  Jamesburg,  NJ  08831. 
Chicago  1933.  Board  certified.  Part 
time,  15  hrs/wk  Available. 

ANESTHESIOLOGY— Howard  Yap  Ang, 
M.D.,  2957  Decatur  Ave.,  Apt.  C-43, 
Bronx,  NY  10458.  Far  Eastern  Univer- 
sity 1976.  Board  eligible.  Solo,  partner- 
ship, group.  Available. 

John  James,  M.D.,  950  49th  St.,  Apt. 
8K.  Brooklyn,  NY  11219.  G.S.  Medical 
College  1978.  Solo,  partnership,  fee  for 
service,  group.  Available. 

CARDIOLOGY— Bruce  Klein,  M.D.,  438A 
Willow  Turn,  Mt.  Laurel,  NJ  08054. 
SUNY-Downstate  1977.  Also,  pedi- 
atrics. Board  certified  (PD).  Group, 
HMO,  hospital.  Available. 


DERMATOLOGY— Rami  Ephraim  Geff- 
ner,  M.D.,  1 139  N.  Church  St..  Apt.  A-3, 
Greensboro,  NC  27401.  UMDNJ  1979, 
Group,  solo,  partnership.  Available. 

FAMILY  MEDICINE— Shahlda  Aslfudln, 
M.D.,  902  47th  St,  ^LB5,  Brooklyn,  NY 
11219.  Osmania  (India)  1976.  Group, 
partnership,  solo.  Available. 

Bruce  A Blumenthal,  M.D.,  5813 
Berkeley  Ave.,  Baltimore,  MD  21215. 
George  Washington  1978.  Board 
certified.  Group  or  partnership.  Avail- 
able July  1985. 

Mark  T.  Bright  M.D..  1718  Afton  Ave., 
Charleston,  SC  29407.  Georgetown 
1978.  Board  certified.  Group  or  part- 
nership. Available  September  1985. 
Steven  Luke,  M.D.,  3246  Abell  Ave.,  Bal- 
timore, MD  21218.  SUNY  1982.  Board 
eligible.  Group  or  HMO.  Available  July 
1985. 

GASTROENTEROLOGY— Pravln  N. 
Patel,  M.D.,  15  St  Andrew’s  PL,  ^25, 
Yonkers,  NY  10705.  Baroda  (India) 
1974.  Also,  Internal  medicine.  Board 
certified  (IM).  Group,  partnership,  solo. 
Available  July  1985. 

INTERNAL  MEDICINE— Yvonne 
D’Souza,  M.D.,  315  Ave.,  C,  '^7C,  New 
York,  NY  10009.  Toplwalla  National 
(India)  1972.  Board  eligible.  Partner- 
ship. Available  September  1985. 
Kathleen  A Galonl,  M.D.,  8 Park  Dr. 
West,  West  Orange,  NJ  07052.  UMDNJ 
1982.  Board  eligible.  Solo.  Available 
July  1985. 

Frederic  M.  Heltzer,  M.D.,  3rd  Ave., 
160B  Borden  Apts.,  Long  Branch,  NJ 
07740.  UMDNJ  1982.  Group,  partner- 
ship, clinic.  Industry.  Available  July 
1985. 

Marvin  H.  Lemer,  M.D.,  233  E.  32  St., 
^4J,  New  York,  NY  10016.  Unlversldad  j 
Autonoma  (Mexico)  1982.  Board 
eligible.  Group,  partnership,  solo.  Avail-  ■ 
able  July  1985. 

James  C.  McVeety,  M.D.,  713  South 
Birch  Ave.,  Marshfield,  WI  54449. 
Bologna  1975.  Also,  neurology.  Board  : 
certified  (IM);  board  eligible  (N).  Group, 
partnership,  solo.  Available. 

Surendra  K Nevada,  M.D.,  21  Heywood 
St.,  ^2E,  Worcester,  MA  01604.  Mahat- 
ma Gandhi  Memorial  (India)  1976. 
Solo,  group,  partnership.  Available  July  j 
1985. 

Pravln  N.  Patel.  M.D.,  15  St  Andrew’s 
PL.  ^25,  Yonkers,  NY  10705.  Baroda 
(India)  1974.  Also,  gastroenterology. ; 
Board  certified  (IM).  Group,  partner- 
ship, solo.  Available  July  1985. 
Mohamed  Salem,  M.D.,  44  S.  Munn 
Ave.,  East  Orange,  NJ  07018.  A1  Azhar 
(Egypt)  1977.  Also,  nephrology.  Solo, 
group,  clinic,  hospital.  Available  June 
1985. 

Jason  Weiner,  M.D.,  10  Dwight  St,| 
Poughkeepsie,  NY  12601.  Guadalajara i 
1980.  Board  eligible.  Group  or  partner- i 
ship.  Available. 

Joseph  M.  Welsgras,  M.D.,  160  West 
End  Ave.,  Apt  14E,  New  York,  NY 
10023.  Juarez  (Mexico)  1981.  Board 
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eligible.  Group,  partnership,  associate, 
solo.  Available. 

NEPHROLCKjY — Mohamed  Salem,  M.D., 
44  S.  Munn  Ave.,  East  Orange,  NJ 
07018.  A1  Azhar  (Egypt)  1977.  Also, 
internal  medicine.  Solo,  group,  clinic, 
hospital.  Available  June  1985. 

NEUROLOGY — James  C.  McVeety,  M.D., 
713  South  Birch  Ave.,  Marshfield.  W1 
54449.  Bologna  1975.  Also,  internal 
medicine.  Board  eligible  (N);  board 
certified  (IM).  Group,  partnership,  solo. 
Available. 

OBSTETRICS/GYNECOLOGY— Ian  J 

Gluck,  M.D.,  269-03R  Grand  Central 
Pkwy.,  Floral  Park,  NY  1 1005.  New  York 
Medical  College  1979.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

ORTHOPEDICS— Andrew  R Goldstein, 
M.D.,  27  High  St.,  Apt.  3E,  Orange,  NJ. 
UMDNJ  1980.  Board  eligible.  Group  or 
partnership.  Available  July  1985. 

PATHOLOGY— Yuiy  Kogan,  M.D.,  60  Eg- 
mont  St.,  Brookline,  MA  02146.  Second 
Moscow  Medical  Institute  1967.  Board 
certified.  Group  or  partnership.  Avail- 
able. 

Adam  G.  Lang,  M.D.,  1436  Armacost 
Ave.,  Apt.  9,  Los  Angeles,  CA  90025.  Illi- 
nois 1980.  Group  or  partnership.  Avail- 
able July  1985. 

PEDIATRICS— Bruce  Klein,  M.D.,  438A 
Willow  Turn,  Mt.  Laurel,  NJ  08054. 
SUNY-Downstate  1977.  Also, 
cardiology.  Board  certified.  Group, 
HMO,  hospital.  Available. 

Edgar  Lyubllng,  M.D.,  1401  Ocean 
Ave.,  Apt.  4H,  Brooklyn,  NY  1 1230.  Mos- 
cow URSS  1967.  Group  or  partnership. 
Available  July  1985. 

Boroumand  Masood,  M.D.,  85-26  Van 
W^ck  Expwy.,  Apt.  412,  Brlarwood,  NY 
11435,  Tehran  (Iran)  1968.  Board 
certified.  Group,  partnership,  solo,  hos- 
pital. Available. 

Pronotl  Nlgam,  M.D.,  24  Hart  Blvd., 
Flemlngton,  NJ  08822.  Kanpur  (India). 
Board  eligible.  Group  or  partnership. 
Available. 

RADIOLOGY— Nell  R Kramer,  M.D., 
1000  Walnut  St„  Philadelphia  PA 
19107,  Temple  1980.  Board  eligible. 
Group  or  partnership.  Available  July 
1985. 

SURGERY — Nicholas  G.  Bonuiclno,  M.D., 
130  W.  12  St.,  Apt.  5J,  New  York,  NY 
10011.  New  York  Medical  College  1979. 
Board  eligible.  Partnership  or  group. 
Available  May  1985. 

Naresh  C.  Nagpal.  M.D.,  323A  Hayden 
St,  Sayre,  PA  18840.  Maulana  Azad 
(India)  1974.  Board  eligible.  Solo,  part- 
nership, group.  Available  July  1985. 

UROLOGY— Michael  Bruce  Kline,  M.D., 
3227  Jefferson  Ave.,  ^5,  Cincinnati,  OH 
45220.  Cincinnati  1980.  Board  eligible. 
Partnership  or  solo.  Available  August 
1985. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN»/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE;  1 to  2 tablets  dally. 
AVAILABLE;  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICtN«/2SO  mg. 

Each  yellow  tablet  contains; 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE;  1 to  3 tablets  dally. 
AVAILABLE;  Bottles  of  100,  500. 


LIPO-NICIN»M00  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  dally. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  Is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects;  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  Itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  Idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  In  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes.  Im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


ANNUAL  AWARDS  DINNER 

of 

THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

Wednesday,  May  29,  1985 
6:00  P.M. 

at 

THE  CHANTICLER 
Short  Hills,  New  Jersey 

1984  AWARD  RECIPIENTS 
EDWARD  J.  ILL  AWARD 

STANLEY  S.  BERGEN,  JR.,  M.D. 

CITIZENS  AWARD 

MRS.  MARY  MULHOLLAND 


For  further  information,  please  contact: 

^err'Yo/^  EXECUTIVE  OFFICES 
^ %.  The  Academy  of  Medicine  of  New  Jersey 

£ 3 Princess  Road 

**  Lawrenceville,  NJ  08648 
(609)  896-1717 


NEW  JERSEY  SOCIETY  OF  PATHOLOGISTS 

ANNUAL  SPRING  MEETING 

Saturday,  May  18,  1985 
at 

UMDNJ-Rutgers  Medical  School 
Piscataway,  New  Jersey 
8:00  A.M.-2:00  P.M. 
on 

“MONOCLONAL  ANTIBODIES:  THEIR  USE  IN  THE  DIAGNOSIS  OF 
NEOPLASTIC  AND  INFECTIOUS  DISEASES  ” 

Program  Elmer  W.  Koneman,  M.D. 

Chairman;  Associate  Professor  of  Pathology 

Northwestern  University  School  of 
Medicine 
Chicago,  Illinois 

REGISTRATION:  Fee  includes  continental  breakfast,  coffee  break, 
luncheon,  and  program 
$15.00— Residents 
$20.00— Members 
$30.00— Non-Members 

For  Further  Information  Contact: 

CATHY  GILLMER 
EXECUTIVE  SECRETARY 
NEW  JERSEY  SOCIETY  OF  PATHOLOGISTS 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
(609)  896-1717 


THE  ONCOLOGY  SOCIETY  OF  NEW  JERSEY 

and 

THE  ACAOEMY  OF  MEOICINE  OF  NEW  JERSEY 
present 


“Advances  In 
Cancer  Biology' 

Saturday,  May  11,  1985 
UMDNJ-Rutgers  Medical  School 
Piscataway,  NJ 
9:00  A.M.-12:20  P.M. 

8:40  A. M. -9:00  A.M.  Registration  and  Continental  Breakfast 
WELCOME:  Harvey  Rothberg,  M.D. —President 

INTRODUCTION:  Alex  Haas,  M.D. —Program  Chairman 

9:15-  9:55  ONCOGENES  IN  HUMAN  NEOPLASIA 

Nan  Kirsch,  M.D. 

9:55-10:35  INTERFERON 

Howard  Ozer,  M.D. 

10:35-10:55  COFFEE  BREAK 

11.00-11:40  MONOCLONAL  ANTIBODIES 

Kenneth  Foon,  M.D. 

11:40-12:20  NEW  CONCEPTS  IN  RADIATION  THERAPY 

Eli  Glatstein,  M.D. 


There  will  be  opportunity  for  questions  and  answers  after  each 
of  the  invited  papers.  CME  credit  given.  No  registration  fee. 
For  information,  write  or  call: 


The  Oncology  Society  of  New  Jersey 
Two  Princess  Rd.,  Lawrenceville,  NJ  08648 
(609)  896-1717 


Registrations  must  be  received  by  June  10,  1985  for: 

MIAMI-NICE  POSTGRADUATE 
COURSE:  ADVANCES  IN 
INTERNAL  MEDICINE 

NICE,  FRANCE 
June  23-28,  1985 

Sponsored  by:  University  of  Miami  School  of  Medicine 
and  Universite  de  Nice,  Faculte  de  Medicine 

Course  Directors:  Jacques  J.  Bourgoignie,  M.D. 
Laurence  B.  Gardner,  M.D.  Rene  Masseyeff,  M.D. 

Lectures  and  workshops  presented  by  faculty  from  the 
University  of  Miami  School  of  Medicine  and  the  Univer- 
site de  Nice,  Faculte  de  Medicine  will  concentrate  on 
the  underlying  pathogenesis  and  mechanism  of  disease 
for  specific  internal  medical  disorders,  indications  and 
contraindications  for  treatment  and  specific  complica- 
tions which  may  result  from  therapy.  Practical  patient 
problems  and  management  will  be  focused  upon  in 
workshop  sessions. 

Course  Schedule:  (Monday  through  Friday)  Didactic 
presentations  from  8:00  am  to  1:00  pm.  Workshop 
sessions  from  6:00  to  8.00  pm. 

Course  Hours:  30  AMA  Category  1 hours  (6  hours  per 
day) 

Course  Fee:  $525  (US  Dollars) 

For  information  contact:  Division  of  CME,  University 
of  Miami  School  of  Medicine,  P.O.  Box  016960  (D23-3), 
Miami,  FL  33101  Telephone:  (305)  547-6716. 
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CME  Calendar 


The following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact 
the  sponsoring 
organizationfor  further 
information. 


This  list  is  compiled  throu^  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jeraey,  The  Academy  of  Medicine  of 
New  Jeraey,  the  New  Jeraey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  OfiSce  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

June 

3 Anesthesia  Lectures 

10  7 AM.— Anesthesia  Library, 

17  New  Jersey  Medical  School, 

24  MSB-E545,  Newark 
(UMDNJ) 

4 Anesthesia  Lectures 

11  4 P.M. — Anesthesia  Library, 

18  New  Jersey  Medical  School, 

25  MSB-E545,  Newark 
(UMDNJ) 

5 Anesthesia  Grand  Rounds 

12  4 P.M.— University  Hospital,  H350, 

19  Newark 

26  (UMDNJ) 

CARDIOLOGY 

June 

1 1  Noncardiac  Surgery  in  the  Cardiac 
Patient 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

14  Pediatric  Cardiology:  1985 

8-9:30  AM. — Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 


28  Cardiothoracic  Journal  Club 

7:30-11  P.M. 

(UMDNJ) 

MEDICINE 

June 

5  Asthma  and  COPD 

1 :30  P.M. — Essex  County  Hospital 

Center,  Cedar  Grove 

(AMNJ) 

5  Annual  Meeting:  Ulcers 

2-5  P.M.— Morristown  Memorial 
Hospital 

(NJ  Gastroenterological  Society 
and  AMNJ) 

5  Medical  Grand  Rounds 

12  12  noon-1  P.M.— Rutgers,  Medical 

19  Education  Bldg.,  New  Brunswick 
(UMDNJ) 

5 Medicine  Morbidity  and  Mortality 
Conferences 

8-9  AM.— Rutgers,  Medical 
Education  Bldg.,  New  Brunswick 
(UMDNJ) 

5 Rehabilitation  Medicine 

12  4:15-5:15  P.M. — Kessler  Institute, 

19  West  Orange 

26  (UMDNJ) 

6 Nephrology  Grand  Rounds 

6:30-7:30  P.M. — Community 
Memorial  Hospital,  Toms  River 
(Community  Memorial  Hospital 
and  AMNJ) 

6  Cancer  in  NJ:  Epidemiologic 
Considerations 

1 1 AM. — St.  Joseph’s  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph’s  Hospital  and  Medical 
Center  and  AMNJ) 

6  Digestive  Diseases  n 

13  8-9AM.— New  Jersey  Medical 

20  School,  MSB,  Newark 

27  (UMDNJ) 

6 Allergy/Immunology  Series 

13  11  AM.- 12  noon — United  Hospital, 

20  ICN  Conference  Rm.,  Newark 

27  (UMDNJ) 

7 Renal  Conferences  in  Nephrology 

21  4-5  P.M. — UMDNJ-Rutgers  Medical 
School,  Medical  Education  Bldg., 
Rm.  593 

(Nephrology  Society  of  NJ  and 
AMNJ) 

7  Department  of  Medicine 

14  Grand  Rounds 

21  1 1:30  AM.- 1 P.M. — New  Jersey 

28  Medical  School,  MSB-B6 1 0, 

Newark 

(UMDNJ) 

7  Multidisciplinary  Cancer 
Conference 

1 1 AM.- 12  noon— Wallklll  Valley 
General  Hospital,  Sussex 
(Wallklll  Valley  General  Hospital 
and  AMNJ) 

7  Ccmcer  Research  Colloquium 

14  12  noon- 1 P.M.— University 
21  Hospital,  F467,  Newark 
28  (UMDNJ) 

7 Urology  Grand  Rounds 

14  3-5  P.M. — New  Jersey 

21  Medical  School,  MSB-B554 
28  (UMDNJ) 

10  Oncology  Update 

1-5  P.M.— Bridgeton  Hospital 


(Bridgeton  Hospital  and  AMNJ) 

17-  Toda3r’s  Therapy  In  Nephrology 

18  8 AM.-5  P.M.— Resorts 
International,  Atlantic  City 
(Nephrology  Society  of  NJ  and 
AMNJ) 

17-  1 1th  W.  Franklin  Keim  Memorial 

19  Seminar 

All  day — Caesar’s  Boardwalk 
Regency  Hotel,  Atlantic  City 
(UMDNJ  and  Newark  Eye  and  Ear 
Infirmary) 

18  rVP  Conference 

5- 7  P.M.— East  Orange  VA  Hospital 
(UMDNJ) 

19  Interhospital  Rheumatology 
Rounds 

4:30-6  P.M. — University  Hospital, 

1-355,  Newark 

(UMDNJ) 

19  Dermatological  Conference 

6- 9  P.M.— Rutgers  Community 
Health  Plan,  57  US.  Hwy.  1, 

New  Brunswick 

(UMDNJ  and  AMNJ) 

20  Correct  Use  of  Antibiotics 
5-7:30  P.M. — Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center  and 
AMNJ) 

July 

3 Use  and  Abuse  of  Pregnancy  Tests 
17  Common  Skin  Problems 

1:30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57  U.S. 
Hwy.  1,  New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

4 Nephrology  Grand  Rounds 

6:30-7:30  P.M.— Community 
Memorial  Hospital,  Toms  River 
(Community  Memorial  Hospital 
and  AMNJ) 

NEUROLOGY/PSYCHIATRY 

June 

3 Post-traumatic  Stress  Disorder 
and  Depression 

8:15-10:30  P.M.— 1046  South 
Orange  Ave.,  Short  Hills 
(Essex  Psychiatric  Seminar  and 
AMNJ) 

5 Grand  Rounds  in  Psychiatry  and 
Mental  Health 

10:30  AM.- 12  noon — New  Jersey 
Medical  School,  MSB-B610, 

Newark 

(UMDNJ) 

5 Combined  Autopsy  and  Surgical 

12  Pathology 

19  7-9:30AM  — University  Hospital, 

26  Newark 

(UMDNJ) 

6 Medical  Illness  Presenting  as 
Psychiatric  Syndromes 

13  DSM  m Pros  & Cons;  and  Besrond 
to  DSM IV 

20  DRGs  for  the  Private  Psychiatric 
Hospital 

12  noon-1  P.M. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

6 Case  Seminars 
20  8- 10  P.M. — 310  Harding  Drive, 
South  Orange 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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(Advanced  Psychiatric  Group  and 
AMNJ) 

7 Centralized  Residency  Training 
14  Program  and  Psychiatric  Lecture 
Series 

1:30-5  P.M.— Trenton  Psychiatric 
Hospital 

(Trenton  Psychiatric  Hospital  and 
AMNJ) 

17  The  Impact  of  Rape  on  the  Family 

I -4  P.M.— Fair  Oaks  Hospital, 
Summit 

(Fair  Oaks  Hospital  and  AMNJ) 

17  Lecture  Series 

8:30-10:30  P.M.— 301  Broad  Ave., 
Englewood 

(NJ  Psychoanalytic  Society  and 
AMNJ) 

18-  Humor/Play/Religlon  as  Healing 
19  Powers 

9 AM.-5  P.M.— Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

1 9 Visiting  Lectureship  in  Psychiatry 

1 0:30  AM.- 1 2 noon — New  Jersey 
Medical  School,  MSB-B610, 

Newark 

(UMDNJ) 

19  Psychiatry  Lecture  Series 

1-2:30  P.M. — Essex  County  Hospital 

Center,  Cedar  Grove 

(UMDNJ) 

July 

1 1 Usefulness  of  Antidepressant 

Plasma  Levels  and  Cardiovascular 
Implications 

18  Research  Update:  Aging,  The 
Elderly,  and  E.C.T. 

I I AM.- 12  noon— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 


OBSTETRICS/GYNECOLOGY 


PEDIATRICS 

June 

4  Pediatric  Grand  Rounds 

8:30-9:30  AM. — Newark  Beth  Israel 
Medical  Center 
(Newark  Beth  Israel  Medical 
Center  and  AMNJ) 

7 Advances  in  Pediatrics 
14  9:30-10:30  AM.— New  Jersey 

2 1 Medical  School,  MSB-B6 1 0, 

28  Newark 
(UMDNJ) 

14  Pediatric  Cardiology:  1985 

8-9:30  AM —Overlook  Hospital, 
Summit 

(Overlook  Hospital  and  AMNJ) 


RADIOLOGY 

June 

1 2  Radiology  Grand  Rounds 

26  4 P.M. — University  Hospital,  H350, 

Newark 
(UMDNJ) 

15  Echocardiography  Workshops 

16  9 am.-5:30  P.M.— Nassau  Inn, 
Princeton 

(Practical  Diagnostic  Ultrasound 
Seminars  and  AMNJ) 

19  CAT  Scanning  of  the  Abdomen: 
Part  n 

1 :30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57  U.S. 
Hwy.  1 , New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

26  CT  Conference 

4-6  P.M.— University  Hospital, 

H349,  Newark 

(UMDNJ) 


SURGERY 

June 


24  Medical  School.  MSB-B6 1 0, 

Newark 

(UMDNJ) 

4 Surgical  Grand  Rounds 

25  7-9  AM. — Hackensack  Medical 
Center 

(Hackensack  Medical  Center  and 
AMNJ) 

18  Noncardiac  Surgery  in  the  Cardiac 
Patient 

12  noon— St.  Mary’s  Hospital, 

Orange 

(AMNJ) 

25  Diethylstilbestrol:  Past,  Present, 
and  Ftiture 

8-10  P.M.— Englewood  Club, 
Englewood 

(Englewood  Surgical  Society) 

SURGICAL  SPECIALTIES 
June 

1 Surgical  Treatment  of 

Cardiothoracic  Diseases 

10-1 1:30  AM —New  Jersey  Medical 
School,  MSB-G506,  Newark 
(UMDNJ) 

3 Orthopedic  Grand  Rounds  and 
10  Lecture 

17  6-8  P.M.— New  Jersey  Medical 

24  School,  MSB-B556,  Newark 
(UMDNJ) 

5 Vascular  Conference 

12  4-5  P.M.— New  Jersey  Medical 

19  School,  MSB-C600,  Newark 

26  (UMDNJ) 

6 Vascular  Surgical  Rounds 

13  4-5  P.M —Medical  Education  Bldg., 

20  Rm.  593,  Rutgers  Medical  School, 

27  New  Brunswick 

(UMDNJ -Rutgers  Medical  School) 

19  E3re  Institute  Grand  Rounds 

7-9  P.M. — United  Hospital,  Annex 

Bldg.,  Newark 

(UMDNJ) 


June 

7 Annual  Meeting 

9 AM.-5  P.M. — Trump  Plaza, 

Atlantic  City 

(NJ  Obstetrical  and  Gynecological 
Society  and  AMNJ) 


PATHOLOGY 

June 

6 Clinical  Pathology  Conference 

13  11  AM.- 1 2 noon — New  Jersey 

20  Medical  School,  MSB-C555, 

27  Newark 
(UMDNJ) 

6 Pathology  Experimental 

13  Seminar  Series 

20  12  noon- 1 P.M. — New  Jersey 

27  Medical  School.  MSB-C555, 
Newark 

(UMDNJ) 

7 Combined  Autopsy  and  Surgical 

14  Pathology 

21  7-9:30  AM. — University  Hospital, 

28  Newark 
(UMDNJ) 

13  Pathology  Seminars 

12  noon- 1 P.M. — New  Jersey 
Medical  School,  MSB-C555, 
Newark 
(UMDNJ) 


1 Surgical  Morbidity  and  Mortality 

8 Conference 

15  8:30-10  AM  — New  Jersey  Medical 

22  School,  MSB-B6 1 0,  Newark 

29  (UMDNJ) 

3 Tumor  Conference 

10  8-9  AM. — University  Hospital, 

17  UH-H349,  Newark 

24  (UMDNJ) 

3 Surgical  Grand  Rounds/ 

10  Lecture  Series 

17  4:30-5:30  P.M. — New  Jersey 


20  Neurosurgery  Lecture  Series 

4-5  P.M. — University  Hospital, 

E343,  Newark 

(UMDNJ) 

MISCELLANEOUS 

June 

1 6  Legal  Aspects  of  Psychiatric 
Practice 

3 P.M. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 


300  YEARS  OF  MEDICINE 
IN  NEW  JERSEY 

Copies  of  this  special  color  issue  are  available  for  $5.  High- 
lighting the  history  of  medicine  in  New  Jersey,  this  magazine 
is  a collector’s  item.  Send  your  check  to: 

The  Journal 

Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
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Letter  To  the 
Editor 


February  5,  1985 
Dear  Doctor  Krosnick, 

"The  time  has  come,”  the  walrus 
said,  “to  speak  of  many  things  . . 
and  so  does  Dr.  Fennelly  in  his 
opinion  published  in  The  Journal 
(January  1985).  His  doggerel  sug- 
gests sincere  emotional  distress  over 
national  violence  and  the  recent  de- 
feat of  the  “ideas  and  ideals  of  the 
Democratic  National  Convention.” 
Such  distress  may  excuse  Dr.  Fen- 
nelly for  the  lack  of  substantiation  to 
his  arguments  for  “national  gun 
control”  but  it  does  not  excuse  The 
Journal  for  publishing  his  state- 
ments in  editorial  form.  Many,  if  not 
aU,  of  his  statements  could  be  found 
in  “Dear  Abby”  along  with  calls  for 
stricter  DRGs  and  suggestions  that 
patients  bill  doctors  for  time  spent 


in  waiting  rooms.  To  attack  guns 
and  gun  ownership  in  such  general 
terms  is  similar  to  the  malpractice 
suit  that  includes  all  names  found 
on  a hospital  chart.  As  we  challenge 
such  legal  protocols,  may  I challenge 
Dr.  Fennelly’s  statements. 

Dr.  Fennelly  suggests  that  no  na- 
tional laws  exist  and  that  more  are 
needed  so  that  firearm-related  vio- 
lence can  be  as  effectively  controlled 
as  automobile  deaths.  May  I be  al- 
lowed to  wish  that  highway  carnage 
and  its  toll  in  lives  and  injuries  be 
reduced  to  the  level  of  firearm  in- 
juries. Easy  legal  access  to  handgun 
ownership  is  a misconception.  Laws 
do  exist  on  both  national  and  state 
levels.  Their  effectiveness  varies  with 
the  public  views  of  the  laws  and  the 
courts’  enforcement.  When  tribes 
“gathered,”  law  was  bom.  It  was  dis- 
pensed from  strength  and  through 
fear.  Leaders  controlled  the  “public.” 
That  was  the  price  of  security.  Our 
society,  as  doctors  are  acutefy  aware, 
is  overcontrolled.  Additional  laws 
lead  to  disobedience.  Many  who 
wish  to  purchase  a handgun  in  New 
Jersey  already  voluntarily  wait  many 
times  the  ten-day  period  stated  in 
law  to  receive  their  permits.  The 
state  legislature  now  is  considering 
a bill  to  raise  the  cost  of  permits  by 
1350  percent.  National  laws  were  de- 
signed to  place  individuals  under 
control  of  local  governments  who  are 
best  suited  to  evaluate  the  individ- 
ual's requirements.  Physicians  balk 
at  national  standards  of  care,  why 
should  we  support  other  national 
standards?  In  New  York  City  you  are 
a criminal  if  Grandpa  dies  and  you 
find  he  had  a gun  that  was  not  regis- 
tered. Turn  it  in,  you’re  guilty.  Keep 
it,  you’re  guilty.  Throw  it  away  if  you 
can,  but  hope  you’re  not  seen  or  that 
someone  mentally  ill  doesn’t  find  it. 


Would  more  firearm  laws  protect 
the  public?  A family  dispute  in  my 
not-impoverlshed  neighborhood 
was  ended  with  a carpenter’s  hatch- 
et. We  have  read  of  disturbed  per- 
sons driving  their  cars  into  crowds 
on  hunting  sprees  no  less  pro- 
ductive than  James  Huberty,  Dr. 
Fennelly’s  “vlctlmizer.”  An  attempt 
to  lessen  highway  deaths  at  New 
Year  by  providing  free  public  transit 
resulted  in  a rash  of  violence  on  the 
New  Jersey  subways  due  to  inability 
to  provide  a legal  presence.  As  a re- 
sult, the  program  may  be  stopped.  It 
is  a shame  that  lives  will  be  lost  so 
that  the  politicians  can  avoid  con- 
fronting an  unpleasant  situation. 
Recent  evidence  in  New  York  and 
Chicago  has  indicated  the  individ- 
ual’s ability  to  protect  himself  when 
armed.  A Supreme  Court  decision 
has  stated  the  police  are  not  legalfy 
obliged  to  provide  protection  to  the 
individual.  In  view  of  the  overall  drop 
in  New  York  subway  crime  after  the 
Goetz  incident,  more  Individuals 
may  arm  themselves.  If  the  laws  are 
too  restrictive,  they  will  be  ignored 
in  favor  of  personal  survival.  Reason- 
able laws  and  enforcement  will  favor 
compliance  and,  in  effect,  better  con- 
trol. 

Perhaps  physicians  should  speak 
out.  Dr.  Fennelly’s  opinion  has 
prompted  me  to  do  so.  Violence  is  a 
disease  and  can  be  treated  with  the 
principals  of  isolation  and  quaran- 
tine of  the  violent.  Let  us  not  be 
fooled  by  the  wonder  drugs  of  poli- 
ticians— more  laws — no  matter  how 
high  their  ideals.  More  laws  are  so- 
ciety’s quagmire,  in  whose  stagnant 
waters  breed  the  carriers  of  disease. 
Let  us  demand  firmer  enforcement 
of  existing  laws  to  Isolate  the  ill  so 
that  society  may  gather  without  fear, 
(signed)  Robert  J.  Baran,  M.D. 
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SQmetimes 
you  just  can't 
operate 
alone* 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership,  i 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information  f 
on  joining  the  AMA. 
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Name 


For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


Street 

City State Zip 

County 
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BOOK  REVIEWS 


Doppler  Ultrasound  in 
Cardiology;  Invasive 
Cardiology;  Acquired 
Immune  Deficiency 
Syndrome 


Doppler  Ultrasound  in 
Cardiology f Physical 
Principles  and  Clinical 
Applications^  2nd  Edition 

Liv  Hatle,  M.D.,  and  BJom  Angelsen 
(eds).  Philadelphia,  PA,  Lea  & 
Febiger,  1985.  Pp.  331.  Illustrated, 
($30) 

This  volume,  the  second  edition  of 
a text,  is  a comprehensive  introduc- 
tion to  cardiac  Doppler  ultrasound. 
The  authors  are  recognized  as  re- 
sponsible for  many  of  the  funda- 
mental concepts  and  research  in  the 
field. 

The  current  edition  is  aimed 
towards  a more  clinical  application 
of  the  Doppler  technique,  and  there- 
fore much  of  the  technical  material 
found  in  the  first  edition  has  been 
omitted. 

The  book  is  divided  into  seven 
chapters.  The  first  three  chapters 
discuss  the  physics  of  blood  flow 
and  the  basic  principles  of  Doppler 
ultrasound  techniques.  This  section 
is  technical  in  nature,  yet  is  written 
clearly  and  concisely.  Each  chapter 
starts  with  an  introduction  and  an 
excellent  list  of  references  follows. 
The  following  three  chapters  are  de- 
voted to  the  clinical  use  of  Doppler 
ultrasound  in  normal  and  various 


cardiac  lesions  such  as  obstruction 
to  flow,  valve  regurgitations,  hyper- 
trophic cardiomyopathy,  congenital 
lesions,  pulmonaiy  hypertension, 
and  prosthetic  valves.  The  strength 
of  the  book  lies  in  this  section  which 
comprises  the  majority  of  the  text 
and  is  correlated  with  catheteriza- 
tion data  and  frequent  figures  dem- 
onstrating cases  described  in  the 
text.  The  final  chapter  describes  the 
measurements  of  aortic  blood  flow 
to  determine  cardiac  output.  The  ap- 
plication of  this  noninvaslve  method 
to  estimate  cardiac  output  is  of  con- 
siderable clinical  importance.  The 
figures  in  this  current  edition  also 
combine  two-dimensional  imaging 
with  Doppler  measurement  and 
greater  emphasis  is  placed  on  the 
representation  of  complete  spectral 
analysis  of  the  Doppler  signal,  re- 
sulting in  a clearer  demonstration  of 
the  technique. 

Overall,  the  book  is  current  and 
well  written  and  should  be  funda- 
mental reading  for  both  the  car- 
diologist and  technologist  interested 
in  Doppler  ultrasound  and  its  appli- 
cation to  noninvaslve  cardiology. 

Shale  Gordon,  M.D. 

Invasive  Cardiology 

John  Speer  Schroeder  (ed).  Phila- 
delphia, PA,  F'A.  Davis  Co..  1 985.  Pp. 
361.  ($50) 

The  applications  of  catheteriza- 
tion techniques  for  the  diagnosis 
and  treatment  of  cardiac  disorders 
has  changed  dramatically  over  the 
past  ten  years.  Technologic  ad- 
vances have  brought  about  a better 
understanding  of  pathophysiology 
while  allowing  newer  forms  of  ther- 
apy not  possible  previously. 

The  objective  of  this  book  is  to  re- 
view selected  subjects  of  invasive 
cardiology  where  recent  advances 
have  been  made.  There  are  19 
chapters  and  33  authors. 

The  first  three  chapters  discuss 
coronary  arteriography  including 
indications,  techniques,  morbidity, 
spectrum,  and  findings  after  acute 
myocardial  Infarction.  There  is  a 
chapter  on  laboratory  diagnosis  of 
myocardial  ischemia  with  excellent 
discussion  of  coronary  sinus  pacing 
and  lactate  studies.  Provocative  tes- 
ting for  coronary  artery  spasm,  cor- 
onary angioplasty,  and  thrombolysis 
in  acute  myocardial  infarction  are 
reviewed  extensively.  A chapter  on 
evaluation  of  myocardial  function  by 


invasive  methods  is  somewhat 
spartan  but  has  excellent  figures 
and  content.  Three  later  chapters 
discuss  electrophysiology  and  tem- 
porary pacing.  The  section  on 
hemodynamic  monitoring  in  the 
cardiac  care  unit  is  well  written  and 
timely.  A companion  topic  is  dis- 
cussion of  the  percutaneous  intra- 
aortic balloon  technique  and  appli- 
cation. Three  additional  sections 
deal  with  pericardiocentesis  using 
echocardiography,  interventional 
techniques  in  congenital  heart  dis- 
ease, and  current  status  of  digital 
subtraction  angiography. 

This  book  represents  a most  com- 
prehensive summary  of  the  individ- 
ual topics  reviewed.  The  citations 
are  current  and  the  knowledge  con- 
veyed is  on  the  cutting  edge  of  cur- 
rent cardiologic  principles  and  prac- 
tice. This  book  is  an  excellent  refer- 
ence source  for  teaching  at  the  resi- 
dent and  subspecialty  level.  The  ma- 
terial covered  is  remarkably  well  or- 
ganized with  the  majority  of 
chapters  quite  easy  to  read  despite 
the  complexity  of  many  of  the  topics. 
Viewed  as  a series  of  monographs, 
this  book  is  a must  for  the 
cardiologist’s  reference  libraiy. 

Robert  M.  MacMillan,  M.D. 

Acquired  Immune 
Deficiency  Syndrome 

M.S.  Gottlieb  and  J.E.  Groopman. 
New  York,  NY,  Alan  R.  Liss,  Inc., 
1984.  Pp.  438.  ($60) 

Acquired  immune  deficiency  syn- 
drome (AIDS)  is  the  most  devastat- 
ing and  terrifying  disease  ever  to  at- 
tack man.  This  recently  described 
entity  is  not  even  mentioned  in 
today’s  textbooks.  With  the  help  of 
Schering  Corporation-U.C.LA  and 
Alan  R Liss  of  New  York  City,  editors 
Michael  S.  Gottlieb  and  Jerome  E. 
Groopman  have  produced  a very  im- 
pressive review  of  the  AIDS  epidemic 
including  retroviruses,  T-cell 
analysis,  AIDS  in  Europe,  com- 
parative simian  AIDS,  Kaposi’s 
sarcoma,  cytomegalovirus,  Epstein- 
Barr  virus,  ciyptosporidium,  and  the 
role  of  immunoparalysis  and  inter- 
leukin II. 

Although  this  book  is  outdated  in 
certain  aspects  containing  the 
promise  of  interleukin  II,  it  includes 
all  of  the  knowledge  of  this  disease 
up  to  1985.  This  is  the  best  available 
book  on  the  subject. 

Leon  G.  Smith,  M.D. 
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Obituaries 


Drs.  Beggs;  Chase;  Dailey; 
DeCicco;  Drewniany-Killeen; 
Hcdpem;  Moriconi;  Pavia; 
I^ug;  Ruttenberg;  Sullivan; 
Summers;  Ware 


Dr.  James  L.  Beggs 

A neurosurgeon  with  offices  In 
New  Brunswick,  James  Lee  Beggs, 
M.D.,  was  dead  on  arrival  at  The 
Medical  Center  at  Princeton,  on  Feb- 
ruary 12,  1985.  Only  54  yeai^  of  age. 
Dr.  Beggs  was  bom  In  Johnstown, 
Pennsylvania,  and  received  his 
medical  degree  from  the  University 
of  Pittsburgh  School  of  Medicine, 
Pennsylvania,  In  1956.  Immediately 
upon  graduation.  Dr.  Beggs  estab- 
lished a practice  first  In  Penn- 
sylvania, moving  to  California  In 
1961,  and  finally  settling  In  New  Jer- 
sey In  1963.  He  became  a member  of 
our  Middlesex  County  component, 
had  been  a member  of  the  AMA,  was 
board  certified  In  his  specialty,  and 
was  a Fellow  of  the  American  College 
of  Surgeons.  Dr.  Beggs  had  affilia- 
tions with  Middlesex  General  and 
St.  Peter’s  Hospitals,  New  Bmns- 
wlck,-  Raritan  Valley  Hospital,  Green 
Brook;  Somerset  Hospital,  Somer- 
ville; and  The  Medical  Center  at 
Princeton.  He  was  clinical  assistant 


professor  of  neurology  at  UMDNJ- 
Rutgers  Medical  School,  and  a con- 
sultant to  the  Carrier  Foundation, 
Belle  Mead,  and  Princeton  Univer- 
sity. 

Dr.  William  M.  Chase 

A past  member  of  MSNJ’s  Council 
on  Public  Health,  William  Milton 
Chase,  M.D.,  died  on  January  22, 
1 985,  at  East  Orange  General  Hospi- 
tal. A native  of  Newark,  and  a lifelong 
resident  there,  bom  In  1920,  Dr. 
Chase  was  graduated  from  Mehany 
Medical  College,  Tennessee,  in  1947. 
An  internist,  he  had  served  as  medi- 
cal director  for  the  Newark  school 
system  for  15  years.  Dr.  Chase  had 
been  chief  of  the  chest  disease  clinic 
at  St.  James  Hospital,  Newark,  for  13 
years.  He  also  had  been  affiliated 
with  East  Orange  General  Hospital 
and  had  served  as  consultant  to  the 
New  Jersey  Rehabilitation  Com- 
mission for  almost  15  years.  Dr. 
Chase  was  a member  of  our  Essex 
County  component  and  a member  of 
the  American  Medical  Association. 
During  World  War  II  he  served  in  the 
medical  department  of  the  United 
States  Air  Force. 

Dr.  Edward  S.  Dailey 

A retired  member  of  our  Sussex 
County  component  Edward  Sims 
Dailey,  M.D.,  died  in  Desert 
Samaritan  Hospital,  Arizona,  on 
January  10,  1985.  A native  of  East 
Orange,  bom  in  1909,  Dr.  Dailq/^  re- 
ceived his  medical  degree  from  Tem- 
ple University  School  of  Medicine, 
Philadelphia,  In  1938.  He  estab- 
lished a practice  In  general  medicine 
in  Franklin,  where  he  remained 
until  his  move  to  Green  Vall^,  Ari- 
zona In  1980.  Dr.  Dalle’s  wife,  Clara 
Eivans  Dailey,  M.D.,  also  a member  of 
the  Medical  Society,  preceded  him  In 
death,  dying  May  8,  1983. 

Dr.  John  P.  DeCicco 

After  a long  Illness,  John  Peter 
DeCicco,  M.D.,  died  at  his  home  on 
January  26,  1985,  at  the  untimely 
age  of  47.  Bom  In  Summit  Dr. 
DeCicco  received  his  medical  degree 
from  New  York  Medical  College  in 
1962,  and  for  the  past  19  years  had 
served  the  Freehold  area  as  a practi- 
tioner of  general  medicine.  He  was  a 
member  of  our  Monmouth  County 
component  and  had  been  affiliated 
with  the  Freehold  Area  Hospital  and 


Jersey  Shore  Medical  Center,  Nep- 
tune. Dr.  DeCicco  was  a Fellow  of  the 
American  Academy  of  Family  Prac- 
tice. 

Dr.  B.  Drewniany-Killeen 

Still  active  In  the  practice  of  family 
medicine,  Bemardlne  P.  Drewniany- 
Killeen,  M.D.,  died  at  Clara  Maass 
Medical  Center,  Belleville,  on  Janu- 
ary 26,  1985,  at  the  age  of  71.  A 
native  of  Taunton,  Massachusetts, 
Dr.  Drewniany-Killeen  received  her 
medical  degree  from  Tufts  Univer- 
sity School  of  Medicine,  Boston,  In 
1940.  She  had  been  affiliated  with 
Clara  Maass  Medical  Center;  Presby- 
terian Hospital,  Newark;  and  Saint 
Barnabas  Medical  Center,  Liv- 
ingston. Dr.  Drewniany-Killeen  prac- 
ticed medicine  from  her  home  In 
L}mdhurst  for  almost  40  years.  She 
was  a member  of  our  Monmouth 
County  component,  and  also  a mem- 
ber of  the  AMA. 

Dr.  Sophia  L.  Halpem 

Sophia  Levinson  Halpem,  M.D.,  a 
famity  practitioner  In  West  New 
York,  died  on  December  1 9,  1 984,  at 
the  venerable  age  of  92.  Bom  in  New 
York  City,  Dr.  Halpem  received  her  j 
medical  degree  from  the  Ek;lectic  j 
Medical  College,  Cincinnati,  in  1916.  j 
For  many  years  her  home  In  Union 
City  was  the  setting  for  her  office;  in  | 
recent  years  she  moved  to  the  West 
New  York  location.  She  had  been  af-  | 
filiated  with  North  Hudson  Hospital 
In  Weehawken,  and  had  been  a 
member  of  our  Hudson  County  com- 
ponent and  also  a member  of  the 
American  Medical  Association.  In 
1966,  Dr.  Halpem  was  a recipient  of 
MSNJ’s  Golden  Merit  Award  In  rec- 
ognition of  having  served  50  years 
as  a physician. 

Dr.  Albert  F.  Moriconi 

A well-known  otolaryngologist 
who  served  the  Trenton  area  for  over ; 
50  years  prior  to  his  retirement  In 
1983,  Albert  Francis  Moriconi,  M.D., 
died  In  St.  Luke’s  Hospital,  Houston, 
Texas,  on  Febmaiy  19,  1985,  at  the 
venerable  age  of  83.  A native  of  Tren- 
ton, Dr.  Moriconi  received  his  medi- 
cal degree  from  the  University  otj^ 
Maryland  School  of  Medicine  In 
1926.  He  was  an  associate  professor 
of  ear,  nose,  and  throat  diseases  at 
the  Graduate  School  of  Medicine  of 
the  University  of  Pennsylvania 
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Philadelphia  for  22  years.  He  had 
been  president  of  the  medical  staff, 
chief  of  the  ear,  nose,  and  throat  de- 
partment, and  director  of  the  hear- 
ing and  speech  center,  all  at  St. 
Francis  Medical  Center,  Trenton.  Dr. 
Moiiconl  was  active  in  Medical  So- 
ciety affairs,  having  been  president 
of  MSNJ’s  Judicial  Council,  and  a 
member  of  the  Ethics  Committee. 
He  was  a member  of  our  Mercer 
County  component;  a member  of  the 
American  Medical  Association;  a Fel- 
low both  of  the  American  College  of 
Surgeons  and  the  American  Aca- 
demy of  Ophthalmology  and  Otolar- 
yngology; and  a Dlplomate  In  his 
specialty.  In  1976,  Dr.  Morlconi  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  as  a 
physician. 

Dr.  John  R.  Pa'via 

The  medical  director  for  Public 
Service  Electric  and  Gas  Company 
for  32  years,  prior  to  his  retirement 
in  1973,  John  Richard  Pavla,  M.D., 
died  in  Saint  Barnabas  Medical 
Center,  Livingston,  on  January  25, 
1985.  A native  of  Newark,  bom  In 
1906,  Dr.  Pavia  received  his  medical 
degree  from  the  University  of  Ver- 
mont College  of  Medicine,  in  1931. 
He  had  been  in  private  practice  from 
1932  to  1945  in  East  Orange.  Dur- 
ing World  War  II,  Dr.  Pavia  was  a 
Navy  combat  flight  surgeon,  and  re- 
ceived three  citations  for  services 
rendered  at  Okinawa  Guam,  and 
Iwo  Jlma  In  1981,  he  was  a recipient 
of  MSNJ’s  Golden  Merit  Award, 
honoring  his  50  years  in  medicine. 

Dr.  Ferdinand  J.  Pflug 

At  the  remarkable  age  of  94, 
Ferdinand  James  Pflug,  M.D.,  died 
on  Febmaiy  12,  1985,  at  the  Mason- 
ic Home,  Burlington.  A native  of 
Hoboken,  Dr.  Pflug  served  that  com- 
munity for  over  50  years  as  an 
otolaryngologist.  He  had  received  his 
medical  education  at  Jefferson 


Medical  College,  Philadelphia  and 
was  graduated  in  1914.  He  was  a 
member  of  our  Hudson  County  com- 
ponent, and  a member  of  the  Ameri- 
can Medical  Association.  Dr.  Pflug 
was  a Fellow  of  the  American 
Academy  of  Facial  Plastic  and  Re- 
constmctive  Surgery.  He  had  been 
affiliated  with  Christ  Hospital,  Jer- 
sey City,  and  St.  Mary’s  Hospital, 
Hoboken.  In  1964,  MSNJ  honored 
Dr.  Pflug  with  its  Golden  Merit 
Awgird  in  recognition  of  his  50  years 
in  medicine. 

Dr.  Max  Ruttenberg 

A retired  otolaryngologist.  Max 
Ruttenberg,  M.D.,  died  at  Biyn  Mawr 
Hospital,  Pennsylvania,  on  January 
18,  1985,  at  the  venerable  age  of  92. 
Bom  in  Russia,  Dr.  Ruttenberg  and 
his  parents  emigrated  to  the  United 
States,  and  he  earned  a medical 
degree  from  Temple  University 
School  of  Medicine,  Philadelphia,  in 
1922.  He  was  alreacfy  licensed  to 
practice  dentistry,  and  used  that  in- 
come to  complete  his  medical  stud- 
ies. A member  of  our  Camden  Coun- 
ty component.  Dr.  Ruttenberg  had 
been  an  assistant  professor  at 
Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania  and  had 
been  on  the  staff  at  both  Graduate 
and  Philadelphia  General  Hospitals, 
Philadelphia  Illness  forced  Dr.  Rut- 
tenberg to  retire  at  60  years  of  age. 

Dr.  Claude  C.  Sullivan,  Jr. 

We  just  have  learned  of  the  death 
on  September  1,  1984,  of  Claude 
Clarence  Sullivan,  Jr.,  M.D.,  a retired 
member  of  our  Camden  County 
component.  Bom  in  Tuscaloosa  Ala- 
bama in  1918,  Dr.  Sullivan  received 
his  medical  degree  from  Hahne- 
mann Medical  College  and  Hospital 
In  1943.  He  practiced  general  medi- 
cine in  Stratford  until  the  mid- 
1970s  when  he  went  into  partial  re- 
tirement, dividing  his  time  between 
Port  Rlch^,  Florida  and  Surf  City. 


Dr.  Alfred  D.  Summers 

Alfred  D.  Summers,  M.D.,  an  ob- 
stetrician in  Princeton  for  almost  50 
years,  died  in  Hamilton  Hospital, 
Trenton,  on  Febmaiy  4,  1985.  Bom 
in  Indiana  in  1895,  Dr.  Summers 
received  his  medical  degree  from 
University  of  Michigan  Medical 
School  in  1925.  He  was  a member  of 
our  Mercer  County  component,  and 
a member  of  the  American  Medical 
Association,  and  had  been  affiliated 
with  The  Medical  Center  at  Prince- 
ton. Dr.  Summers  had  served  in  the 
ambulance  corps  in  World  War  I.  In 
1975,  he  was  a recipient  of  MSNJ’s 
Golden  Merit  Award  in  honor  of  his 
50  years  in  medicine. 

Dr.  Carl  N.  Ware 

A past  president  of  our  Cum- 
berland County  and  Cape  May 
County  components,  Carl  Nash 
Ware,  M.D.,  died  at  Bridgeton  Hospi- 
tal on  Febmaiy  4,  1985,  at  the  age 
of  70.  A native  of  Millville,  Dr.  Ware 
received  his  medical  degree  from 
Hahnemann  Medical  College  and 
Hospital,  Philadelphia,  in  1931.  For 
nearly  40  years  he  served  the  com- 
munities of  Shiloh  and  Ocean  City 
as  a general  practitioner.  Dr.  Ware 
had  been  associate  medical  director 
for  Pmdential  Insurance  Company’s 
government  health  programs  office, 
Millville.  He  also  had  been  chief  of 
pediatric  services  at  Bridgeton  Hos- 
pital, and  was  the  founder  of  their 
poison  control  center.  Dr.  Ware  was 
affiliated  with  Shore  Memorial  Hos- 
pital, Somers  Point,  and  had  been 
chief  of  staff  and  director  of  pedi- 
atrics at  Mercer  Hospital,  Sea  Isle 
City.  He  had  served  on  the  Board  of 
Tmstees  of  MSNJ;  was  chairman  of 
the  Board  from  1957  through  1959, 
and  secretaiy  during  1956  and 
1957.  In  1981,  Dr.  Ware  was  one  of 
the  recipients  of  MSNJ’s  Golden 
Merit  Award,  honoring  his  50  years 
as  a physician. 
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York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  The  Journal, 
MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Name: 


Protect  Your  Journals 


Keep  your  copies  of  The  Journal,  MSNJ,  in 
specially  designed  File  Cases  and  Binders. 
Your  journals  will  be  orderly  and  readily 
accessible  for  reference.  Made  of  washable 
leatherette,  Cases  and  Binders  make  a 
handsome  addition  to  your  library.  Each 
holds  a full  years'  issues. 

Cases:  $6.95  each;  three  for  $20.00; 
six  for  $36.00 

Binders:  $8.50  each;  three  for  $24.75; 
six  for  48.00 


Mail  to:  Jesse  Jones  Industries 

PO  Box  5120,  Dept.  JMSNJ, 
Philadelphia,  PA  19141 

Enclosed  is  my  check  for Send 

me Cases/Binders. 


Address: 


Satisfaction  guaranteed.  Allow  four 
to  six  weeks  for  delivery. 
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CONSULTING  PSYCHIATRIST 

Dept,  of  Human  Services,  Division  of  Mental  Health  & Hos- 
pitals—seeking  Consulting  Psychiatrist  to  review  medi- 
cation issues  at  the  7 NJ  State-operated  psychiatric  facili- 
ties as  part  of  a total  treatment  plan  in  accordance  with 
recent  court  decision  (Rennie  vs.  Klein).  Entails  review  of 
treatment  plans  and  evaluating  patients  in  order  to  resolve 
or  clarify  the  right/rights  of  the  patient  to  refuse  medi- 
cation. Board  certified  or  eligible.  Interested  candidates  not 
associated  with  the  Dept,  of  Human  Services  should  write 
or  call  John  J.  Liccardo,  MD,  Chief  Psychiatric  Consultant, 
Dept,  of  Human  Services,  Capitol  Place  1,  5th  Floor,  Box 
CN700,  222  So.  Warren  St.,  Trenton,  NJ  08625,  (609) 
292-0389.  Equal  Opportunity  Employer  M/F 


PROFESSIONAL  BUILDING 

Space  available,  700-1400  square  feet.  Barrier  free, 
elevator,  highly  trafficked  location  with  ample  parking, 
individually  controlled  heat  and  air.  Located  in  Middle- 
sex County,  less  than  Vz  mile  to  Old  Bridge  Regional 
Hospital.  Close  to  all  other  area  hospitals.  Internal  reno- 
vations will  be  completed  at  a negotiable  rate. 

For  more  Information  call  Broker 

(201)  679-6710 


It’s  A Major  Medical  Explosion 


The  Lakewood,  Toms  River  and  Point  Pleasant  hospitals 
have  completed  major  expansion  programs  . . . 


Barrymor  Professional  Center 


600  to  2,400  Square  Feet 


Opposite  Kimball  Medical 

• $13-14  per  square  foot 

• Graduated  rent  schedules 

• Ownership  options  available 

• On  Highway  9 

• Centrally  located  and  20 


Center 

minutes  to  ali  five  major 
hospitals 

• Private  entrances  and  all 
services  included 

• Financial  assistance  available 


6KRRYA10R  ENTIRPRI3B 


Brokers 

Protected 


1200  River  Avenue  (Route  9),  Lakewood,  NJ  08701  • (201)  367-2226 


FOR  RENT: 

Two  suites  at  Hackensack  Professional  Center, 
211  Essex  Street,  Hackensack,  New  Jersey 
07601,  One  block  from  Hackensack  Medical 
Center 

One  Suite:  1,837  Square  Feet 
One  Suite:  1,084  Square  Feet 

Interest  Call:  Andrew  J.  Murro 

(201)  666-2775  (Anytime) 


J'  "" 


NOW  LEASING . . . 

__  vA/ith  ciir^F 


Preconstruction  rates.  Excellent  location  with  superb  facilities. 
Adjacent  to  commercial  and  residential  centers.  . . 

interiors  to  your  specifications  with  suPPort  services  desired 
Ownership  possibilities.  Call  Michael  Lewis  at  (609)  235  Ibbi 


A — Existing: 

B,  C,  D:  Completion  9/30/85 


east  gate 


MEDICAL 

CENTER 


Church  Street  & Gaither  Drive 
Mount  Laurel,  New  Jersey  08054 
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CLASSIFIED  ADVERTISEMENTS 


BUYING  OR  SELLING  A PRACTICE? 
JOINING  OR  HIRING  AN  ASSOCIATE? 

An  experienced  practicing  physician  can 
help  you  negotiate  a fair  and  secure  pos- 
ition. I know  the  questions  to  ask,  and 
the  conditions  you  need  that  only  a phys- 
ician would  know.  Write  Box  No.  128, 
JMSNJ. 


ATTENTION:  INTERNISTS,  FAMILY 

PRACTITIONERS,  OB-GYN,  ORTHOPE- 
DISTS—Board  certified,  consulting 
radiologists  will  interpret  your  private  of- 
fice x-rays  and  ultra-sound  studies.  Con- 
sultations available  at  your  office  or  pick 
up  and  delivery  of  films  by  messenger 
service.  Will  assume  all  medical/legal 
responsibilities.  Write  to:  Consulting 
Radiologists,  Box  120,  JMSNJ. 


EMERGENCY  PHYSICIAN— Looking  for 
full  or  part-time  emergency  room  phys- 
ician position  in  Northern  NJ.  Age  40, 
male,  healthy,  hard  working  family  man. 
Extensive  experience.  Passed  Part  1,  writ- 
ten examination  of  American  Board  of 
Emergency  Medicine  recently.  Write  Box 
No.  125,  JMSNJ. 


INTERNAL  MEDICINE-M.D.,  Ph.D., 
looking  for  practice  opportunity  in 
Northern  NJ  close  to  Manhattan.  Group, 
partner  or  solo.  Available  July  1st.  C^l 
212-239-8560  days  or  evenings 
212-683-9874. 


INTERNIST— Board  Certified.  Board 
Eligible  I.D.  looking  for  job  opportunity 
including  solo,  group,  or  hospital  based 
practice.  Available  July  1985.  Phone 
201-731-9303. 


INTERNIST — Wayne  State  University. 
Will  complete  training  and  be  Board 
Eligible  by  June  1985.  Desires  of- 
fice/hospital work  in  any  part  of  NJ. 
Please  call  313-268-8832  or  write  to  Dr. 
Ovid  Mercene,  2157  14  Mile  Road,  Apt. 
206,  Sterling  Heights,  Ml  48077. 


OB/GYN  NEEDED — For  busy  solo  prac- 
tice in  South  Jersey  suburb,  20  minutes 
to  Philadelphia  Excellent  salary  with 
early  partnership.  Write  Box  No.  118, 
JMSNJ. 


PHYSICIANS  NEEDED— Full-  and  part- 
time  physicians/general  practice  needed 
for  medical  center  in  Little  Falls,  NJ.  Call 
Sandy,  201-890-0855  for  further  infor- 
mation. 


PHYSICIANS  NEEDED— For  successful 
well  known  walk-in  medical  office  center. 
Central,  NJ.  Full-  and  part-time.  Skilled 
and  personable  American  trained  MDs 
send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812. 


NEEDED— Full-time  working  medical  di- 
rector/general practice  needed  for  medi- 
cal center  in  Little  Falls,  NJ.  Call  Sandy, 
201-890-0855  for  further  Information. 


EQUIPMENT  FOR  SALE— Full  Fischer 
300  X-ray  equipment  reasonably  priced, 
very  little  use.  Call  201-627-2544. 


EQUIPMENT  FOR  SALE— Real  Time  B- 
Model  Scanner  complete  from  High  Stoy 
with  two  transducers  8mgh  and  lOmgh. 
Excellent  for  Ophthalmology  or  Vascular 
practice.  A good  buy  opportunity.  Call 
201-992-2303. 


INSTANT  PRACTICE— 1800  square  feet, 
newly  renovated.  6 treatment  rooms,  re- 
ception area  and  3 business  offices.  High 
volume  dental  practice  on  first  floor  has 
12  year  patient  list  available.  Please  call 
Ilene,  481-5000. 


PROFESSIONAL/RESIDENTIAL  FOR 
SALE — Home  and  well-established  Fam- 
ily Practice  for  sale.  Offices  in  handsome 
Georgian  Colonial  house.  Desirable  and 
convenient  location.  15  miles  west  of  New 
York.  Easy  commuting.  Fine  teaching 
hospitals.  Excellent  schools.  Reply  to  Box 
No.  115,  JMSNJ. 


FOR  SALE — General  Medical  Practice 
and  large  house  in  Elizabeth.  Prime  busi- 
ness location.  40-1-  year  Family  Practice. 
Ideal  for  home/office  or  office/office.  Call 
201-352-3899. 


INTERNAL  MEDICINE  PRACTICE  FOR 
SALE — Established,  semi-rural  area,  2 
hours  from  Philadelphia,  Baltimore  and 
Washington,  D.C.  Unique  buy  out  op- 
portunity. Details  of  sale  provided  upon 
request.  302-422-3071. 


PRACTICE/HOME/OFFICE  FOR  SALE 

Busy  32  year  Famlly/lntemal  Medicine 
Practice.  Fully  equipped,  x-ray,  lab,  EKG, 
darkroom,  PT  equipment.  7 room  office, 
U/2-I-  acres;  8 room  house.  Inground  pool, 
prime  Bergen  City  location.  Immediately 
available.  Evenings  201-825-0535. 


HOME/OFFICE  FOR  SALE— 9 year  old 
Colonial,  West  Milford.  $179,900.  Resi- 
dence: 10  rooms,  4 bedrooms,  2*/2  baths. 
Office:  3 rooms  plus  reception,  bath, 
darkroom,  storage.  Large  paved  parking. 
Beautiful.  Listed  M.L.S.  Shown  by  ap- 
pointment. 201-728-8634,  Dr.  R.J. 
Natusch. 


COUNTRY  ESTATE  RETREAT— For 

gracious  living  or  week-end  retreat. 
Catskills,  90  miles  from  northern  New 
Jersey.  9 room  ranch,  large  living  room 
with  fireplace,  dining  room,  4 bedrooms, 
3 baths.  Superb  kitchen  with  Jenair 
stove  and  microwave,  family  room.  Large 
storage  cellar,  separate  4 room  guest 
house,  4 car  garage,  large  bam,  trout 
pond,  bass  pond,  skiing,  snowmobillng. 


OFFICE  CONDOMINIUM  FOR  SALE 

Own  your  office  space.  Ideal  for  doctor’s 
office  in  an  excellent  suburban  com- 
munity of  Montville  in  Morris  County 
within  reach  of  hospitals.  Be  a part  of  a 
100,000  square  feet  office  condominium 
complex  with  Independent  entrance  and 
bathroom  for  your  unit.  Will  divide  to 
suit.  Free  partitioning  and  carpeting. 
Contact  George  at  212-556-3407  or 
201-666-5631  evenings  and  weekends. 


OFFICE  SPACE-Sublet.  Deptford. 
Furnished  medical  office  to  sublet  in  pro- 
fessional building  in  Deptford  area 
853-8720. 


OFFICE  SPACE — Sublet.  Livingston. 
700  feet,  medical  building.  Furnished,  ex- 
cellent parking,  newly  decorated,  excel- 
lent location.  Available  all  day  Mondays, 
Thursdays,  Fridays,  Saturdays  and  Sun- 
days. Contact  Dr.  Lazar,  201-568-3742  or 
write  Box  No.  126,  JMSNJ. 


OFFICE  TO  SHARE — Morristown,  cen- 
tral location.  Near  hospital,  fully 
equipped,  newly  decorated.  All  utilities 
included.  Ample  parking  available.  Near 
public  transportation.  Available  immedi- 
ately. 201-267-2555. 


OFFICE  TO  SHARE — North  Bmnswick. 
Fully  furnished,  all  utilities  paid,  avail- 
able immediately.  201-297-5908. 


OFFICE  TO  SHARE — Westfield,  central 
location,  near  hospital,  fully  equipped,  at- 
tractively decorated.  All  utilities  Included. 
Ample  parking  available.  Near  public 
transportation.  Available  immediately. 
201-233-5800. 


OFFICE  SPACE— Luxurious  Pro- 
fessional Office  Building  in  the  center  of 
Livingston.  Will  subdivide  to  suit.  Excel- 
lent terms.  Call  201-992-4597. 


OFFICE  SPACE — Professional  office, 
700  square  feet,  new  building,  ample 
parking,  good  location  in  Manahawldn. 
$500  per  month  includes  utilities. 
609-597-6800. 


ST.  MAARTEN — Villa  for  rent  or  sale  by 
owner.  Prime  location,  two  bedrooms,  2'/2 
baths,  A/C,  maid  service,  pool.  Beach, 
golf,  tennis,  casinos,  restaurants  nearby. 
Special  summer  rates.  Reserve  Xmas  and 
winter  '86  now.  Call  201-227-3960. 


OFFICE  SPACE— West  Caldwell.  Space 
for  rent  in  newly  renovated  professioucJ 
building.  Ample  parking.  Prime  location, 
Bloomfield  Ave.  201-226-5081. 


OFFICE  SPACE  to  SHARE— East  Or 
ange.  In  Medictfl  Arts  Building  at  109 
South  Munn  Avenue.  1,000  square  feet, 
4 extimining  rooms,  1 consultation  room. 
Fully  furnished  and  equipped.  Call 
201  994-35.50  or  201-674-21  10. 


RATE  INFORMATION  FOR  MEMBERS:  $5.00  per  insertion  up  to  25  words:  10  cents  each  additional  word.  Payable  in  advance. 
WORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000, 
c/o  JMSNJ”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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ATHLETIC  TEAM 
PHYSICIAN 

Attractive  opportunity  for  board  eligible/certified 
General  Practitioner  with  internal  and  sports 
medicine  practice  experience  preferred  to 
provide  medical  care  for  athletes  in  Divison  I pro- 
gram at  Rutgers— The  State  University  of  New 
Brunswick.  Candidate  should  have  significant 
interest  in  sports  medicine.  Duties  to  include  daily 
coverage  of  football  practices,  games  and  other 
sports  as  well  as  working  closely  with  athletic 
training  staff,  medical  specialists,  interns  and  Uni- 
versity health  center.  Send  resume,  indicating 
Ref.  No.  999,  to: 


THE  STATE  UNIVEPSITY  Of  NEW  JERSEY 

RUTGERS 

Division  Of  Personnel  Sen/ices 
New  Brunswick,  N J 08903 

An  Affirmative  Action^ 
Equal  Opportunity  Employer 


'PHYSICIAN 

HEAL 

THYSELF" 


Your  office  also  deserves  your  utmost 
care.  Make  a professional  impression 
with  professional  direction. 


WELLINGTON  HALL 

Architectural  St  Interior  Design 
Florence  Karasik  A.S.I.D. 

2112  Hwy.  35,  Ocean,  NJ.  07712 
(201)  493-3200 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth's  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

jjU  CompHealth 

A Physician  Group 


WiLSON  ROSS,  Regionai  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


HEALTH  CARE  PLAN  OF  NEW  JERSEY,  INC. 

(A  FEDERALLY  QUALIFIED  HEALTH  MAINTENANCE  ORGANIZATION) 


GROUP  PRACTICE 
OPPORTUNITIES 

BC/BE  Family  Practitioners  for  expanding 
federally  qualified  HMO,  service  40,000 
members  from  three  delivery  sites  in  Cos- 
mopolitan South  Jersey  area.  Congenial  staff 
of  40  full-time/part-time  physicians.  Excellent 
hospital  facilities  with  medical  school  affilia- 
tions. Easy  access  to  major  metropolitan 
cities. 

Send  curriculum  vitae  to: 

Personnel  Department 

Health  Care  Plan  of  New  Jersey,  Inc. 

165  Old  Marlton  Pike  and  Route  70 
Medford,  NJ  08055 
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E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF: 

HOMEOWNER’S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Montgomeiy  Street 

Jersey  City,  N.J.  07201 

(201)  333-4340  1(800)  BLANK  AG 


Had  It  With  Paper  Claims? 
Consider  Our  Management  Partners! 


We  claim  no  more  paper  insurance 
forms  for  your  office! 

' The  inefficiencies  of  paper  insurance  claims. . . 
preparing,  processing,  handling,  reimbursing, 

^ rejecting,  delaying. . .can  be  gone  from  your 
medical  office  management  forever.  American 
Annson’s  Electronic  Claims  Submission 
! System  allows  you  to  submit  claims 
: electronically  tor  fast,  efficient  processing. 

I 

Your  office  claims  the  benefits! 

Improved  cash  flow  results  from  an  accelerated 
claim  turnaround  time  and  reduction  of 
rejected  claims.  Operating  expenses  are 
reduced  because  the  cost  of  claim  creation  is 
minimized.  There  is  single,  streamlined  data 
entry- no  matter  how  many  claims  a patient 
incurs.  Your  staff  will  have  more  time  to  meet 
the  demands  of  a busy  medical  office-a  real 
plus  tor  your  practice. 

You  have  direct  communication! 

From  your  in-oftice  computer,  by  telephone, 

I to  the  insurance  carrier's  computer,  your 
Medicare,  Blue  Shield,  Medicaid  and  most 


commerical  insurance  claims  can  be  sent 
directly,  promptly  and  accurately.  Your  claims 
are  submitted  with  no  duplication  of  tedious 
office  tasks.  Costly  delay  causing  errors  can  be 
all  but  eliminated. 

You’ll  have  a complete  office 
management  system,  too! 

American  Annson's  Electronic  Claims 
Submission  System  is  a partner  to  IBM 
Doctor's  Office  Manager — we  wrote  them 
both!  The  “Manager”  is  the  most  widely 
installed  office  management  solution  tor 
attending  to  the  business  of  your  practice. 
Besides  handling  essential  duties  like  patient 
records,  accounts  receivable,  appointment 
scheduling,  etc.,  the  “Manager”  is  equipped 
with  capabilities  for  you  to  analyze  your  current 
business  and  to  plan  for  the  future  of 
your  practice. 

All  this  from  the  leaders  in  the 
health  care  industry! 

As  part  of  American  Hospital  Supply 
Corporation,  American  Annson  can  anticipate 
trends  in  health  care-changes  in  delivery 
patterns,  legislation,  new  products  and 


services.  We  are  committed  to  translating  that 
knowledge  into  service  and  support  tor  our 
clients.  Our  Electronic  Claims  Submission 
System  and  IBM  Doctor's  Office  Manager  are 
backed  by  installation,  training,  toll-free 
hotlines  and  updates. 

Claim  this  opportunity! 

An  American  Annson  consultant  can  give  you 
complete  details  on  our  management  partners. 
Specialists  will  evaluate  your  practice  needs 
and  help  you  implement  a complete  office 
system  and  a “paperless  claims”  revolution. 
Call  for  a free  consultation: 

In  Illinois  1-800-323-2408 
Outside  Illinois  1-800-531-3287 


American  Annson 

American  Hospital  Supply  Corporation 
100  Raritan  Center  Parkway 
Edison,  New  Jersey  08818 


American  Annson 

j 

I 1985  American  Hospital  Supply  Corporation 
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Sij^rt  Network 


you  know  someone 
who  is  homebound  and  wants  security  with  dignity? 


Are  you  medically  at  risk  but  wish  to  remain 
independent? 


Now  there’s  an  alternative  to  continuous  care . . . 


Whether  homebound  by  short-term  or  long-term  health 
problems  our  new  communications  link  keeps  this 
support  network  at  your  fingertips  24  hours  a day. 


On  Call 

24  Hours  a Day 


Available  through  your  local  hospital,  the  Homebound 
Communications  Program  lets  you  signal  for  help  from 
your  home,  even  when  you  can’t  reach  a phone. 


For  Information  Call  1-609-452-9280 


HOMEBOUND  COMMUNICATIONS  PROGRAM 

Sponsored  by  The  New  Jersey  Hospital  Association 


Funding  support  provided  by 
The  Robert  Wood  Johnson  Foundation. 
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★★★★★★★★★★★★★★★★ 


SURGEONS 

Have  you 
considered 
the  U.S.  Army 

Reserve? 


□ SERVE  IN  THE  ARMY  RESERVE  MEDICAL  DEPARTMENT  AS  A COMMISSIONED  OFFICER 

□ CME  PROGRAMS  FUNDED  BY  THE  U.S.  ARMY 

□ FLEXIBLE  HOURS  AND  LOCATIONS  AS  NOT  TO  INTERFERE  WITH  YOUR  PRACTICE 

□ NON-CONTRIBUTIVE  RETIREMENT  ANNUITY 

□ A CHANCE  TO  BROADEN  YOUR  MEDICAL  EXPERTISE 

CALL  COLLECT 
(718)  352-5850 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

USAR  AMEDD  Procurement 
P.O.  Box  4649 
Bay  Terrace,  NY  11360-4649 


Name: 

Specialty:. 

Address:. 


Business  Phone: 


Home  Phone: 


Best  Time  to  Call: 
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Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules' 


^ Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Keflex^ 

cephalexin 

Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


420113 


Additional  information 
available  to  the  profession 
on  request. 
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MSNJ  STATEMENT  ON  BLUE  SHIELD 
FEE  REDUCTION 

The  Medical  Society  of  New  Jers^  has  received  a 
request  from  the  Chairman  of  the  Board  of  Blue  Shield 
to  urge  Society  members  to  reduce  their  fees  to  Blue 
Shield  by  5 percent  because  of  a large  deficit  In  the 
Blue  Shield  Plan. 

MSNJ  does  not  know  the  nature  and  extent  of  the 
Blue  Shield  deficit  but  Is  aware  that  the  financial  base 
of  the  Plan  has  been  eroding  in  the  last  few  years. 

Members  of  the  Society  engaged  in  a voluntary  fee 
freeze  for  this  past  year.  Additionally,  the  federal  gov- 
ernment froze  payments  to  physicians  under  Medicare 
from  October  1,  1984,  to  September  30,  1985.  During 
this  same  time  period  the  costs  of  goods  and  services 
necessary  to  physicians  In  their  practices  have  risen 
unchecked.  Malpractice  insurance  alone  rose  by  over 
24  percent. 

Physicians  cannot  be  expected  to  bear  the  cost  over- 
runs of  the  government  or  private  industry.  Likewise, 
MSNJ  at  this  time  cannot  urge  its  members  to  reduce 
their  fees  to  Blue  Shield.  That  would  give  Blue  Shield 
an  unfair  competitive  advantage  over  other  Insurers 
and  purchasers  of  care.  It  also  should  be  noted  that 
Blue  Shield  fees  have  been  frozen  for  the  past  year. 

The  Blue  Shield  fee  freeze  coupled  with  the  Medicare 
freeze  has  resulted  In  some  physicians  finding  It  dif- 
ficult to  continue  treating  Blue  Shield  and  Medicare 
patients.  A Blue  Shield  reduction  can  only  exacerbate 
these  problems  since  at  present  Blue  Shield  payments 
are  based  on  1982  charges. 

The  Society  fully  recognizes  the  importance  of  a 
sound  Blue  Shield  Plan  to  the  people  of  New  Jersey  and 
will  do  its  best  to  resolve  those  issues  it  can.  Until  the 
details  of  the  Blue  Shield  situation  have  been  pre- 
sented to  the  Society  and  analyzed,  we  cannot  take 
action  on  the  Blue  Shield  request. 

PROFESSIONAL  CONDUCT  OF  LICENSEES  AND 
BUSINESS  RELATIONSHIPS 

The  following  Is  a letter  sent  to  Charles  A Janousek, 
Executive  Secretary,  State  Board  of  Medical  Exam- 
iners, from  Drs.  Frank  Watson  and  Ralph  Florettl: 


The  following  comments  are  submitted  to  you  in 
regard  to  the  above  matter  pursuant  to  the  notice  pub- 
lished In  the  April  15,  1985,  Issue  of  the  New  Jersey 
Register.  In  that  notice,  the  Board  poses  a number  of 
sweeping  questions  and  a printed  amendment  to  the 
current  prohibition  of  the  kickback  rule  (N.JAC. 
13:35-6.4). 

1 . The  first  question  asked  is  whether  a physician 
ethically  may  refer  a patient  to  a separate  entity  which 
provides  a separate  and  limited  health  care  service  If 
the  physician  has  an  ownership  Interest  in  and  re- 
ceives profits  from  that  entity.  Such  a practice  is  cur- 
rently common  and  acceptable,  and  is  recognized  as 
ethical  by  the  AMA  Judicial  Council.  We  believe  it 
would  be  appropriate  for  the  referring  physician  to  be 
required  to  disclose  to  the  patient  his  ownership  In  the 
entity.  Please  remember  that  many  hospitals  require 
or  urge  attendings  to  refer  patients  for  such  services 
to  hospital-owned  or  operated  facilities.  While  In  those 
Instances  a physician  may  not  receive  a direct  profit 
(although  he  could  if  a “joint  venture”),  he  receives  an 
indirect  profit  by  expanding  the  capacity  of  the  hospi- 
tal where  he  directs  his  patients.  Further,  hospital  ad- 
mitting privileges  are  granted  onfy  to  very  carefuUy 
selected  physicians.  Hospitals  are  now  closing  their 
staffs.  Membership  on  a staff  Is  a vigorously  guarded 
and  protected  economic  benefit.  Whatever  Is  applicable 
to  a physician-owned  facility  also  should  be  applicable 
to  any  facility  owned  directly  or  Indirectly  by  a hospital 
at  which  the  doctor  holds  staff  privileges. 

An  additional  complicating  factor  is  that  several  hos- 
pitals In  New  Jersey,  Including  the  University  of  Medi- 
cine and  Dentistry  of  New  Jersey  Hospital  in  Newark 
have  contracted  with  management  corporations  to 
manage  their  hospitals.  Those  corporations  sell  pub- 
licly issued  stocks  which  many  physicians  own.  The 
proposal  of  the  Commissioner  would  prevent  doctors 
from  referring  patients  to  the  University  of  Medicine 
and  Dentistry  of  New  Jersey  hospital.  The  same  con- 
cepts also  would  prevent  doctors  from  being  share- 
holders in  a proprietary  hospital  to  which  they  admit 
patients. 

2.  The  second  question  asks  whether  a licensee  may 
bill  for  a service  rendered  by  an  employee  for  a 
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prescribed  service  In  excess  of  actual  cost  to  the  em- 
ployer. The  answer  Is  yes.  This  Is  not  only  currently 
accepted,  It  Is  a widespread  practice.  Whether  the  situ- 
ation occurs  In  a professional  practice  or  a commercial 
service  corporation  not  related  to  health  care,  It  Is 
accepted  that  the  employer  will  profit  from  the  labor 
of  an  employee.  The  Instance  of  physical  therapy  does 
not  alter  that  premise.  Physicians  hire  all  categories 
of  employees  whose  services  may  appear  as  separate 
charges  on  bills,  and  there  Is  no  reason  why  that 
should  not  continue  to  be  legal.  It  Is,  of  course,  perfectly 
appropriate  for  physicians  to  hire  other  physicians 
and  bill  for  those  services  at  a rate  higher  than  the 
actual  cost  to  the  employer.  Assuming,  however,  that 
this  practice  Is  made  Improper,  then  It  also  should  be 
Improper  for  hospitals  to  bill  for  the  services  of  em- 
ployed licensees  at  a rate  In  excess  of  the  cost  to  the 
hospital.  The  same  would  have  to  apply  to  HMOs.  The 
real  Issue  here,  as  with  all  the  questions  and  situ- 
ations, Is  whether  the  service  was  medically  Indicated 
and  the  charge  reasonable.  Anything  else  simply  pre- 
sents an  unworkable  situation. 

3.  This  question  asks  whether  commercial  arrange- 
ments based  on  a percentage  of  gross  Income  are  ac- 
ceptable. We  assume  that  this  question  relates  to  situ- 
ations where  office  space  and/or  equipment  or  services 
are  rented  or  leased  to  a doctor  by  another,  and  the 
payments  are  predicated  upon  a percentage  of  the  doc- 
tor’s gross  Income.  Such  an  arrangement  gives  a 
nonphyslclan  an  economic  Interest  In  a practice  which 
Is  not  advisable.  We  believe  adequate  terms  can  be 
arrived  at  and  an  amount  certainty  can  and  should  be 
established. 

In  regard  to  physican  ownership  of  a health-related 
stock,  we  believe  If  the  stock  is  a public  Issue,  i.e.,  sold 
through  an  exchange  regulated  by  the  Securities  and 
Exchange  Commission,  there  should  be  no  require- 
ment of  disclosure  nor  any  prohibition  of  ownership, 
referral,  or  use  of  the  product.  If  the  stock  Is  a privately 
held  Issue,  then  the  activity  should  be  permitted  but 
disclosure  considered. 

We  believe  the  preceding  discussion  leads  to  the  con- 
clusion that  the  language  offered  by  the  Commissioner 
of  Health  is  not  acceptable  or  realistic,  and  Is  un- 
workable. It  will  deprive  the  public  of  service  options, 
would  reduce  competition  rather  than  encourage  It, 
and  also  presents  an  Incredible  enforcement  problem 
along  with  constitutional  issues.  As  we  have  pointed 
out  earlier,  physicians  benefit  from  hospital  privileges. 
By  referring  patients  to  hospital-owned  entitles,  the 
physician  assures  a more  favorable  review  by  the  hos- 
pital appointing  authority  and  a greater  capacity  to 
serve  his  practice.  That  clearly  Is  an  indirect  and  valu- 
able benefit  and  It  would  be  precluded  by  the  proposal. 
Also  precluded  would  be  joint  ventures  between  doc- 
tors and  hospitals. 

We  find  that  the  present  regulation  of  the  Board, 
coupled  with  a “disclosure”  requirement,  and  where 
appropriate,  at  the  request  of  the  patient  a prescrip- 
tion option,  would  be  the  most  appropriate  solution. 

These  comments  are  presented  with  the  approval  of 
the  Board  of  Trustees  on  behalf  of  the  9,500  members 
of  the  Medical  Society  of  New  Jersey.  We  hope  they  are 
helpful  to  you. 
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REPORTING  HAZARDOUS  SUBSTANCES 

The  following  is  a letter  received  by  Vincent  A 
Maressa,  MSNJ  Executive  Director,  from  Robert 
Altman,  M.D.,  Assistant  Commissioner,  Division  of 
Epidemiology  and  Disease  Control,  New  Jersey  Depart- 
ment of  Health: 

I am  writing  in  reply  to  your  letter  concerning  prob- 
lems that  physicians  are  having  with  bills  from  the 
Department  of  Labor  related  to  the  Right  to  Know  Law. 
1 am  sorry  for  the  delay  in  replying  to  you  but  it  took 
extended  conversations  with  the  Department  of  Labor 
to  resolve  the  matter.  We  are  very  sorry  for  the  con- 
fusion that  this  has  caused  physicians. 

It  was  our  original  understanding  with  the  Depart- 
ment of  Labor  that  physicians  who  reported  no  haz- 
ardous substances  on  the  Workplace  Survey  and  wrote 
“no  hazardous  substances”  on  the  assessment  bill 
were  exempt  from  paying  the  fee.  This  understanding 
was  confirmed  in  a memo  from  Commissioner  Gold- 
stein to  Commissioner  Serralno  of  the  Department  of 
Labor.  Prior  to  receiving  your  letter,  we  were  not  in- 
formed that  the  Department  of  Labor  was  unable  to 
follow  this  procedure. 

Because  of  some  mlscommunication,  the  Depart- 
ment of  Health  was  not  informed  that  the  Finance  and 
Controller’s  Office  In  the  Department  of  Labor  would 
only  accept  “no  hazardous  substances”  on  an 
assessment  after  the  Department  of  Health  had  sup- 
plied the  controller’s  office  with  a list  of  employers  who 
had  reported  “no  hazardous  substances”  on  a Work- 
place Survey. 

As  a result,  we  continued  to  advise  physicians  ac- 
cording to  our  original  understanding.  We  now  know 
that  the  Department  of  Labor  has  not  accepted  the 
assessment  bills  from  physicians  that  have  the  words 
“no  hazardous  substances”  written  on  them.  In  fact, 
the  Department  of  Labor  has  sent  followup  bills  and 
delinquency  notices  to  these  physicians. 

To  correct  this  problem,  the  Department  of  Labor 
has  agreed  temporarily  not  to  send  any  more  bills  or 
delinquency  notices  to  employers  in  Standard  Indus- 
trial Classification  Code  80  (which  includes  phy- 
sicians). In  turn,  the  Department  of  Health  will  provide 
to  the  Department  of  Labor  the  names  of  physicians 
who  have  reported  “no  hazardous  substances”  on  the 
Workplace  Survey  which  they  have  completed  and  re- 
turned to  the  Department  of  Health.  The  employers  on 
this  list  prepared  by  the  Department  of  Health  will  be 
exempted  from  the  fee  or  a refund  will  be  made  if  the 
physician  already  has  paid  the  assessment  fee. 

I hope  that  this  arrangement  is  satisfactory.  We 
would  appreciate  your  conveying  this  information  to 
the  physicians  who  contact  your  office  and  through  a 
notice  in  your  newsletter. 

Again,  please  accept  our  apologies  for  this  mis- 
understanding and  accept  our  appreciation  for  your 
assistance  in  correcting  this  problem.  If  there  are 
further  problems  in  this  regard,  please  let  me  know 
right  away. 

PRO  MONITORING  PROJECT 

The  American  Medical  Association  announces  an 
innovative  new  program  to  evaluate  physicians’  and 
hospitals’  experiences  with  the  Peer  Review  Organlza- 
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tions  (PROs)  set  up  to  monitor  the  health  care  de- 
livered to  Medicare  beneficiaries.  Under  the  PRO  pro- 
gram, both  utilization  and  quality  issues  will  be  looked 
at  by  state-level  PROs  under  contract  to  the  federal 
government.  A percentage  of  all  Medicare  discharges 
will  be  reviewed  with  respect  to  a set  of  quality  and 
utilization  objectives  contractual^  agreed  to  by  each 
PRO  with  the  Health  Care  Financing  Administration 
(HCFA). 

The  AMA  is  interested  in  learning  of  individual  phy- 
sicians’ and  hospitals'  experiences,  both  positive  and 
negative,  which  they  feel  are  attributable  to  the  new 
peer  review  system.  While  the  AMA  is  interested  in  all 
relevant  experiences,  areas  of  particular  interest  would 
Include:  changes  in  length  of  stay,  admission  and  dis- 
charge policies,  preadmission  certification  procedures, 
utilization  and  quality  review  results,  administration 
relations  between  hospitals  and  physicians  and  the 
PROs,  any  demonstrable  impact  that  PRO  review  may 
have  on  the  cost  or  quality  of  care,  and  the  results  of 
any  PRO  efforts  to  review  patients  other  than  Medicare 
beneficiaries. 

Physicians  or  hospital  medical  staffs  who  would  like 
to  share  this  information  with  the  AMA  are  en- 
couraged to  describe  their  expe’rience(s)  in  a brief  letter 
and  direct  it  to:  AMA  PRO  Monitoring  Project,  Depart- 
ment of  Health  Care  Financing  & Organization,  AMA 
Post  Office  Box  10947,  Chicago,  II  60610. 

All  sources  of  Information  provided  will  be  kept  con- 
fidential. The  data  will  be  carefully  analyzed  and  the 
results  used  by  the  AMA  as  the  Association  pursues 


further  involvement  with  PROs  and  as  it  develops  new 
ways  to  assist  physicians  and  medical  staffs  in  dealing 
with  this  program. 

GOOD  SAMARITAN 

The  following  is  a letter  sent  from  Martin  E.  John- 
son, Director  of  Public  Affairs  and  Medical  Education, 
MSNJ,  to  Annemarle  Cooke,  staff  writer  from  the  New 
Brunswick  Home  News: 

Your  picture-story  of  the  serious  automobile  acci- 
dent that  occurred  Thursday  evening,  April  11,  1985, 
appeared  in  the  Friday,  April  12,  1985,  issue  of  the 
Home  News. 

I have  since  learned  that  Charles  Akselrad,  M.D.,  of 
Princeton,  was  the  physician  that  came  upon  the  scene 
and  gave  emergency  medical  treatment  to  the  victims. 
His  intervention  and  skill  contributed  to  the  survival 
of  the  accident  victims. 

Many  of  the  outstanding  professional  accomplish- 
ments of  physicians  go  unnoticed.  Doctor  Akselrad  left 
the  scene  of  the  accident  after  the  emergency  squads 
were  able  to  trcmsport  the  victims  to  the  hospital. 

True  professional  that  he  is,  he  did  not  identify 
himself,  but  took  consummate  pleasure  in  knowing 
that  he  contributed  to  saving  the  young  victims'  lives. 

It’s  nice  to  be  part  of  a story  with  a happy  ending 
for  a change. 

FINI 

“Whatever  knowledge  you  put  in  your  head  can  never 
be  stolen  by  anyone — learn  every  day." 
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Legislative  Update 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-70 

Codey 

To  change  requirements  for 
eligibility  to  be  Commissioner  of 
Health 

Active  Opposition 

Senate:  IHW 

In  committee 

S-111 

Bubba 

To  require  a physician  to  present 
surgical  consent  forms  at  the  time 
surgery  is  agreed  upon 

Active  Opposition 

Senate;  UP 

In  committee 

S-243 

Hagedom 

To  provide  procedures  for 
Involuntary  civil  commitment  of 
the  mentally  ill 

Active  Opposition 

Senate:  IHW 

In  committee 

S-424 

Dorsey 

To  provide  for  the  abolishment  of 
certain  state  agencies  for  specific 
periods  of  time  and  to  create  a 
Joint  Legislative  Committee  on 
Regulatory  Agencies 

Active  Support 

Senate:  SGF&IR&VA 

In  committee 

S-607 

Bassano 

To  require  the  padding  of  all  metal 
bars  In  school  buses  with  energy- 
absorbing materials  to  be  Included 
in  the  State  Board  of  Education’s 
rules  and  regulations 

Active  Support 

Senate:  LPS&D 

In  committee 

S-723 

Brown 

To  require  the  State  Department 
of  Health  to  prepare  a booklet  on 
breast  cancer  and  require 
physicians  to  give  a copy  of  the 
booklet  to  breast  cancer  patients 

Active  Opposition 

Senate:  IHW 

In  committee 

S-752 

Hlrkala 

To  provide  that  certain 
information  of  hospitals  and  long- 
term health  care  facility  review 
committees  be  considered 
confidential 

Active  Support 

Senate:  IHW 

In  committee 

S-754 

Hlrkala 

To  provide  Immunity  from  civil 
liability  to  members  of  hospital 
governing  bodies  In  connection 
with  certain  review  actions 

Active  Support 

Senate;  J 

In  committee 

S-1067 

Feldman 

To  establish  and  license  two 
categories  of  social  workers 

Active  Opposition 

Senate:  IHW 

In  committee 

S-1079 

Dumont 

Provides  for  a 3-year  statute  of 
limitations,  except  for  fraud. 
Intentional  concealment,  or 
nontherapeutlc  or  diagnostic 
purpose.  Minors  have  until  age  1 1 
or  any  Injury  prior  to  age  8 

Active  Support 

Senate:  J 

In  committee 

S-1112 

Hurley 

To  establish  a cap  on  the  amount 
of  damages  which  may  be  aweirded 
for  pain  and  suffering  In  eertaln 
civil  actions 

Active  Support 

Senate:  J 

In  committee 

S-1135 

Dalton 

To  eliminate  certain  sources  of 
wIndfaU  benefits  In  personal 

Active  Support 

Senate;  J 

In  committee 

Injury  and  wrongful  death  actions 
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Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 


Bill 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-1140 

Feldman 

To  Impose  certain  requirements 
on  the  plaintiff  In  a medical 
malpractice  proceeding 

Active  Support 

Senate;  J 

In  committee 

S-1182 

Saxton 

To  establish  the  Automobile 
Insurance  Medical  Fee  Schedule 
Board 

Active  Opposition 

Senate:  LIP 

In  committee 

S-1190 

Feldman 

To  authorize  a court  to  award 
reasonable  attorney’s  fees  to  a 
party  who  prevails  agcdnst  a friv- 
olous claim  for  relief  in  a civil  ac- 
tion 

Active  Support 

Senate:  J 

In  committee 

S-1775 

Orechlo 

Allows  chiropractors  who  are 
licensed  to  practice  by  written 
examination  In  any  state  and  who 
have  completed  4,300  classroom 
hours  In  a chiropractic  school  to 
become  licensed  to  practice  by 
virtue  of  a clinical  examination 

Active  Opposition 

Senate:  LIP 

Out  of 
Assembly: 
2nd  reading 

S-1839 

Dalton 

Amends  existing  law  to  allow  a 
psychologist  to  supply  evidence  of 
a need  for  gucirdlanship  of  a minor 
who  Is  In  the  custO(fy  of  the  NJ 
Division  of  Mental  Retardation 

Active  Opposition 

Senate:  IHW 

Out  of 
committee; 
2nd  reading; 
amended 

S-1840 

Cardlnale 

Exempts  the  private  practice  of 
medicine  from  the  certificate  of 
need  law 

Active  Support 

Senate:  IHW 

In  committee 

S-1846 

Garibaldi 

Provides  that  cancers  caused  by 
exposure  to  heat,  cold,  radiation, 
or  a known  carcinogen  which 
manifest  themselves  in  active 
police  or  firemen  are  assumed  to 
be  accidental  and  work-related 
disabilities 

Active  Opposition 

Senate:  SGF&IR&VA 

In  committee 

S-2019 

Lynch 

Creates  the  profession  of  contact 
lens  dispensing  and  fitting  for 
nonphysicians  and  nonop- 
tometrists. Licensure  and  regu- 
lation would  be  through  the 
Board  of  Examiners  of 
Ophthalmic  Dispensers  and 
Ophthalmic  Technicians.  A 
prescription  by  a licensed  op- 
tometrist or  ph5^1clan  would  be 
required 

Active  Opposition 

Senate:  LIP 

In  committee 

S-2159 

Hagedom 

Substantially  alters  the 
involuntEiry  commitment  law. 
Significantly,  certification  may  be 
effected  by  psychologists,  nurses, 
or  social  workers  who  have 
conducted  examination  within  the 
three  days  prior  to  certification 

Active  Opposition 

Senate:  J 

In  committee 
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i^EGISLATIVE  UPDATE 

Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

BiU 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

S-2379 

Costa 

Provides  that  consulting 
physicians  are  not  to  be 
reimbursed  unless  patient  has 
agreed,  in  writing,  prior  to 
consultation.  Substantial 
incapacity  of  patient  and 
mandatory  consultation  as  a 
result  of  law,  hospital  rule,  or 
Insurance  contract  are  excepted 

Active  Opposition 

Senate:  IHW 

In  committee 

S-2544 

Bubba 

Requires  express  written  consent 
to  surgery  except  in  cases  of  physi- 
cal or  mental  incapacity  or  emer- 
gencies. The  State  Board,  after 
consultation  with  the  Health 
Dept.,  MSNJ,  and  NJHS,  shaU 
prescribe  the  consent  forms  which 
shall  be  used  by  physicians 

Active  Support 

Senate:  LIP 

In  committee 

S-2869 

Codey 

Amends  certificate  of  need  to  in- 
clude physicians  whenever  a 
health  service  has  been  re- 
gionalized by  regulation  of  the 
Dept,  of  Health.  Regulation  would 
terminate  within  three  years,  at 
which  time,  the  Commissioner 
could  readopt  the  regulation 

Active  Opposition 

Senate 

In  committee 

Senate 

Committee  Key 
ED:  Education 

IHW:  Institutions,  Health  and  Welfare 

J:  Judiciary 

LIP:  Labor,  Industry  and  Professions 

LPS&D:  Law,  Public  Safety  and  Defense 

SGF&IR&VA;  State  Government,  Federal  & Interstate 
Relations  & Veterans  Affairs 

A-115 

Otiowski 

To  authorize  optometrists  to 
prescribe  a limited  number  of  eye 
medications 

Active  Opposition 

Assembly:  HERP 

In  committee 

A-708 

Hardwick 

To  create  a temporary  committee 
to  study  Diagnosis  Related  Group 
System  used  for  setting  hospital 
rates  and  appropriate  $45,000 

Active  Support 

Assembly:  CHHS 

In  committee 

A-926 

Weidel 

To  create  an  Automobile 
Insurance  Fee  Schedule  Board  in 
the  New  Jersey  Department  of  In- 
surance to  adopt  a reasonable  fee 
schedule  for  medical  services  aris- 
ing from  passenger  automobile  ac- 
cidents 

Active  Opposition 

Assembly:  BI 

In  committee 

A-960 

Miller 

To  permit  individual  patients  or 
Insurers  to  appeal  hospital  bills  in 
cases  of  assignments  under  the 
Diagnosis  Related  Groups 

Active  Support 

Assembly:  CHHS 

In  committee 
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Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active  Position 

BUI 

Subject 

MSNJ 

Posidon 

Committee 

Present  Status 

A-963 

Miller 

To  eliminate  the  Diagnosis  Related 
Groups  methodology  and  replace  it 
with  one  to  be  devised  by  the  NJ 
Dept  of  Health  in  one  year 

Active  Support 

Assembly:  CHHS 

In  committee 

A- 1056 
Muzlani 

To  require  attending  physicians 
and  certified  nurse  midwives  to 
inform  pregnant  women  of  any 
drugs  expected  to  be  used  during 
pregnancy  and  the  possible  ef- 
fects thereof 

Active  Opposition 

Assembly:  CHHS 

Passed  in 
Assembly: 
received 
in  Senate 
committee 

All  16 
Patero 

To  permit  licensed  psychologists 
to  certify  disability  under 
Temporary  Disability  Benefits  Law 

Active  Opposition 

Assembly:  L 

Out  of 
committee; 
2nd  reading: 
cimended 

A-1159 

Herman 

To  require  licensed  physicians  or 
chiropractors  to  notify  the  State 
Board  of  Medical  EScaminers  If 
they  accept  Medicare  assign- 
ments 

Active  Opposition 

Assembly:  HERP 

Out  of 
committee; 
2nd  reading; 
amended 

A-1471 

Garvin 

To  require  a physician  to  obtain, 
in  advance,  the  patient’s 
authorization  to  perform  a biopsy 
or  mastectomy 

Active  Opposition 

Senate:  IHW 

Signed  into  law 
as  c.  185  P.L. 
1984 

A-1541 

Karcher 

To  provide  for  the  licensing  of 
persons  who  practice  hypnosis 
and  limit  the  practice,  teaching,  or 
preparation  of  hypnosis  tapes  to 
licensed  practitioners 

Active  Opposition 

Assembly:  HERP 

Out  of 
committee; 
2nd  reading: 
amended 

A- 1559 
Garvin 

Requires  DepL  of  Health  cind  the 
State  Board  of  Medical  Examiners 
to  prepare  a booklet  on  all  aspects 
of  the  treatment  of  breast  cancer. 
Physicians  are  required  to 
distribute  the  book  to  ^proprlate 
patients  and  to  discuss  It  with 
them 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A- 1682 
Muhler 

Creates  a seven-person  Board 
within  the  Department  of  Humcin 
Services  vested  with  the  authority 
to  release  or  continue  the 
commitment  of  persons  who  were 
found  Incapable  of  standing  trial 
or  not  guilty  by  reasons  of 
Insanity.  A Superior  Court  judge 
currently  makes  these  decisions 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A- 1870 
Garvin 

Amends  existing  statutes  to 
require  either  seat  belts  or 
restraint  systems  for  all  children 
under  ten  in  a motor  vehicle. 
Current  law  applies  to  children 
under  age  five 

Active  Support 

Assembly:  Cl 

In  committee 
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Status  of  Legislation  on  Which  MSNJ  Has  Taken  an  Active 


Bill 

Subject 

MSNJ 

Position 

Committee 

A-1921 

Miller 

Establishes  a 3-year  statute  of 
limitations  in  tort  actions  against 
health  care  providers.  Children 
would  have  until  age  1 1 to  bring 
action  for  injuries  prior  to  age  8. 
After  age  8,  they  come  under  the  3- 
year  standard.  Fraud, 
concealment  and  unintentional 
foreign  bodies  "toll”  the  statute 

Active  Support 

Assembly:  JUD 

A- 1922 
Miller 

Provides  that  within  60  days  of 
filing  a medical  malpractice 
complcilnt  the  plaintiff  must 
supply  an  affidavit  by  a qualified 
expert  that  reasonable  cause 
exists  to  believe  malpractice 
occurred 

Active  Support 

Assembly:  JUD 

A-2115 

Otlowski 

Permits  optometrists  to  use 
topical  drugs  for  treatment  and 
diagnostic  purposes 

Active  Opposition 

Assembly:  CHHS 

AR-31 

Herman 

Requests  the  Commissioner  of 
He^th  to  educate  the  public,  par- 
ticularly young  people,  about  the 
dangers  of  cigarette  smoking 

Active  Support 

Assembly:  CHHS 

A-19I8 

Miller 

Provides  that  collateral  sources  of 
payment  shall  be  used  to  offset 
damages.  Further  provides 
structured  payments  may  be  used 
at  the  request  of  either  party  if  the 
future  damages  exceed  $ 1 00,000 

Active  Support 

Assembly:  JUD 

A-1919 

Miller 

Provides  a $ 1 00,000  cap  on 
damages  for  pain  and  suffering  to 
personal  injury  actions 

Active  Support 

Assembly:  JUD 

A-2106 

Patemiti 

Requires  nursing  homes  with  100 
beds  or  more  to  dedicate  10 
percent  of  bed  capacity  to  indigent, 
10  percent  to  complex  care,  and  10 
percent  for  medic^  day  care 
services 

Active  Opposition 

Assembly:  CHHS 

A-2122 

Cooper 

Establishes  seating  restraint  and 
emergency  exit  requirements  for 
school  buses 

Active  Support 

Assembly:  ED 

A-2293 

Kalik 

Appropriates  $9.45  million  for  the 
UMDNJ  Osteopathic  School  in 
Stratford 

Active  Opposition 

Assembly:  RFA 

A-2304 

To  require  that  the  driver  and 
passengers  in  the  front  seat  of  an 
operating  passenger  automobile 
wear  the  safety  seat  belt  provided 

Active  Support 

Assembly:  LPSD 

Position 

Present  Status 


In  committee 


In  committee 


Returned  to 
Committee 


In  committee 


In  committee 


In  committee 


In  committee 


In  committee 


Signed  into  law 
as  c.  4 P.L. 

1985 


Signed  into  law 
as  c.  179  P.L. 
1984 
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BiU 

Subject 

MSNJ 

Position 

Committee 

Present  Status 

A-2140 

Rooney 

Provides  that  ajudge  may  order  a 
Juvenile  offender  to  be  examined 
by  a physician,  optometrist,  or 
audiologist 

Active  Opposition 

Assembly:  JUD 

Passed  in 
Assembly;  in 
Senate 
committee 

A-2757 

Kem 

Empowers  the  SBME  to  license 
and  regulate  nurse-mldwlves. 

Active  Opposition 

Assembly:  HERP 

In  committee 

Creates  five-member  Nurse- 
Mldwlves  Examining  Committee 
which  would  have  the  power  to 
license  and  regulate  nurse- 
mldwlves.  Committee  would  have 
stipulated,  delegated  powers  from 
Board  and  would  function 
independent  of  Board 


A-2889 

Herman 

Provides  for  separate  licensing 
board  to  register  physician 
assistants  who  would  function 
under  the  supervision  of  a licensed 
physician  at  the  2: 1 ratio 

Active  Opposition 

Assembly:  CHHS 

In  committee 

A-3110 

Hardwick 

Provides  for  structured  payments 
in  cases  exceeding  $ 100,000  lia- 
bility in  future  damages.  Prohibits 
punitive  damages  in  medical 
malpractice  cases 

Active  Support 

Assembly:  JUD 

In  committee 

A-3111 

Hardwick 

Requires  the  Court  to  award 
attorneys  fees  to  the  prevailing 

Active  Support 

Assembly:  JUD 

In  committee 

party  if  the  other  side  has  been 
guilty  of  frivolous  actions 


Assembly 

Committee 

Bl:  Banking  and  Insurance 

CHHS:  Corrections,  Health  and  Human  Services 

Cl:  Commerce  and  Industry 

ED:  Education 

HERP:  Higher  Education  and  Regulated  Professions 

JUD:  Judicial 

L Labor 

LPSD:  Law,  Public  Safety  and  Defense 

REA  Revenue,  Finance  and  Appropriations 
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DO  YOU  KNOW  HOW  YOUR  PATIENTS  FEEL: 

About  your  staff,  hours  or  the  care  you  provide? 

DO  YOU  KNOW:  How  your  patients  were  referred  to  you 
or  How  your  patients  feel  about  reconunending  your  services? 

KATCHER  & ASSOCIATES:  Can  help  you  answer  these 
questions  and  more  with  our: 

MEDICAL  PATIENT  OPINION  SURVEY: 

Quality,  affordable  survey  research. 

For  free  consultation,  call: 

Dr.  Bruce  Katcher,  Ph.D. 

(201)  673-8489 


PENNSYLVANIA  SPERM  BANK 


A cryogenic  semen  storage  facility  for  your  patients: 
(1)  pre-vasectomy;  (2)  pre-chemotherapy;  (3)  pre-radiation 
therapy;  (4)  prior  to  surgery  \«hlch  may  affect  fertility; 

(5)  hazardous  occupational  exposures. 


■ U’e  re  thinking  about  tomorrow. . . today. 

Inquiries:  (215)  886-7706,  or  write:  PSB,  Benson  East, 
Suite  415,  Jenkintown,  Pa.  19046. 


Magnetic 
resonance  imaging 
as  ciose  as  Trenton, 
as  competent  as  our 
15-year  tradition. 


AldGNETIC 

mdGING 

A SERVICE  OF  WDWTION  NUCLE4R>1SSOa4fES 


800  Brunswick  Ave.,  Trenton,  NJ  08638  (609)  989-7077/9 


\Ne  are  Healthways  and  HMO  of  New  Jersey  members. 
Our  machine  is  FDA  approved. 

MR!  is  also  reimbursable  under  most  insurance  programs. 

Bernard  M.  Schnur,  M.D.,  Consultant  for  MRI  Mammography. 


PROMPT  HOLTER  REPORTS 

All  Reports  phoned  the  same  day  tapes  are  received.  Written  reports  follow. 

Service  includes  scan  with  or  without  interpretation  by  board  certified  cardiologist. 
You  may  provide  interpretation  and  bill  accordingly. 

State  of  the  art  Del  Mar  Avionics  equipment. 

Scanning  by  experienced  coronary  care  personnel. 

Recorders  available. 

Competitive  fees. 

For  more  information  contact: 

Northeast  Cardioiogy  Associates 
1 Evergreen  Woods 
700  Mt.  Hope  Ave. 

Bangor,  Maine  04401 
Tel:  207-947-5466 
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COMMENTARY* 


Governor  Kean  signed  into  law  a 
measure  adopted  by  the  legis- 
lature which  spells  out  a specific 
procedure  to  be  followed  in  obtaining  a patient’s  con- 
sent to  surgery  for  a breast  tumor.  Assembly  Bill  1471 
states  that  before  a physician  operates  on  a patient  for 
a tumor  of  the  breast,  he  must  obtain  the  patient’s 
written  consent  to:  a biopsy  only;  a mastectomy  only; 
or  both  a biopsy  and,  if  necessary,  mastectomy  or  other 
operation.  Furthermore,  the  act  states  that  the  form 
shall  be  constructed  so  as  to  indicate  this  choice.  The 
bill  is  effective  immediately.  Failure  to  comply  with  this 
act  makes  the  physician  liable  to  action  by  the  Board 
of  Medical  Examiners. 

The  Risk  Prevention  Department  of  the  Medical 
Inter-Insurance  Exchange  of  New  Jers^  would  rec- 
ommend that  the  surgical  staff  consult  with  the  hospi- 
tal and  medical  staff  attorneys  where  they  practice  and 
produce  a form  which  complies  with  the  requirements 
of  this  law. 

In  an  effort  to  assist  in  developing  this  form,  MIIENJ 
has  constructed  the  example  as  shown  in  the  Figure. 
This  is  only  an  example  and  should  not  be  considered 
as  legal  advice.  We  would  stress  again  that  the  surgical 
staff  should  consult  the  hospital’s  attorneys  in  prepar- 
ing the  final  format  of  the  form.  Also,  it  should  be  noted 
that  other  items  such  as  the  permission  for  anes- 
thesia, permission  to  dispose  of  tissue  removed,  etc., 
normally  included  in  all  consents,  have  not  been  in- 
cluded here  for  the  sake  of  brevity. 


I understand  that  I am  to  undergo  surgery 

for  a lump  in  my  breast  by and  his  assis- 

tants and  surgical  staff.  1 hereby  consent  to  this  treatment, 
as  indicated  below: 

BIOPSY  ONLY 

I hereby  consent  to  have  a biopsy  of  a lump  in  my  breast 
performed.  However,  I do  NOT  consent  to  have  any  other 
surgical  procedure  performed  in  conjunction  with  the 
biopsy.  I understand  that,  if  the  biopsy  reveals  the  tumor 
to  be  malignant,  further  surgery  may  be  Indicated.  I also 
understand  that  this  would  require  my  undergoing  ad- 
ministration of  anesthesia  for  a second  time,  with  the 
risks  attendant  thereto. 


Signature 

REMOVAL  OF  BREAST.  OR  OTHER  OPERATION 

I hereby  give  consent  to  an  operation  to  remove  my  breast. 
I also  understand  that,  at  the  time  of  my  surgeiy,  it  may 
be  discovered  that  some  other  operation  is  necessary  to 
properly  treat  my  breast  abnormality,  and  I hereby  give 
consent  to  such  treatment  and  operations  as  deemed 
necessary  by  the  surgeon. 


Signature 

BIOPSY.  REMOVAL  OF  BREAST.  AND  OTHER 
NECESSARY  OPERATIONS 

I hereby  give  consent  to  a biopsy  to  determine  the  nature 
of  my  breast  abnormality.  Should  it  be  determined  that  I 
have  a malignancy  or  other  abnormality  which  requires 
additional  surgery,  I give  further  consent  to  have  such 
operations,  including  but  not  limited  to  removal  of  my 
breast,  during  the  same  procedure.  I recognize  that  the 
decision  to  perform  such  further  operations  shall  be  at  the 
discretion  of  my  surgeon  and  other  physicians  he/she 
shall  deem  it  appropriate  to  consult,  and  that  I shall  NOT 
be  awakened  from  anesthesia  to  participate  in  those  de- 
cisions. 


Signature 

Figure — Sample  form. 


VTOEOTAPING  OF  CHILDBIRTH 

The  making  of  home  videotape  movies  to  record  sig- 
nificant events  in  our  lives  is  commonplace.  Many 
people  derive  great  emotional  pleasure  and  satisfaction 
from  videotaping  weddings,  bar  mitzvahs,  and  even 
testamentaiy  dispositions  (wills).  Given  the  penchant 
to  videotape  significant  familial  events,  it  is  no  wonder 
that  obstetricians/gynecologists  are  being  asked  with 
Increasing  frequency  to  permit  the  videotaping  of  the 
births  of  their  patients’  babies. 

What  are  the  legal  risks  of  permitting  childbirth  to 
be  videotaped?  Assuming  that  the  birth  of  the  child 
is  otherwise  uneventful  and  results  in  a healthy  child, 
there  is  little  legal  risk  However,  if  an  untoward  event 
occurs  and  a less-than-perfect  baby  is  bom,  the  ob- 

*Thls  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 
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stetiician  can  expect  that  the  videotape  will  be  used 
as  an  evidentiary  weapon  against  him.  Copies  of  the 
videotape  can  be  viewed  by  the  expert  witness  for  the 
plaintiff  to  form  a basis  for  the  expert’s  opinion  as  to 
any  breach  of  the  accepted  standard  of  care.  The  tape 
also  can  be  introduced  into  evidence  at  trial  for  viewing 
by  the  juiy. 

In  addition,  the  videotape  may  be  used  to  support 
the  parents’  claim  to  a right  to  recover  damages  for 
their  emotional  distress.  Since  1980,  the  Supreme 
Court  of  New  Jersey  has  recognized  the  right  to  re- 
covery for  negligent  infliction  of  emotional  distress. 

In  the  case  of  Portee  v Jajfee,  84  N.J.  88,  the  plaintiff 
mother  of  a young  boy  witnessed  the  suffering  and 
resulting  death  of  her  son  as  he  lay  trapped  between 
the  floor  of  an  elevator  and  the  elevator  shaft.  The 
court,  in  that  case,  held  that  the  mother  could  recover 
monetary  damages  for  her  own  emotional  distress  in 
witnessing  the  events,  provided  four  elements  were 
proved;  1)  the  death  or  serious  physical  injury  of 
another  caused  by  defendant’s  negligence;  2)  a ma- 
terial or  intimate  familial  relationship  between  plain- 
tiff and  the  injured  person;  3)  observation  of  the  death 
or  injury  at  the  scene  of  the  accident;  and  4)  resulting 
severe  emotional  distress. 

If  the  plaintiff  prevails  regarding  negligence  and  also 
proves  that  he  has  suffered  severe  emotional  distress 
as  a result,  a videotape  of  the  events  most  likely  would 
deprive  the  physician  of  a viable  defense  on  the  issue 
of  observation  of  the  death  or  injury  at  the  scene. 

On  the  whole,  the  legal  risks  to  the  physician  for 
permitting  parents  to  videotape  the  birth  of  their  child 
clearly  outweigh  any  potential  benefits  to  the  parents. 
Physicians  are  advised  to  politely  reject  any  patient 
requests  to  videotape  childbirth  or  any  other  surgical 
procedure. 

CLAIM  INCIDENTS  FOR  GPS  OFTEN  ARISE  IN 
OFFICE  SETTING 

The  belief  is  held  widely  that  most  incidents  leading 
to  malpractice  claims  occur  in  hospitals.  A recent 
analysis  of  claims  filed  against  physicians  insured  by 
the  Pennsylvania  Medical  Society  Liability  Insurance 
Company  revealed  that  allegations  of  negligence  on  the 
part  of  general  practitioners  arose  out  of  care  provided 
in  the  physician’s  office  in  half  of  the  instances. 

‘This  is  at  variance  with  the  incident  location  break- 
down for  all  claims  and  suits  against  PMSLlC-insureds 
which  demonstrates  only  18  percent  of  the  total  claims 
and  suits  occurring  in  the  office  setting.  Therefore, 
even  though  a very  small  percentage  of  the  general 
practitioner’s  practice  is  inhospltal,  patients  still  will 
sue  general  practitioners  based  on  allegedly  negligent 
care  rendered  in  the  office  setting,”  said  PMSLIC’s  Pa- 
tient Rx  Newsletter  for  January  1985. 

PMSLIC  listed  the  allegations  of  negligence  against 
general  practitioners.  The  list  included  negligent  drug 
therapy,  negligent  trauma  management,  patient  injury 
during  or  as  a result  of  treatment,  failure  to  diagnose 
carcinoma,  and  negligent  obstetrical  care.  PMSLIC 
said  the  cases  stemming  from  prenatal,  perinatal,  and 
postnatal  care  were  among  the  most  expensive  types 
of  cases  and  made  two  recommendations  to  reduce 
numbers  of  such  suits;  GPs  must  keep  up-to-date  on 
technology  and  methodology  of  the  obstetrical  special- 


ty and  be  able  to  identify  a high-risk  pregnancy  and 
when  and  if  consultation  or  referral  is  needed.  (Medi- 
cal Liability  Monitor,  Vol.  10,  No.  1,  January  29,  1985) 

ATTORNEY’S  FEES  INCREASED  IN 
MALPRACTICE  SUIT 

In  view  of  excellent  results  and  a patient’s  satisfac- 
tion in  a malpractice  action,  a New  Jersey  trial  court 
granted  an  increase  in  attorney’s  fees.  The  patient 
sued  a hospital  and  others  because  of  a breast  biopsy 
that  was  misdiagnosed  as  benign.  As  a result,  a tumor 
was  removed  and  another  developed.  She  underwent 
a radical  mastectomy  for  the  stage  III  metastatic 
cancer.  A physician  admitted  the  error,  and  the  patient 
was  awarded  a gross  sum  of  $275,000.  The  patient 
supported  the  request  of  an  attorney’s  fee  Increase 
because  she  recovered  more  than  expected.  The  court 
increased  the  fee  from  10  to  20  percent — Burt  v 
Hackensack  Hospital  Association,  477  A.2d  843  (N.J. 
Super.  Ct„  Feb.  26,  1984)  (The  Citation,  Vol.  50,  No.  9, 
February  15,  1985) 

MALPRACTICE  AWARD  UPHELD  IN  DEATH  OF 
CAR  CRASH  VICTIM 

A $1.3  million  malpractice  award  granted  to  a 
Lakewood  housewife  and  her  three  young  children  for 
the  wrongful  death  of  her  36-year-old  husband  was 
upheld  by  a state  appeals  court.  The  plaintiff  filed  a 
lawsuit  against  two  physicians  following  an  auto- 
mobile accident. 

The  plaintiff  charged  that  the  doctors  deviated  from 
normal  practice  when  they  failed  to  do  exploratory  sur- 
gery, which  would  have  confirmed  their  suspicion  that 
her  husband  was  suffering  from  intra-abdominal 
hemorrhaging,  according  to  court  records.  Although 
the  plaintiffs  husband  consented  to  the  surgery  on 
September  27,  1979,  it  had  not  been  done  on  October 
1,  1979,  when  her  husband  died. 

According  to  the  court  decision,  the  plaintiffs  hus- 
band was  severely  Injured  as  a passenger  in  the  acci- 
dent. When  he  was  admitted  to  the  hospital,  he  had 
a fractured  pelvis,  two  fractured  ankles,  and  a cerebral 
concussion.  Although  he  was  stabilized  after  he  was 
admitted  to  the  hospital,  his  condition  later  de- 
teriorated and  he  died,  according  to  papers  filed  with 
the  court. 

A jury  awarded  the  plaintiff  and  her  children,  who 
are  ages  12,  11,  and  6,  a judgment  of  $1,146,132.  She 
was  required  to  subtract  from  that  award  $115,000 
she  had  received  in  a successful  lawsuit  against  the 
driver  of  the  car.  When  the  interest  was  computed,  she 
was  granted  a total  of  $1,321,793,  the  court  decision 
said. 

The  doctors  appealed  the  verdict.  They  contended 
that  the  award  was  excessive  and  that  the  driver  of  the 
car  should  not  have  been  excluded  from  liability  in  this 
case.  But  Judges  James  Coleman  and  Arthur  Simpson 
of  the  Appelate  Division  of  Superior  Court  rejected 
those  contentions  and  affirmed  the  verdict  and  the 
monetary  award.  ‘The  scope  of  our  review  is  limited, 
and  the  trial  court’s  denial  of  a new  trial  as  to  damages 
must  be  sustained  unless  it  clearly  appears  that  there 
was  a miscarriage  of  justice,”  Simpson  said,  speaking 
for  the  two-judge  panel.  (Star  Ledger,  March  1,  1985) 
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The  care  behind 
the  caring  card...the 
Blue  Shield  card  is  a 
little  more  sophisticated 
in  New  Jersey. 

Our  computerized 
paperless  claims  pro- 
cessing system,  now 
using  the  AMA  CFT" -4 
coding  method,  is  up 
and  running  in  dozens 
of  doctors  offices 
and  billing  services. 

This  expanding 
computer  link  with 
participating  physicians 
and  other  medical  service 
providers  is  producing 
obvious  benefits  to  both 
physicians  and  subscribers. 

CARRY  THE  CARING  CARD” 

Blue  Shield 

of  New  Jersey 


^hofles 

^T^oin 

^^^^^ompony,  inc- 

RARE  COINS  FOR  INVESTMENT 

Solomon  Brothers,  Facts  Magazine  and  others  have  tracked 
the  investment  performance  of  rare  coins  and  have  concluded 
that  rare  silver  and  gold  coins  have  out-performed  stocks, 
bonds,  real  estate,  inflation  and  virtually  all  other  investment 
media  over  the  past  10  and  25  year  periods. 

The  Charles  Coin  Company  is  one  of  the  few  dozen  major 
wholesale  coin  dealers  in  the  U.S.  We  are  now  involved  in 
establishing  investment  grade  coin  portfolios  for  professionals 
and  other  individuals  interested  in  investing  a portion  of  their 
assets  in  rare  coins. 

For  information  call  201-744-6011. 


TAX  PREPARATION  AND  PLANNING 

• Individual,  Partnership,  Corporate,  Business,  Estate 
Services 

• Expert  Services 

• Federal,  Any  State,  Foreign  Taxes  of  any  type 

• All  Year  Service 

• Audit  Representation 

• Tax  Planning  and  Reduction 

• In  Home  or  In  Office  Service 

H.  Michael  Zukowski,  Esq. 

(201)  945-8443 

Licensed  in  N.J.,  N.Y.,  et  al. 


Are  Your  Accounts 
Receivable  Running  Up  Like 
the  Boston  Marathon? 

Let  me  bring  them  down  like  the  space  ship 
“Discovery”:  smoothly,  efficiently,  and  on  time. 
I can  help  with  any  problem  relating  to  the  busi- 
ness side  of  your  medical  practice.  Mary  Ann 
Hamburger,  Associates  knows  where  the  prob- 
lem areas  are  in  a medical  office  and  she  can 
make  sure  that  everything  runs  smoothly  for 
the  physician  and  staff.  She  can  make  your 
billing  systems  up  to  date  and  effective,  im- 
prove your  third  party  billing  system  and  bring 
your  collection  ratio  up  to  the  85-90%  ratio. 

Mary  Ann’s  skills  will  benefit  any  doctor  in  an 
existing  practice  and  any  doctor  who  is  starting 
his  or  her  practice. 

For  further  information  on  the  efficient  man- 
agement of  the  business  side  of  your  medical 
practice,  contact  Mary  Ann  Hamburger,  As- 
sociates at  201-763-7394. 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  doctors  the  comprehensive  protection  most  patients  enjoy, 
with  the  service  and  efficiencies  inherent  to  large,  well-run  group  plans. 
MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice. 
Take  advantage  of  MSNJ  Group  Blue  Cross/Blue  SMeld,  Major 
Medical  and  Dental  insurance...  it’s  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 


(DONALD  E SMITH 
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Editorial 


MSNJ  President: 

Ralph  J.  Fioretti,  M.D. 


The  1 93rd  President  of  MSNJ  is 
RcdphJ.  Fioretti,  M.D.,  a family 
physician  from  Paramus. 


Ralph  J.  Fioretti,  M.D. 


The  Medical  Society  of  New  Jersey 
installed  its  193rd  President, 
Ralph  J.  Fioretti,  M.D,,  of  Para- 
mus on  May  3,  1985.  Dr.  Fioretti  is  a board  certified 
family  physician;  his  patients,  hospital,  and  communi- 
ty have  been  the  “other  family"  for  almost  40  years. 

Among  the  honors  Dr.  Fioretti  recently  has  received 
is  a Resolution  of  Comimendation  for  his  long  and 
distinguished  years  of  service,  leadership,  and  commit- 
ment to  the  community,  presented  by  the  General  As- 
sembly of  the  state  of  New  Jersey.  Additionally,  he  is 
a recipient  of  a Certificate  of  Commendation  from  the 
Bergen  County  Board  of  Chosen  Freeholders  for  dis- 
tinguished service  to  the  people  of  Bergen  County. 

Dr.  Fioretti  attended  elementary  and  secondary 
schools  in  Tuxedo,  New  York.  He  graduated  from  Vil- 
lanova  University  with  a bachelor  of  science  degree  and 
received  his  medical  degree  from  St.  Louis  University. 
After  his  residency  in  Hackensack,  he  served  as  medi- 
cal officer  in  the  United  States  Navy,  on  active  duty 
aboard  a destroyer  in  both  the  Atlantic  and  Pacific 
theatres  during  World  War  11. 

Dr.  Fioretti  has  held  many  offices:  He  has  been  Presi- 
dent of  the  Bergen  County  Medical  Society,  the  first 


President  of  the  Bergen  County  Professional  Stan- 
dards Review  Organization,  a member  of  the  Bergen 
Pines  County  Hospital  Board  of  Managers,  a Trustee 
of  the  Bergen  Community  Blood  Center,  a member  of 
the  Medical  Advisory  Board  of  the  Bergen  County 
Health  Department,  and  a member  of  the  Governor’s 
Committees  for  both  Conservation  of  Vision  and  Men- 
tal Health. 

At  the  Hackensack  Medical  Center  where  he  com- 
pleted a residency  program.  Dr.  Fioretti  has  served  as 
president  of  the  general  staff  and  for  two  terms  as 
chairman  of  the  medical  board. 

He  is  a member  of  JEMPAC,  the  American  Academy 
of  Family  Physicians,  the  American  Medical  Associa- 
tion, The  Academy  of  Medicine  of  New  Jersey,  and  the 
Bergen  County  Medical  Society;  Dr.  Fioretti  has  been 
recertified  as  a Diplomate  by  the  American  Board  of 
Family  Practice. 

Dr.  Fioretti  has  found  time  to  be  physician  to  the 
Police  Department  of  Rochelle  Park  for  over  30  years 
and  has  been  a long-time  sponsor  of  the  Little  League 
and  soccer  teams.  He  has  been  an  elementary  and  high 
school  physician  for  many  years,  and  was  instrumental 
in  obtaining  the  first  polio  vaccine  in  the  state  for  the 
“polio  pioneer”  school  children.  He  helped  start  the 
Community  Blood  Bank,  served  on  the  Board  of 
Trustees  of  the  Paramus  Boys  Club,  and  works  on 
special  committees  as  a volunteer  for  the  American 
Cancer  Society. 
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On  nitrates, 
but  angina  still 

stril^... 
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^Vfter  a nitrate, 
add  ISOPTIM 

;verapamil  HCl/Knoll) 


b protect  your  patients,  as  well  as  their  quality  of  life, 
idd  Isoptin  instead  of  a beta  blocker. 


I 


|irst,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
!/ reducing  peripheral  resistance,  but  also  increases  coro- 
lary  perfusion  by  preventing  coronary  vasospasm  and 
lating  coronary  arteries  — both  normal  and  stenotic, 
nese  are  antianginal  actions  that  no  beta  blocker 
in  provide. 

Second,  Isoptin  spares  patients  the 
?ta-blocker  side  effects  that  may 
)mpromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
Bpression  are  rare.  Unlike  beta  blockers, 
bptin  can  safely  be  given  to  patients  with 
ithma,  COPD,  diabetes  or  peripheral 
iscular  disease.  Serious  adverse 
actions  with  Isoptin  are  rare 
recommended  doses;  the 
ngle  most  common  side 
feet  is  constipation  (6.3%). 

Cardiovascular  contra- 
dications  to  the  use  of 
Dptin  are  similar  to  those 
’beta  blockers:  severe 
ft  ventricular  dysfunction, 

/potension  (systolic  pres- 
)re  <90  mm  Hg)  or  cardio- 
?nic  shock,  sick  sinus  syndrome 
no  artificial  pacemaker  is  present) 
hd  second-  or  third-degree  AV  block. 

I So,  the  next  time  a nitrate  is  not  enough,  add 
optin ...  for  more  comprehensive  antianginal 
'otection  without  side  effects  which  may 
amp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 
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ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  Is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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Inaugural  Address:  IfippocRATES  or  David 
Stockman?  The  Days  of  Complacency  Are  Over* 


Ralph  J.  Fioretti.  m.d.,  rochelle  park 


Ralph  J.  Fioretti,  M.D,,  the  193rd  President  of  the  Medical  Society 
of  New  Jersey  presented  this  inaugural  speech  at  the  Annual 
Meeting  in  May. 


For  over  two  thousand  years, 
since  the  time  of  Hammurabi, 
doctors  of  medicine  have  dedi- 
cated themselves  to  a code  of  ethics,  and  although 
changing  times  and  mores  have  produced  a different 
set  of  words  and  phrases,  the  underlying  bent  of  our 
commitment  has  been  to  help  the  sick,  to  do  no  harm 
to  educate  the  novice,  and  to  share  medical  knowl- 
edge with  fellow  physicians. 

Contrast  these  ethics  with  the  advice  that  we  now 
receive  from  marketing  experts,  entrepreneurs  seek- 
ing membership  in  PPOs,  economists,  and  un- 
fortunately, an  Increasing  number  of  doctors  of  medi- 
cine. Their  advice  says  that  in  today’s  world,  the  oath 
of  Hippocrates,  wherein  it  states  that  the  physicians 
have  a primary  responsibility  to  the  individual  pa- 
tient is  irrelevant  These  counselors  would  have  us 
believe  that  instead,  we  should  adopt  a business 
ethic.  Economics  Professor  Uwe  Reinhardt  at  Prince- 
ton University  describes  a business  ethic  as  that 
which  maximizes  the  return  on  investment  to  your 
shareholders  without  breaking  the  law. 

These  thoughts  were  expressed  in  Chicago  at  the 
inaugural  of  Joseph  F.  Boyle,  M.D.,  the  139th  president 
of  the  American  Medical  Association.  They  serve  to 
remind  us  that  professional  ethics  require  that  the 
“health  and  welfare  of  patients  shall  be  the  first  con- 
sideration, not  allowing  economics,  politics,  race,  or 
religion,  or  any  other  circumstance  to  take  preference.” 


HEALTH  CARE  FOR  SENIOR  CITIZENS 

Now,  in  the  20th  century  PRO  legislation  has  arrived. 
The  enactment  of  this  law,  in  its  haste  for  cost  contain- 
ment, eventually  will  cross  over  and  have  a serious 
Impact  on  the  quality  of  care  to  our  senior  citizens.  As 
taxpayers,  we  applaud  the  efforts  to  cut  out  waste.  As 
physicians,  we  will  do  whatever  is  necessary  to  comply 
with  the  law  . . . providing  it  does  not  harm  our  pa- 
tients. 

We  must  show  senior  citizens  that  they  will  be  the 
victims  of  this  cost  contalment,  and  that  we,  their 
doctors,  whom  they  hold  in  high  esteem,  stand  ready 
and  willing  to  fight  for  their  rights.  We  must  show 
them  that  we  care  and  we  will  not  let  them  down.  We 
must  be  guided  by  conscience  to  do  what  is  right. 

To  accomplish  this  end,  1 am  announcing,  therefore, 
that  my  first  action  as  President  will  be  to  appoint  a 
task  force  of  physicians.  I will  charge  it  with  the  re- 
sponsibility of  meeting  with  senior  citizens  around  the 
state,  to  explain  what  is  happening  to  them  through 
government  action  and  to  discuss  the  pitfalls  raised 
by  Medicare  cutback  and  underutilization.  Senior 
citizens  must  realize  that  their  physicians  are  being 
coerced  and  pressured  to  ration  their  care.  We  must 
keep  an  open  dialogue  with  them  and  continue  to  be 
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their  advocate  in  the  complicated  health  care  delivery 
system  of  today. 

We  must  remind  our  legislators  and  insurance  ex- 
ecutives that,  in  whatever  setting  care  is  provided,  the 
books  should  not  be  balanced  on  the  backs  of  our 
patients.  Our  first  obligation  must  be  to  seniors,  and 
we  must  not,  we  can  not,  and  we  will  not,  permit  that 
obligation  to  be  compromised.  A far  greater  evil  than 
overutilization  is  underutilization,  or  the  rationing  of 
care. 

By  making  this  my  first  order  of  business,  1 hope  it 
will  emphasize  the  importance  which  I give  to  this 
issue. 

LIFE  EXPECTANCY  AND  HEALTH  CARE 

From  1970  to  1983,  life  expectancy  increased  by  four 
years — more  than  any  increase  in  the  preceding  two 
decades.  Most  of  this  gain  came  among  middle  aged 
and  elderly  persons.  Americans  who  now  reach  the  age 
of  65  can  expect  to  live  until  age  82. 

“Our  nation’s  health  grades  aire  very  good,  indeed” 
said  Health  and  Human  Services  Secretary  Margaret 
Heckler.  Yet,  today  we  are  witnessing  the  dismantling 
of  the  greatest  health  care  delivery  system  the  world 
has  ever  known.  Will  life  expectancy  continue  to  in- 
crease as  we  more  and  more  ration  health  care? 

THE  COST  OF  CARE 

The  technological  advances  of  the  past  few  decades 
have  been  staggering:  the  CT  scanner,  the  NMR  and 
dozens  of  new  surgical  techniques.  We  are  keeping 
people  alive  longer  and  giving  them  a better  quality  of 
life.  This  costs  money.  1 have  not  heard  the  public 
complain  about  this.  1 have  not  heard  an  outcry  that 
the  public,  our  patients,  will  trade  quality  health  care 
to  save  money.  Yet,  the  bureaucracy  is  doing  just  that. 

When  the  DRG  system  came  to  New  Jersey  five  years 
ago,  it  began  to  force  hospitals  to  look  for  other  ways 
to  earn  money.  Think  about  that!  Our  hospitals,  where 
we  entrust  the  care  of  our  patients,  are  busy  concen- 
trating on  corporate  reorganizations  and  developing 
for-profit  subsidiaries  instead  of  spending  all  of  their 
energies  on  improving  patient  care. 

In  a Newsweek  article.  Dr.  Joel  Posner,  a pulmonary 
specialist  from  Philadelphia  wrote  that,  when  Presi- 
dent Kennedy’s  two-day-old  infant  son  died,  the  bill 
was  less  than  $500  in  1963.  But  if  Patrick  were  bom 
today,  special  equipment,  new  techniques,  and  a team 
of  specialists  probably  would  keep  him  alive  and  send 
him  home— at  a cost  of  many  thousands  of  dollars.  Dr. 
Posner  noted  that  a friend,  a cardiologist  at  New  York 
Hospital,  suffered  cmshing  chest  pains  while  making 
rounds  in  1967,  and  died  in  48  hours.  His  bill  was 
$350.  His  brother,  a neurosurgeon,  also  experienced 
chest  pains  at  work,  but  now  it  was  1979.  Through 
catheterization  and  bypass  surgery,  his  friend 
survived.  But  the  cost  this  time  was  $13,000. 

LEGISLATION  AND  HEALTH  CARE 

What  is  happening  today  is  that  government  officials 
are  destroying  the  system  of  quality  care  by  reducing 
costs.  The  public  is  unaware  of  this.  The  public  is 
being  led  to  believe  that  the  system  is  wasteful  and  the 
government  is  merely  cutting  out  the  fat.  The  public 


does  not  know  the  other  side  of  the  story,  because  we 
have  not  done  enough  to  tell  them.  The  public  has  not 
been  confronted  with  the  choice  of  quality  versus  cost 
because  we  have  not  forced  the  confrontation. 

1 know  from  personal  experience  that  doing  battle 
with  the  bureaucracy  can  be  a fmstrating  experience. 
1 know  from  speaking  to  hundreds  of  doctors  in  New 
Jersey  how  disillusioned  many  of  you  are.  1 hear  talk 
about  early  retirement  because  doctors  just  do  not 
want  to  put  up  with  all  of  the  interference.  Medicine 
is  on  the  verge  of  losing  many  good  doctors  in  New 
Jersey,  and  that  is  a shame. 

Many  doctors  have  been  very  active  in  the  public 
arena,  fighting  to  preserve  the  quality  of  care,  but  the 
time  has  come  when  all  of  us  need  to  get  involved.  We 
are  a sleeping  giant.  We  are  a group  of  almost  10,000 
strong,  of  enormous  political  power.  We  have  a re- 
sponsibility to  our  patients  and  to  our  hospitals,  to 
keep  the  lines  of  quality  and  cost  from  crossing,  and 
all  of  us  must  face  up  to  our  responsibility. 

E>ery  doctor  in  this  room  has  worked  very  hard  to 
get  here.  Some  more  than  others.  We  all  dreamed  of 
the  day  when,  because  of  our  knowledge  and  years  of 
clinical  training,  we  could  save  a life  and  ease  some- 
one’s pain.  There  is  no  greater  satisfaction.  No  amount 
of  money  can  replace  this.  Yet,  we  sit  idly  by  while 
nonprofessionals  are  obtaining  by  legislation  what  we 
have  earned  by  education. 

Because  the  public  has  held  us  in  such  high  esteem, 
and  because  we  felt  the  political  process  was  beneath 
us,  we  have  allowed  legislation,  rules,  and  regulations 
to  be  passed  while  we  stayed  untouched  in  our  ivory 
towers. 


If  we  are  to  survive, 
physicians  must  be  involved 
with  the  political  process. 


If  we  are  to  survive,  we  must  be  involved  in  the 
political  process.  Those  who  fall  to  perceive  the  essen- 
tials of  involvement  in  political  action  shortly  will  be- 
come its  victims. 

There  are  thousands  of  federal  bills  and  hundreds 
of  state  bills  introduced  in  each  session  designed  to 
affect  the  practice  of  our  profession.  The  Medical  So- 
ciety of  New  Jersey  and  the  AMA  are  doing  their  best 
within  the  environment  that  exists  and  within  the 
resources  at  their  command.  Physicians  constantly  be- 
moan “organized  medicine’s  Ineffective  lobby.”  Prob- 
ably every  member  of  this  House  has  talked  to  an  of- 
ficer of  this  Society  about  political  action  and  legisla- 
tive infringement.  But  the  real  issue  is  not  that  we  talk 
to  each  other,  but  to  the  state  legislators.  There  are  1 20 
of  them.  There  are  10,000  of  us.  The  numbers  speak 
for  themselves! 

In  the  state  legislature,  there  are  bills  pending  that 
will  both  assist  and  injure  us.  Among  these  are:  pro- 
fessional liability  reform;  to  require  written  consent  for 
consultation;  to  license  hypnotists  to  treat  Injury  and 
illness;  to  allow  optometrists  to  use  therapeutic  drops; 
and  to  require  physicians  to  obtain  a certificate  of 
need.  On  the  federal  level,  there  is  talk  of  DRG  appli- 
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cation  to  physician  reimbursement,  further  fee  freezes, 
national  licensing,  and  mandatory  assignment  under 
Medicare.  1 am  not  overstating  the  dangers  to  us.  Nor 
do  1 think  1 am  overestimating  our  ability  to  shape 
events  if  you  care  to  participate.  1 urge  you  once  again 
to  help  us  convince  your  county  society  members  and 
your  hospital  colleagues  of  our  common  mission.  If  we 
cannot  convince  each  other,  how  in  the  world  can  we 
convince  the  public! 

BEING  INFORMED 

In  the  matter  of  such  subjects  as  euthanasia, 
abortion,  medical  fee  freeze,  and  PRO  regulations, 
some  newspapers  and  magazines  fall  to  meet  minimal 
standards  of  objectivity.  The  public  often  is  bombarded 
with  heavy-handed  editorializing.  We  now  must  under- 
take, in  every  way  possible,  the  task  of  informing  our 
patients  and  the  general  public  of  all  the  mani- 
festations of  these  problems.  We  cannot  hide  behind 
anonymous  attributions.  Let  us  state  our  case  as  we 
see  it  and  be  proud  of  our  stand. 

The  world  is  full  of  great  opportunities  disguised  as 
insoluble  problems.  Let  us  rededicate  ourselves  to  ac- 
tion. Let  us  pledge  to  present'  a united  front.  Let  us 
leave  here  angry  at  how  we  are  being  abused.  Let  us 
commit  ourselves  to  working  with  each  other  and  our 
hospitals  to  change  things.  Let  us  decide  that  we  will 
put  in  the  time  and  financial  resources  to  win.  The 
days  of  complacency  are  over! 


EX^ery  effort  will  be  made  to  keep  you  informed.  I urge 
you  to  continue  reading  The  Journal  of  the  Medical 
Society  of  New  Jersey.  You  will  be  proud  to  know  that 
it  has  just  been  awarded  first  prize  in  the  National 
Medical  Journalism  Competition. 

1 wish  to  thank  sincerely  the  Auxiliary  for  all  they 
do  for  us.  They  represent  a wide  diversity  of  talents  and 
work  very  hard,  with  no  thought  of  recognition  or  com- 
pensation. Much  of  the  good  will  for  medicine  that 
remains  in  the  public  eye  is  due  to  their  accomplish- 
ments on  our  behalf 

CONCLUSION 

We  must  remind  ourselves  that  we  cannot  turn  back 
the  clock.  We  must  restructure  our  way  of  life  as  it 
relates  to  the  delivery  of  health  care  and  make  major 
adjustments.  But  we  must  let  the  politicians  know 
that,  whenever  they  introduce  a bill  or  propose  a regu- 
lation that  will  jeopardize  the  quality  of  patient  care, 
they  will  be  confronted  by  the  angry  resistance  of  or- 
ganized medicine.  1 am  counting  on  you  to  stand  at 
my  side  as  we  do  battle. 

In  critical  times  such  as  these,  when  feelings  and 
emotions  run  high,  we  must  not  succumb  to  the  criti- 
cisms unjustly  heaped  on  our  profession.  There  should 
be  no  retreat. 

1 promise  I will  do  my  best  for  you.  Thank  you  for 
the  privilege  of  serving  as  your  President.  1 have  good 
people  to  work  with,  and  look  forward  to  a rewarding 
year. 
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Farewell  Address:  A Year  in  Review* 


Frank  Y.  Watson,  m.d..  glen  ridge 


Dr.  Watson  presents  an  accounting  of  his  activities  as  the  192nd 
President  of  the  Medical  Society  of  New  Jersey. 


I shall  give  you  an  accounting  of 
my  activities  as  your  President 
during  the  past  year;  I shall 
identify  what  I consider  to  be  the  major  challenges 
facing  the  medical  profession;  and  I will  comment 
briefly  as  to  what  I think  we  must  do  to  deal  with  these 
challenges. 

1 attended  meetings  of  ten  of  our  county  medical 
societies,  five  neighboring  state  medical  societies,  two 
meetings  of  the  House  of  Delegates  of  the  AMA,  the 
AMA  Leadership  Conference,  a meeting  of  the  Council 
on  Legislation  of  the  AMA,  and  numerous  meetings 
with  allied  health  organizations,  groups,  and  individ- 
uals including  the  Board  of  Trustees  of  the  New  Jersey 
Hospital  Association,  the  New  Jersey  Society  of  Medical 
Assistants,  the  New  Jersey  Academy  of  Family  Practice, 
The  Academy  of  Medicine  of  New  Jersey,  the  New  Jer- 
sey Association  of  Medical  Specialties,  health  in- 
surance companies,  the  Commissioner  of  Health  and 
his  special  committee  on  Health,  the  Commissioner  of 
Insurance,  federal  consultants  for  DRGs  for  physi- 
cians, American  Association  of  Retired  Persons,  the 
New  Jersey  Business  Coalition,  our  Auxiliary,  the  Gov- 
ernor, the  President  of  the  Senate,  other  legislators, 
our  lobbyists,  the  reporters  from  newspapers,  radio, 
television,  and  magazines,  the  Efye  Institute  of  New 
Jersey,  The  National  Bum  Foundation,  the  State  Board 
of  Medical  Examiners,  and  regionail  meetings  on  the 
status  of  PRO  in  New  Jersey.  I also  moderated  four 


television  programs  on  professional  liability,  the  phy- 
sician fee  freeze,  the  PRO,  and  The  Academy  of  Medi- 
cine of  New  Jersey. 

In  short,  I have  been  busy! 

While  it  is  relatively  easy  to  document  my  activities, 
it  is  more  difficult  to  assess  the  accomplishments  of 
those  activities.  It  is  fair  to  say.  however,  that  I flew  the 
flag  of  the  Medical  Society  of  New  Jersey,  and  I was 
received  with  respect  and  dignity  befitting  the  office 
of  the  President  of  this  very  distinguished  Medical 
Society.  I was  very  proud  to  be  your  representative.  I 
presented  the  position  of  the  Medical  Society  on  many 
issues,  and  I received  the  comments,  statements,  and 
positions  regarding  a great  variety  of  matters  of 
mutual  interest  which  I have  communicated  into  the 
organization  of  our  Medical  Society  as  seemed  ap- 
propriate. 

The  major  activities  of  the  Medical  Society  these 
days  center  around  our  relationship  with  government, 
health  care  institutions,  the  media,  the  public,  and  our 
patients. 

COST  OF  MEDICAL  CARE 

The  single  most  compelling  issue  is  the  rising  cost 
of  medical  care.  While  it  is  easy  to  measure  cost,  it  is 
most  difficult  to  measure  qiuility  of  care.  Therein  lies 
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pEirt  of  our  problem. 

In  an  attempt  to  control  the  rising  cost  of  medical 
care,  political  forces  in  government  and  management 
forces  from  industiy  are  at  work  changing  the  struc- 
ture of  the  health  care  system  as  we  know  it.  The 
intended  goals  are  to  eliminate  waste  and  unnecessaty 
medical  services,  and  make  the  entire  system  more 
efficient  and  cost  effective  while  preserving  the  quality, 
availability,  and  access  to  needed  medical  services. 
Those  are  laudable  goals  and  yet  they  add  up  to  a very 
tall  order! 

With  the  capacity  and  the  momentum  now  in  our 
health  care  system,  1 believe  we  are  on  the  verge  of 
unprecedented  progress  in  the  eradication  of  diseases 
affecting  mankind.  To  interfere  with  this  could  be  a 
blunder  of  historic  dimensions. 

Our  training  in  the  art  and  science  of  medicine  has 
prepared  us  well  to  provide  the  highest  quality  of  medi- 
cal care  in  the  professional  marketplace.  The  re- 
markable health  care  system  in  this  country  today 
attests  to  such  a fact.  Our  training,  however,  has  not 
prepared  us  adequately  to  deal  with  the  forces  of  the 
commercial  marketplace  that  are  being  brought  to 
bear  on  the  medical  profession  with  increasing  in- 
tensity by  government,  the  business  community,  and 
the  administrators  of  health  care  institutions  in  the 
attempt  to  address  the  issue  of  the  rising  cost  of  medi- 
cal care.  Consequently,  we  find  ourselves  caught  be- 
tween these  forces  and  our  patients. 

We  must  stand  together  as  never  before.  These  new 
forces  impact  on  different  groups  of  physicians  in  dif- 
ferent ways  at  different  times  and  to  different  degrees. 
As  a consequence,  the  response  by  physicians  is 
piecemeal,  isolated,  uncoordinated,  inadequate,  and 
ineffective.  And  the  effect  is  to  divide  and  conquer. 

For  example,  at  one  time  it  may  be  the  oph- 
thalmologists struggling  with  the  issue  of  op- 
tometrists seeking  legislation  that  would  permit  them 
to  use  drugs  in  the  eye.  At  another  time,  it  may  be  the 
primary  care  physicians  attempting  to  hold  the  line  on 
the  licensure  of  physician  assistants  in  New  Jersey.  We, 
therefore,  must  stand  together  and  develop  common 
ground  regarding  the  multiplicity  of  issues  that  con- 
front us.  In  unity,  there  is  strength. 

Today,  the  American  people  have  the  best  health  care 
system  the  world  has  ever  known.  More  Americans 
receive  more  health  care  of  a higher  quality,  have  less 
disease,  and  are  ill  for  shorter  periods  of  time  than  ever 
before.  Furthermore,  they  enjoy  a higher  quality  of  life, 
are  more  prosperous,  are  politically  free,  are  physically 
safe,  and  life  is  more  fulfilling  than  ever  before.  In 
short,  all  aspects  of  life  are  improving  and  at  a faster 
rate. 

CHANGING  TIMES 

In  the  face  of  all  of  that  good  news,  however,  there 
is  a veiy  somber  mood  throughout  the  medical  pro- 
fession. As  1 have  traveled,  I repeatedly  have  heard  such 
comments  as.  “It  isn’t  like  it  used  to  be  “The  fun  and 
thrills  are  gone";  “It's  a rat  race,  a jungle,  a nightmare”: 
“I  don’t  think  I would  do  it  again”;  “I  do  not  encourage 
my  children  to  study  medicine”:  “I  am  considering  re- 
tiring early”;  “My  dad  sold  shoes.  That  is  looking  better 
and  better  to  me  every  day.” 


These  are  not  isolated  comments.  I am  hearing  them 
with  increasing  frequency  throughout  the  medical 
community.  The  volume  and  intensity  of  feeling  adds 
up  to  a pervasive  mood.  It  worries  me!  This  tells  me 
that  physicians  are  frustrated  to  the  point  of  being 
unable  to  deal  with  the  problems  they  are  facing.  I 
think  this  could  adversely  impact  on  the  way  medicine 
is  viewed  in  the  future. 

What  is  causing  this  mood  of  frustration?  This 
malaise  of  the  spirit?  This  group  depression? 

These  are  truly  tumultuous  and  turbulent  times. 
Change  is  everywhere.  The  old  and  familiar  are  coming 
apart  at  the  seams.  Tried  and  true  methods  are  being 
challenged.  New  ways  of  doing  things  are  being  thrust 
upon  us.  The  unfamiliar  is  suspect  and  threatening. 
We  are  unable  to  adjust.  It  is  frustrating.  We  sense  the 
quality  of  care  is  being  sacrificed  for  cost  consider- 
ations, and  feel  helpless  to  prevent  it.  We  seem  to  be 
victims  of  our  own  success. 

We  were  asked  to  provide  the  best  medical  care  that 
could  possibly  be  developed:  and  we  did  it.  We  are 
delivering  it.  Miracles  now  are  the  expected  norm. 
Much  of  our  work  today  is  so  effective  as  to  appear 
miraculous.  A lesser  result  often  is  considered  to  be 
below  the  norm. 

Because  of  a perceived  shortage,  we  were  asked  to 
train  more  physicians,  and  we  did.  Now  we  have  an 
oversupply  of  physicians,  and  all  of  the  competitive 
pressures  that  brings. 

The  increasing  availability  of  sophisticated  tech- 
nology is  giving  physicians  more  effective  tools  than 
ever  before  for  solving  the  complex  problems  en- 
countered in  modem  medical  practice.  While  such  ben- 
efits are  welcomed  and  even  demanded,  the  additional 
costs  are  rejected  as  excessive  and  unwarranted. 

More  modem  and  conveniently  located  health  care 
facilities  are  available  than  ever  before.  These  now  are 
perceived  as  excessive  and  creating  excessive  overhead 
costs  in  the  provision  of  medical  care. 

Our  technology  has  gone  beyond  our  ethical  and 
moral  positions  on  many  issues.  With  so  much  poten- 
tially beneficial  technology  now  available,  the  dilemma 
of  choosing  between  “doing  all  that  you  can”  and 
“doing  only  that  which  is  significantly  beneficial”  has 
become  a frequent  challenge  in  the  lives  of  most  phy- 
sicians. Without  clear  and  generally  accepted  guide- 
lines, decision  making  in  this  context  becomes  an 
emotion-charged  and  threatening  walk  through  an 
ethical  and  moral  minefield. 

The  cost  of  medical  care  continues  to  rise,  and  yet 
there  is  no  consensus  as  to  what  is  enough  medical 
care  or  what  is  enough  money  to  be  spent  on  medical 
care.  Government  and  industry,  that  years  ago  agreed 
to  pick  up  the  tab  and  told  physicians  to  do  all  that 
they  can,  no  longer  are  happy  with  the  cost,  and  are 
now  doing  everything  that  they  possibly  can  to  reduce 
services,  and  to  shift  the  payment  to  patients.  That  is 
putting  pressures  on  physicians  such  as  they  have 
never  had  before. 

THE  ROLE  OF  THE  PHYSICIAN 

The  delivery  of  medical  care  is  a very  complex  people 
problem.  Doctors  are  experts  in  dealing  with  people  on 
a one-on-one  basis,  in  the  traditional  doctor/patient 
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relationship,  but  doctors  are  not  experts  in  dealing 
with  people  in  management  and  political  settings.  Doc- 
tors have  had  no  formal  training  in  either  discipline, 
and  traditionally  have  become  involved  only  super- 
ficially if  at  all.  Therein  is  a problem  and  therein  is  a 
solution. 

Government  and  industiy  have  teamed  up  to  apply 
the  tools  of  management  and  the  tools  of  politics  to 
the  complex  people  problems  in  the  provision  of  medi- 
cal care.  Those  are  two  areas  in  which  physicians  are 
least  prepared  and  least  effective.  The  answer  is  simply 
to  become  effectively  involved  in  both  areas.  We  need 
to  learn  something  about  management,  and  we  need 
to  learn  something  about  politics,  and  we  need  to  prac- 
tice both. 

Now,  are  we  to  become  professional  managers?  Are 
we  to  become  professional  politicians?  No!  1 do  not 
think  so.  We  need  to  know  the  basic  principles  and 
procedures  in  both  disciplines.  We  must  develop  a bal- 
ance between  medicine,  politics,  and  management. 

It  is  not  a question  of  whether  the  manager  works 
for  the  physician  or  the  physician  works  for  the  man- 
ager or  whether  government  should  be  involved  at  all. 
The  real  challenge  is  to  develop  a relationship  that 
permits  each  to  work  cooperatively  with  the  other 
while  each  does  what  each  does  best,  in  an  atmosphere 
that  fosters  mutual  respect,  understanding,  and  effec- 
tive cooperation. 


Then,  the  fun,  thrills,  and  euphoria  of  the  practice 
of  medicine  again  will  be  there,  and  patients  will  be 
receiving  the  best  possible  medical  care. 

CONCLUSION 

1 have  been  very  busy  on  your  behalf  The  major 
activities  of  the  Medical  Society  center  around  our 
relationship  with  government  and  industiy.  The  single 
most  compelling  issue  we  face  is  the  rising  cost  of 
medical  care.  Political  and  management  forces  are  lit- 
erally changing  the  structure  of  the  health  care  system 
as  we  have  known  it.  Physicians  caught  between  these 
forces  and  their  patients  feel  frustrated  and  threat- 
ened. We  need  to  become  knowledgeable  and  skilled  in 
the  practice  of  management  and  politics,  as  well  as 
medicine,  for  it  is  in  these  three  arenas  that  the  signifi- 
cant decisions  regarding  medical  care  are  now  being 
made.  We  ignore  any  one  of  the  three  at  our  peril. 

1 extend  a very  sincere  thanks  to  those  who  served 
so  diligently  and  effectively  on  the  councils  and  com- 
mittees of  the  Medical  Society  and  to  the  members  of 
the  staff  whose  diligent,  skillful,  and  competent  work 
goes  largely  unobserved,  and  yet  is  absolutely  essential 
to  the  smooth  functioning  of  MSNJ. 

And,  finally,  1 thank  all  of  you  from  the  bottom  of  my 
heart  for  the  honor  and  the  privilege  of  serving  as 
President  of  this  very  distinguished  Medical  Society. 
It  has  been  the  highlight  of  my  professional  life. 
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Angina 
Protection 

spvti 

a Lifetime 

ONCE- DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  fronn  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead, 

PROTECTION  AND  EXPERIENCE 
NO  CALCIUM  BLOCICER  CAN  MATCH 

Unlike  calcium  blockers,  INDERAL  LA— either  alone  or  with  a 
nitrate — is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets — 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 

START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE-DAILY 


CAPSULES 
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The  appearaneo  ul 
INDF’RAl  I A 
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JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE 
THERAPY  IN  ANGINA 


ONCE-DAILY 


INDERALLA  lli 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


80  120  160 

mg  mg  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 
INDERAL"  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselecfive  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  FICI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholarrtine-ifiduced  tacreases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol, 
may  increase  oxygen  requirements  by  increasing  left  ventriculaf  fiber  tength,  end  dtastolid 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blocfcade,  INDERAL  also  exerts  a quinidinedite 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The.  sigrtih 
cance  of  the  membrane  action  in  the  treatment  of  arrhythmias  IS  oncertain  ' '■ 

The  mechanism  of  the  antimigraine  effect  of  propranotol  ftas  not  been  established  Bela* 
adrenergic  receptors  have  been  demonstrated  in  the  prat  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  csf  pathologtoor 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example; ’in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  ot  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  intertering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  ot  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible), 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
ot  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 


MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  Inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g,, 
dobutamine  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Ditliculty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b0t3  block©rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility.  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significant 
ctrug-inducad  toxicity  There  were  no  dcugsrelated  tumorigenic  effects  at  any  of  the  dosage 
fevels,  ■ Reproductive  studies' in  aftinidfs  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy  Pregriancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  to  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no-adequate  and  wetl-eohlrolied  studies  in  pregnant  women  INDERAL  should 
be  used  durina  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mokters.  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  admitsistered  to  a nursing  woman 

Pedmtnc  t/se?  Safety  and  effeeliveness  in  children  have  not  been  established 
ADVERSE  REACTIONS,  .yost  adverse  effects  have  been  mild  and  transient  and  have 
rafely  rectuired  the  withdrawal  Of  therapy. 

Cardiovascular:  bradycardia,  corigestive  heart  fatlure,  intensification  of  AV  block:  hypo- 
tension: paresthesia  erf  hands:  ttKombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely,  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a i 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL  \ 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  j 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  | 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may  i 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval,  j 

HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg  ) 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  ; 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved.  i 
The  usual  maintenance  dosage  is  120  to  160  mg  once  dally  In  some  instances  a dosage  of  640  j 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is  ; 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  i 
once  dally,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and  , 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  | 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA  ' 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be  ' 
Increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not  I 
obtained  within  tour  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy  | 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  ! 
several  weeks.  ! 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too  ■ 
limited  to  permit  adequate  directions  for  use  '. 

*The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratories  ; 
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Aplastic  Anemia:  Pathophysiology 
AND  Management 


Harvey  Rothberg,  m.d.,  princeton* 


The  pathophysiology  and  current  management  of  aplastic 
anemia  are  reviewed.  The  case  of  a 70-year-old  woman  with 
severe  aplastic  anemia  and  prolonged  remission  after 
antithymocyte  globulin  is  presented. 


Aplastic  anemia  is  characterized 
by  peripheral  blood  pan- 
cytopenia with  hypoplasia  of  the 
bone  marrow.  The  normal  blood-forming  cells  of  the 
bone  marrow  are  replaced  by  fat,  and  the  hypoplasia 
of  normal  marrow  elements  is  not  associated  with  an 
increase  of  immature  cells  (as  in  leukemia)  or  of  re- 
ticulum (as  in  myeloproliferative  disease).  Several  com- 
prehensive reviews  on  the  subject  recently  have  been 
published.'^ 

Aplastic  anemia  is  a pathophysiologic  state  of  di- 
verse etiologies.  The  hypoplastic  marrow  which  is  its 
hallmark  may  be  congenital  (as  in  Fanconi’s  anemia) 
or  acquired  (due  to  drugs,  chemical  exposure,  radi- 
ation, Infection,  or  another  disease  such  as  paroxysmal 
I nocturnal  hemoglobinuria).  Most  commonly,  it  is 
i idiopathic.  The  most  common  offending  drugs  are 
j chloramphenicol,  phenylbutazone,  phenytoin  and 
other  anticonvulsants,  gold  salts,  sulfonamides,  oral 
I hypoglycemic  agents,  antithyroid  drugs,  pheno- 
thiazines,  aspirin,  and  cytotoxic  cancer  chemo- 
therapeutic agents,  particularly  the  alkylating  agents 
such  as  busulfan.  Toxic  chemicals  such  as  benzene, 
lindane,  and  chlordane  have  been  implicated. 

’ Aplastic  anemia  is  thus  a spectrum  of  disorders, 
with  diverse  etiologies,  pathogenetic  mechanisms,  and 
degrees  of  severity.  Currently,  criteria  for  defining 
severe  aplastic  anemia  are:  marrow  with  less  than  25 


percent  normal  cellularity  and  at  least  two  of  the  fol- 
lowing— granulocytes  less  than  SOO/mm^,  platelets  less 
than  20,000/mm3,  and  anemia  with  corrected  re- 
ticulocyte count  less  than  1 percent. 

The  prognosis  of  aplastic  anemia  depends  on  the 
severity  of  the  disease.  In  Lynch’s  series,  90  percent  of 
patients  classified  as  having  severe  disease  died  within 
four  months  of  diagnosis,  but  80  percent  with  mild 
disease  survived  four  months.^  Some  patients  with 
mild  disease  eventually  recover,  at  least  partially.  In  the 
past  15  years,  the  outlook  for  severe  aplastic  anemia 
has  improved  considerably,  thanks  to  advances  in 
transfusion  therapy,  antibiotics,  bone  marrow  trans- 
plantation, and  immunotherapy. 

In  this  paper,  I report  the  successful  treatment  of 
severe  aplastic  anemia  in  an  elderly  woman  with  anti- 
thymocyte globulin,  and  discuss  the  rationale  for  treat- 
ment. 

CASE  REPORT 

A 70-year-old  widow  developed  progressive  weak- 
ness, fatigue,  and  easy  bruising  in  May  1981.  She  was 
found  to  be  pancytopenic  and  was  hospitalized  in  June 

*Dr.  Rothberg  is  Attending  Physician,  The  Medical  Center  at 
Princeton,  and  Clinical  Professor  of  Medicine,  UMDNJ- 
Rutgers  Medical  School.  Correspondence  may  be  addressed 
to  Dr.  Rothberg,  Princeton  Medical  Group,  Medical  Arts  Bldg., 
Suite  B,  253  Witherspoon  Street,  Princeton,  NJ  08540. 
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1981.  She  was  very  pale  and  had  purpura.  Hemoglobin 
was  6.7  gm/dl,  hematocrit  19,  WBC  2.1  with  20%  neu- 
trophils, 75%  lymphocytes,  2%  monocytes,  and  3% 
eosinophils;  platelet  count  was  Sl.OOO/mm^.  Re- 
ticulocyte count  was  1.2%.  Bone  marrow  was  hypo- 
plastic with  marked  increase  in  fat  cells  and  focal  ag- 
gregations of  lymphocytes  and  plasma  cells.  Blood 
chemistries,  chest  x-ray,  and  liver-spleen  scan  were 
normal.  The  patient  was  transfused  with  4 units  of 
packed  cells  and  8 units  of  platelets,  and  was  given 
prednisone,  40  to  60  mg  daily.  In  September  1981, 
oxymethalone  (Anadrol")  50  mg  t.i.d.,  was  added  and 
continued  for  five  months.  Despite  these  medications, 
she  required  frequent  transfusions,  an  average  of  5 
units  of  washed  packed  cells  and  1 1 units  of  platelets 
per  month  during  the  period  September  1981  through 
March  1982.  Hemoglobin  fell  to  about  8 gm/dl  before 
transfusions  and  rose  to  about  10.5  gm/dl  after  trans- 
fusions. Marked  weakness,  fatigue,  and  extensive 
purpura  persisted.  Platelet  counts  averaged 
10,000/mm^.  Diuretics  were  required  for  congestive 
heart  failure. 

On  March  5,  1982,  the  patient  was  hospitalized  after 
two  weeks  of  progressive  dyspnea  and  weakness. 
Hemoglobin  was  7.4  gm/dl,  hematocrit  22,  WBC  3,800 
with  20%  bands,  64%  segmented  neutrophils,  10% 
lymphocytes,  5%  monocytes,  and  1%  myelocytes. 
Platelet  count  was  8,000/mm3.  Reticulocyte  count  was 
2.8%.  Blood  chemistries  were  normal  except  for  slightly 
elevated  bilirubin  and  serum  LDH.  Chest  x-ray  showed 
a small  right  pleural  effusion.  Bone  marrow  (Figure  1) 
was  hypocellular  and  fatty,  with  marked  myeloid 
hypoplasia  and  absence  of  megakaryocytes.  Initially, 
the  patient  was  treated  with  transfusions.  Subse- 
quently, she  developed  fever  of  101.5°F  and  left 
shoulder  pain.  Multiple  blood  cultures  yielded 
coagulase-positive  Staphylococci,  and  the  patient  im- 
proved progressively  on  oxacillin  8 gm  daily  for  14 
days.  After  the  patient  recovered  from  this  episode  of 
septicemia,  antithymocyte  globulin  therapy  (Atgam®, 
Upjohn)  was  instituted  for  the  aplastic  anemia  Ox- 
ymethalone had  been  discontinued;  prednisone  was 
maintained  at  10  mg/day;  900  mg  of  antithymocyte 
globulin  (ATG)  was  given  in  a 20-hour  intravenous 
infusion  each  day  for  10  days.  Reactions  included  low- 
grade  fever  of  101.4°F  and  a rash  over  the  knees  and 
back;  intravenous  methylprednisolone  was  helpful  in 
controlling  the  fever  and  skin  rash.  The  platelet  count 
remained  low,  generally  between  5,000  and 
10,000/mm3.  There  was  extensive  purpura  during  the 
course  of  hospitalization  as  well  as  "coffee  grounds” 
vomitus  and  profuse  rectal  bleeding  on  one  occasion. 
A total  of  8 platelet  transfusions  of  6 units  each  were 
given  and  8 units  of  washed  packed  red  blood  cells.  In 
the  final  week  of  hospitalization,  the  patient's 
hemoglobin  stabilized  in  the  1 1 gm  range;  the  re- 
ticulocyte count  rose  to  6.4%  The  WBC  count  averaged 
about  3,000  and  later  rose  to  6,400.  By  the  time  of 
hospital  discharge,  April  16,  1982,  she  had  been  given 
43  units  of  washed  packed  red  cells  and  90  units  of 
platelets,  over  a period  of  ten  months. 

No  further  transfusions  were  required.  By  June 

1982,  three  months  after  ATG  treatment,  the  patient’s 
hemoglobin  was  10.6  gm,  WBC  4,200,  and  platelet 
count  27,000/mm^.  In  August  1983,  she  sustained  a 


Figure  2 — Bone  marrow,  August  1983  (x  160). 


subcapital  fracture  of  the  left  hip.  When  hospitalized, 
her  hemoglobin  was  9.7  gm,  WBC  3,700,  and  platelet 
count  50,000/mm3.  Bone  marrow  (Figure  2)  was 
markedly  hypercellular,  with  megaloblastoid  eiythroid 
hyperplasia  Myelopoiesis  was  normal,  but  mega- 
karyocytes were  slightly  decreased.  Plasma  cells  were 
slightly  increased.  A Knowles  pin  was  placed  in  the 
patient’s  left  hip  during  a 30-minute  operative  | 
procedure.  No  blood  was  given  during  this  operation  ; 
or  subsequently,  and  the  patient  made  an  excellent  j 
convalescence.  When  last  examined  in  May  1984,  her  I 
hemoglobin  was  10.9  gm,  WBC  5,300  with  normal  dif-  ! 
ferential,  and  platelet  count  was  80,000/mm3;  the  MCV  j 
is  105/mm. 3 She  feels  well  and  her  only  medications  i 
are  digoxin  and  propanolol  for  control  of  atrial  fibrilla-  i 
tion. 

The  dramatic  cessation  of  transfusion  requirement ' 
coincident  with  the  administration  of  antithymocyte  i 
globulin  clearly  indicates  the  beneficial  effect  of  the  j 
ATG  treatment  in  this  patient.  It  is  of  interest  that  the  ^ 
rise  in  platelet  count  was  much  slower  and  remains  ,i 
incomplete.  The  effect  on  the  peripheral  WBC  count  i 
was  uncertain.  Confirmation  of  the  therapeutic  ef- ! 
ficacy  of  the  ATG  treatment  can  be  seen  in  the  trans- 1 
formation  of  the  previously  hypoplastic  marrow  to  an  j 
abundantly  cellular  one.  j 

DISCUSSION  ! 

The  pathogenesis  of  aplastic  anemia  is  not  well; 
understood.  Several  mechanisms  may  be  involved;  1)  / 
a primary  disorder  of  hematopoietic  stem  cells;  2)  a\ 
defect  in  the  supporting  microenvironment;  3)  an  ab- 1 
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nomiality  of  the  regulators  of  hematopoiesis;  and  4) 
immune  suppression  of  hematopoiesis.^®  " There  is 
clinical  or  experimental  evidence  to  suppot  the  va- 
lidity of  each  of  these  mechanisms. 

A decrease  in  hematopoietic  stem  cells  has  been  ob- 
served in  mice  after  radiation  injury  as  well  as  in  the 
bone  marrow  failure  induced  by  busulfan.  In  man.  the 
association  of  aplastic  anemia  with  exposure  to  toxic 
chemicals  or  ionizing  radiation  supports  the  notion 
that  a deficiency  of  pluripotential  hematopoietic  stem 
cell  compartment  is  a major  factor  in  human  aplastic 
anemia  In  vitro  culture  studies  from  the  marrow  of 
patients  with  aplastic  anemia  have  repeatedly  shown 
gross  deficiencies  in  the  number  of  committed  stem 
cells  (CFU-C)  as  measured  by  growth  of  marrow  cells 
in  agar-gel  culture.'^’®  Perhaps  the  most  convincing 
evidence  to  support  this  concept  is  the  high  rate  of 
successful  engraftment  with  resulting  hematologic  re- 
coveiy  in  patients  with  aplastic  anemia  who  are  given 
transplants  of  normal  marrow  cells. 

An  alternative  hypothesis  emphasizes  the  role  of 
damage  to  the  marrow  microenvironment. High 
dosage  of  radiation  can  cause  irreversible  damage  to 
the  marrow  circulation  so  that  the  radiated  marrow 
cannot  support  normal  hematopoiesis.  The  congenital- 
ly anemic  Sl/SP  mouse  cannot  be  cured  by  infusion 
of  normal  compatible  marrow  cells,  apparently  because 
it  has  a defective  marrow  stromal  or  vascular  environ- 
ment. In  acquired  aplastic  anemia  in  man,  micro- 
architectural  changes  such  as  fibrinous  exudates, 
hemorrhages,  and  lymphoid  infiltrates  often  are  pres- 
ent, but  they  do  not  interfere  with  engraftment  of 
transplanted  marrow.  Therefore,  it  appears  that  micro- 
environmental damage  generally  is  not  the  major 
etiologic  factor  in  human  aplastic  anemia 

Another  possibility  is  an  abnormality  of  the  normal 
hematopoietic  control  mecheinisms.  Erythropoiesis 
normally  is  governed  at  least  in  part  by  erythropoietin, 
an  a-globulin  produced  in  the  hypoxic  kidney  and 
capable  of  stimulating  stem  cells  towards  eiythroid 
maturation.  Granulopoiesis  is  dependent  on  a colony- 
stimulating  factor  (CSF)  that  is  secreted  by  monocytes 
and  probably  regulated  by  prostaglandins.  Measure- 
ments of  erythropoietin  production  in  aplastic  anemia 
patients  show  it  to  be  either  normal  or  appropriately 
elevated,  indicating  integrity  of  the  control  mecha- 
nism.'^ As  noted  above,  most  patients  with  aplastic 
anemia  have  markedly  deficient  numbers  of  com- 
mitted stem  cells  (CFU-C),  but  the  regulatoiy  factor  or 
colony-stimulating  activity  (CSF)  is  normal  or  elevated. 

The  final  possibility  is  immune  suppression  of 
hematopoiesis.  Antibodies  capable  of  inhibiting 
hematopoiesis  in  vitro  have  been  found  in  about  25 
percent  of  patients  with  aplastic  anemia.  However, 
such  antibodies  have  been  seen  in  a similar  portion 
of  multiple  transfused  patients  without  bone  marrow 
I failure,  so  their  presence  in  most  aplastic  anemia  pa- 
tients may  be  transfusion  related  and  not  of  etiologic 
I significance."*  The  exception  to  this  may  be  the  rare 
I patient  with  lupus  eiythematosus  or  cryoglobulinemia 
and  a hematopoiesis-inhibiting  antibody  causing  bone 
-marrow  hypoplasia'® 

There  is  more  substantial  evidence  to  support  the 
i concept  of  cell-mediated  suppression  of  hematopoiesis, 
j Kagan,  Ascensao  et  al.  used  the  technique  of  cocultur- 
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ing  marrow  cells  of  aplastic  anemia  patients  with  mar- 
row cells  from  normal  donors,  and  found  that  the 
lymphocytes  of  some  aplastic  anemia  patients  in- 
hibited the  colony-forming  ability  of  normal  marrow 
cells.'^'®  Hoffman  found  that  peripheral  blood 
lymphocytes  of  aplastic  anemia  patients  had  a similar 
inhibitory  effect  on  erythroid  colony  formation. While 
these  results  have  been  confirmed,  it  appears  that 
erythropoiesis-suppressing  lymphocytes  occur  mainly 
in  patients  who  previously  have  been  transfused,  sug- 
gesting that,  as  in  the  case  of  inhibiting  serum  anti- 
body, the  suppressor  lymphocytes  often  are  a conse- 
quence of  transfusion. 

Observations  on  the  effect  of  immunosuppressive 
drugs  lend  further  support  to  the  concept  of  an 
etiologic  role  of  suppressor  lymphocytes.  For  example, 
Baran,  Griner,  and  Klemperer  showed  that  cyclo- 
phosphamide therapy  might  be  followed  by  complete 
remission  of  aplastic  anemia.^®  Further  evidence 
comes  from  bone  marrow  transplantation  in  identical 
twins."*  By  1981,  22  patients  with  aplastic  anemia  had 
received  bone  marrow  transplants  from  their  identical 
twins;  only  half  the  patients  improved  after  simple 
marrow  infusion.  The  other  half  recovered  only  when 
a second  marrow  infusion  was  preceded  by  im- 
munosuppressive conditioning  of  the  recipient  with 
cyclophosphamide,  alone  or  with  radiation  therapy. 
There  are  several  reports  of  patients  with  severe 
aplastic  anemia  who  have  had  repopulation  of  the 
bone  marrow  by  autologous  cells  with  partial 
hematologic  recovery  following  cyclophosphamide  and 
unsuccessful  marrow  transplantation.®  These  ex- 
periences suggest  that  some  cases  of  aplastic  anemia 
are  due  to  active  suppression  of  hematopoiesis  by  cells, 
presumably  lymphocytes,  that  can  be  inhibited  by  a 
cytotoxic  drug. 

Corticosteroids  also  are  capable  of  depleting  T 
lymphocytes  from  the  bone  marrow.  Leukopenic  pa- 
tients of  diverse  etiologies  (including  congenital  and 
acquired  neutropenia,  rheumatoid  arthritis,  and 
myelodysplastic  syndrome)  may  have  hemopoietic  in- 
hibitory cells  in  their  marrows.  When  they  do,  generally 
they  respond  to  steroid  therapy  with  increased  granu- 
lopoiesis. Only  2 of  27  aplastic  anemia  patients  in 
Bagby’s  series  could  be  demonstrated  to  have  such 
hemopoietic  inhibitory  cells;  one  of  these  responded  to 
prednisone  therapy.^' 

The  efficacy  of  antilymphocyte  globulin  (ALG)  and 
antithymocyte  globulin  (ATG)  in  the  therapy  of  aplastic 
anemia  lends  further  support  to  the  concept  that  sup- 
pressor lymphocytes  are  important  in  the  patho- 
genesis of  the  disease,  at  least  in  some  cases. 

THERAPEUTIC  MEASURES 

The  development  of  safe  and  effective  transfusion 
therapy  with  the  capacity  to  transfuse  platelets  and 
especially  erythrocytes  has  been  the  cornerstone  of  the 
modem  management  of  patients  with  hypoplastic 
marrow  disorders.  Leukocyte  transfusions  have  played 
a much  less  important  role,  but  antibiotics  have 
provided  effective  means  of  combating  life-threatening 
infections  in  the  leukopenic  patient.  Despite  the  ad- 
vances in  antibiotics  and  in  transfusion  therapy, 
aplastic  anemia  patients  continue  to  have  marked 
shortening  of  life  expectancy  unless  their  marrow 
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hypoplasia  can  be  remedied  with  return  of  peripheral 
blood  counts  towards  normal  values. 

A variety  of  hematinie  substances,  ineluding  iron, 
folic  acid,  vitamin  B,2,  pyridoxine,  and  cobalt,  have 
been  tested  elinieally  and  found  to  be  ineffeetive. 
Lithium  enhanees  CSF  produetion  by  monocytes  and 
stimulates  granulopoiesis  in  some  leukopenie  pa- 
tients. Blum  reported  marked  improvement  in  a pa- 
tient with  aplastie  anemia  following  lithium  carbonate 
therapy;  this  agent  deserves  further  evaluation.^^ 

Corticosteroid  Therapy.  Favorable  responses  in 
early  reports  on  eortieosteroid  therapy  probably  were 
due  to  inclusion  of  patients  with  mild  aplastie  anemia 
who  may  improve  spontaneously.  Bacigalupo  reported 
that  massive  doses  of  methylprednisolone  (initial  dose 
20  mg/Kg/day)  led  to  eomplete  remission  in  5 of  20 
patients  with  severe  aplastie  anemia^^  But  in  a large 
cooperative  study  in  Europe,  prolonged  eortieosteroid 
therapy  (about  1 mg/Kg/day)  was  associated  with 
shortened  survival  time,  espeeially  in  leukopenic  pa- 
tients.24  The  danger  of  infection  and  other  undesirable 
effeets  led  most  authorities  to  conclude  that  cor- 
ticosteroid therapy  is  contraindicated  in  severe 
aplastic  anemia 

Androgen  Therapy.  Androgen  therapy  is  con- 
troversial. It  has  been  known  that  males  have  higher 
hemoglobins  than  females  and  male  puberty  is  as- 
soeiated  with  a rise  in  hemoglobin  level.  In  1953,  Ken- 
nedy reported  that  testosterone  often  induees 
erythroeytosis  in  women  with  breast  caneer.^^  in  1961, 
Shahidi  and  Diamond  reported  testosterone-induced 
remissions  in  ehildren  with  aequired  and  eongenital 
aplastie  anemia^®  and  Sanchez-Medal  deseribed  simi- 
lar results  in  adults.^^  The  actions  of  androgens  in- 
clude both  enhancement  of  erythropoietin  production 
and  direct  stimulation  of  marrow  stem  cells,  possibly 
by  increasing  their  sensitivity  to  erythropoietin. 

Later,  androgens  became  established  as  effective 
stimulants  of  eiythropoiesis  in  patients  with 
myelofibrosis  and  refractory  anemia  and  have  been 
used  widely  in  aplastie  anemia  patients,  with  favorable 
responses.28  Oeeasional  patients  require  continued  an- 
drogen therapy  to  maintain  the  hematologie  response. 
However,  in  a eontroUed  study  of  1 1 1 patients  with 
severe  aplastie  anemia  by  the  Aplastic  Anemia  Study 
Group,  no  differenee  in  survival  could  be  demonstrated 
whether  patients  reeeived  intramuscular  or  oral  an- 
drogens or  not.  In  all  three  groups,  only  50  percent 
survived  four  months,  and  only  about  a third  were  alive 
at  the  end  of  a year.®  In  the  European  cooperative  study 
of  352  eases,  however,  definite  benefit  from  androgen 
therapy  was  reported.^”*  It  is  noteworthy  that  ab- 
normalities of  liver  funetion  developed  in  35  percent 
of  the  patients  in  this  study,  regardless  of  the  an- 
drogen used. 

Different  results  among  the  androgen  trials  may  be 
due  to  ease  seleetion.  Oeeasional  patients  with  mild  to 
moderate  hypoplastie  anemia  (with  some  residual 
hematopoietic  reserve)  may  respond  to  androgen  ther- 
apy, but  patients  with  severe  aplastie  anemia  are  un- 
likely to  benefit.  When  obtaiined,  the  benefieial  effeet 
of  androgen  therapy  is  confined  to  erythropoiesis; 
platelet  and  white  blood  cell  numbers  generally  are  not 
affeeted. 

Spleneetomy  and  plasmapheresis  also  should  be 


mentioned.  Spleneetomy  occasionally  decreases  trans- 
fusion requirement  in  aplastie  patients  with  hyper- 
splenism,  but  it  is  potentially  dangerous  beeause  it 
may  increase  suseeptibility  to  infeetion,  espeeially  in 
the  severely  leukopenie  patient.^^  Plasmapheresis  may 
benefit  the  rare  patient  with  an  autoantibody  capable 
of  inhibiting  hematopoiesis." 

Bone  Marrow  Transplantation.  This  has  beeome  es- 
tablished as  the  most  effective  therapy  for  young  pa- 
tients with  severe  aplastic  anemia"*^^”  However,  there 
are  major  problems  with  marrow  transplantation. 
First,  the  patient  must  have  a histocompatible  donor 
(a  sibling  donor  is  much  preferred).  If  a patient  has 
only  one  sibling,  there  is  only  a 25  pereent  ehance  that 
he  is  histocompatible:  in  a family  of  three  ehildren, 
there  is  a 30  to  40  pereent  chanee  of  having  an  HLA- 
identical  sibling  donor.  Second,  the  procedure  must  be 
performed  in  a transplantation  center  with  an  ex- 
perienced team  and  extensive  support  faeilities.  Third 
is  the  problem  of  graft  rejeetion,  whieh  may  occur  even 
with  grafts  from  HLA-identieal  sibling  donors.  This 
once  very  frequent  outeome  of  marrow  transplantation 
can  be  reduced  to  about  40  percent  of  cases  by  precon- 
ditioning the  patient  with  cyclophosphamide;  if  the 
patient  also  is  given  either  total  body  radiation  therapy 
or  an  infusion  of  peripheral  blood  leukoeytes  (buffy 
coat)  from  the  donor,  the  ineidenee  of  graft  rejeetion 
is  reduced  to  about  10  percent.  An  espeeially  important 
observation  is  the  mueh  higher  ineidenee  of  graft  re- 
jection in  patients  who  have  had  blood  transfusions 
prior  to  receiving  marrow  transplantation.  Sinee  the 
vast  majority  of  patients  arrive  at  marrow  trans- 
plantation centers  having  had  multiple  transfusions, 
it  has  become  common  practice  to  infuse  such  pa- 
tients with  donor  bufly  coat  cells  in  order  to  faeilitate 
engraftment  of  the  transplanted  marrow.®® 

Graft-versus-host  disease  (GVHD),  caused  by  the  re- 
action of  donor  T-lymphocytes  to  recipient  tissues,  oc-  j 
eurs  in  about  40  or  50  pereent  of  marrow  recipients,  I 
and  is  lethal  in  about  10  pereent.  Major  features  of  ! 
acute  GVHD  are  dermatitis,  hepatitis,  gastroenteritis,  ,| 
and  infections.  Acute  GVHD  may  be  treated  with  meth-  !j 
otrexate,  cortieosteroids,  and  antithymocyte  globulin, 
and  may  be  prevented  by  methotrexate  or  eyelosporin  | 
A,  Chronic  GVHD  exhibits  scleroderma-like  features  ' 
assoeiated  with  immune  deficiency  and  susceptibility  j 
to  baeterial  infeetion;  eortieosteroids  and  azathioprene  ■ 
have  been  helpful  in  management.  ! 

Interstitial  pneumonia  occurs  in  about  30  percent ! 
of  reeipients  of  bone  marrow  transplants.  Half  of  the  ■ 
cases  are  associated  with  eytomegalovirus;  other 
causes  include  herpes  viruses  and  Pneumocystis  i 
carinit  Cytomegalovirus  pneumonia  has  an  80  per- ' 
cent  mortality,  and  now  is  the  most  common  cause  of 
death  in  transplant  recipients.  Infections  of  all  types  , 
are  a major  problem  in  patients  following  marrow  j 
transplantation:  in  the  first  few  months,  they  generally  j| 
are  baeterial  or  fungal  and  are  related  to  granu-j 
loeytopenia;  later,  infeetions  are  viral  and  related  to  i 
profound  immune  defieieney.  { 

Finally,  the  cost  of  a bone  marrow  transplantation  j| 
is  $80,000  or  more,  although  the  charges  may  be  much 
less  if  major  complieations  are  avoided  and  the  patient  | 
is  hospitalized  for  less  than  a month.  Fortunately,  now  ii 
that  bone  marrow  transplantation  is  an  accepted  ther- 
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apy,  third-party  payers  are  covering  much  of  the  ex- 
pense in  many  cases. 

Despite  all  the  problems,  most  centers  now  report  40 
to  60  percent  one-  to  two-year  disease-free  survivals  in 
patients  with  aplastic  anemia  following  marrow  trans- 
plantation. Age  is  a major  determinant  of  outcome: 
among  patients  less  than  30  years  of  age,  about  80 
percent  survive;  in  the  30-  to  50-age  group,  only  about 
50  percent  survive:  and,  among  patients  older  than  50, 
the  mortality  is  prohibitive.^  Another  factor  is  previous 
transfusion  status:  despite  buffy  coat  treatment  the 
long-term  survival  of  patients  who  have  had  previous 
transfusions  substantially  is  less  than  that  of  the  non- 
transfused  patients.^o  But  the  overall  results  are  good, 
and  early  bone  marrow  transplantation  now  is  con- 
sidered to  be  the  therapy  of  choice  for  young  patients 
with  severe  aplastic  anemia,  provided  they  have  an 
HLA-identical  sibling  available  as  a marrow  donor.^'  ^^ 

For  the  60  or  70  percent  of  patients  with  severe 
aplastic  anemia  who  lack  an  HLA-identical  sibling 
marrow  donor,  alternative  sources  of  hematopoietic 
stem  cells  for  transplantation  can  be  considered.  These 
include  nonsibling  family  donors  (disappointing),  un- 
related donors  (generally  unsuccessful,  even  when 
HLA-identical),  and  various  experimental  sources  (T- 
cell  depleted  histoincompatible  marrow,  fetal  liver  cells, 
and  possibly  marrow  tissue  cultures).'*^' 

Immunosuppressive  Therapy.  Cyclophosphamide  is 
theoretically  interesting  as  a means  of  destroying 
hematopoiesis-suppressing  lymphocytes,  but  in  prac- 
tice it  has  been  disappointing:  Griner  found  only  four 
remissions  among  73  aplastic  anemia  patients  treated 
with  cyclophosphamide.  The  use  of  this  agent  probably 
is  unjustified  unless  the  patient  can  be  demonstrated 
to  have  immune-mediated  aplasia  which  is  un- 
responsive to  other  measures.^'* 

Antilymphoc3de  globulin  is  a more  effective  form  of 
immunosuppressive  therapy.  The  use  of  an  anti- 
lymphocyte serum,  or  ALG,  was  first  reported  by 
Mathe,  who  used  it  as  an  adjunct  to  bone  marrow 
transplantation.35  These  results  were  expanded  by 
Speck  in  Basle  and  his  colleagues  in  France  and  the 
Netherlands  who  used  a commercial  equine  anti- 
human thoracic  duct  lymphocyte  serum.^®  In  1981, 
Speck  reported  a 69  percent  one-year  survival  in  pa- 
tients with  aplastic  anemia  treated  with  ALG;  63  per- 
cent of  whom  no  longer  required  transfusions.®^  How- 
ever, it  was  noted  that  the  hematologic  recovery 
achieved  with  ALG  generally  was  less  complete  than 
I that  following  bone  marrow  transplantation.  In  the 
1 United  States,  a prospective  randomized  trial  was  con- 
ducted by  the  Aplastic  Anemia  Study  Group.®®  Twenty- 
nine  patients  with  severe  aplastic  anemia  were  given 
androgen,  HLA-haploidentical  marrow,  and  ALG,  13 
control  patients  were  given  only  androgen  and  sup- 
I portive  care.  Of  the  patients  given  ALG,  76  percent 
! were  alive  after  two  years,  compared  with  only  31  per- 
cent of  the  control  group.  The  administration  of  ALG 
i was  associated  with  considerable  toxicity:  fever  in  all 
cases,  chills  in  77  percent,  thrombocytopenia  in  87 
percent,  serum  sickness  in  57  percent,  hypotension  in 
43  percent,  hemolysis  in  17  percent,  and  anaphylaxis 
in  10  percent. 

Recent  trials  have  used  antithymocyte  globulin 
(ATG)  prepared  from  horses  immunized  with  single 


cell  suspensions  of  human  thymocytes.  Among 
Jansen’s  20  patients  treated  with  ATG  in  Leiden:  7 (35 
percent)  had  good  responses  and  were  rendered  free 
of  the  need  for  transfusions.®®  At  least  two  recent  stud- 
ies have  omitted  concomitant  androgen  therapy.  At 
ULCA,  11  of  2 1 patients  given  ATG  had  sustained  im- 
provement, compared  with  none  of  2 1 control  patients 
who  received  supportive  care  alone. '♦*  At  the  University 
of  IVIinnesota,  MiUer  et  al.  reported  remissions  in  10 
of  19  patients  with  severe  aplastic  anemia  treated  with 
ATG.“®  Thus,  ATG  has  a major  established  role  in 
severe  aplastic  anemia,  supporting  the  concept  that 
suppressor  lymphocytes  are  important  in  the 
pathogenesis  of  the  disease,  at  least  in  some  cases.'*® 

CONCLUSION 

Given  the  array  of  treatment  methods,  what  guide- 
lines can  be  provided  for  practitioners  confronted  with 
a patient  with  aplastic  anemia?  It  appears  that  an- 
drogens are  of  limited  value  in  severe  aplastic  anemia, 
and  that  delay  in  marrow  transplantation  leads  to  in- 
creased morbidity  and  lessened  likelihood  of  success. 
Therefore,  as  soon  as  the  diagnosis  of  severe  aplastic 
anemia  is  made,  young  and  middle-aged  patients 
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should  have  HLA  typing,  and  their  relatives  should  be 
tested  for  histocompatibility.  The  period  of  observation 
before  transplantation  should  be  limited  to  three  to 
four  weeks.  During  this  period,  the  course  of  the  pa- 
tient’s illness  can  be  observed,  and  androgens,  possibly 
with  corticosteroid,  can  be  given.  Transfusions  should 
be  limited  and  avoided  if  possible.  Patients  with  severe 
aplastic  anemia  having  identical  twins  available  as 
donors  should  be  marrow-transplanted  without  delay. 

Antithymocyte  globulin  now  offers  an  acceptable 
alternative  for  patients  greater  than  age  40  or  those 
without  a suitable  donor.  This  approach  may  be  of 
particular  value  in  the  multiply  transfused  patient. 
Further  study  may  provide  more  information  as  to  the 
mode  of  action  of  such  therapy,  how  best  to  administer 
it,  and  how  to  select  the  patients  who  are  most  likely 
to  respond. 

SUMMARY 

The  pathophysiology  and  current  management  of 
aplastic  anemia  are  reviewed.  The  case  of  a 70-year-old 
woman  with  severe  aplastic  anemia  and  prolonged  re- 
mission after  antithymocyte  globulin  (ATG)  is  pres- 
ented. ATG  is  a valuable  addition  to  the  therapy  of 
aplastic  anemia 
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An  Approach  to  I dentification  of 
Cine  Coronary  Anatomy 


Lloyd  Spindell,  m.d.,  Newark* 


The  method  of  understanding  cine  coronary  anatomy  is  based  on 
the  concept  of  the  **(drcle**  of  the  atrioventricular  sulcus  and  the 
segment  of  the  interventricular  groove,  which  serve  as  cardiac 
surface  markers.  The  effect  of  patient  position  and  x-ray  beam 
direction  on  the  projection  of  the  **€drcle**  and  the  segment  is 

shown  schematically. 


In  1970,  Daves  described  the  ad- 
vantage of  the  “loop”  and  “cir- 
cle” concept  as  a learning  aid  in 
understanding  coronary  anatomy.'  The  interval  since 
then  has  witnessed  not  only  an  unusual  increase  in 
the  number  of  coronary  arteriograms,  but  also  a broad- 
er interest  among  various  physicians.  This  paper  is  an 
expansion  of  the  initial  brief  description  of  the  cor- 
onaiy  circulation  by  Daves  and  is  directed  to  the 
nonradiologist  who  wishes  to  understand  the  unique 
form  of  coronaiy  anatomy  as  presented  on  cineangi- 
ography. 

The  major  coronary  arteries  and  their  large  branches 
are  predominantly  surface  vessels  and  lend  themselves 
to  map-like  representation.  However,  unlike  a road 
map  of  routes  which  has  two-dimensional  represen- 
tation on  paper,  the  cine  cardiac  road  map  is  more 
complex  because  the  opacified  coronary  vessels  that 
are  projected  onto  each  cine  frame  surround  a three- 
dimensional  cardiac  structure  frequently  resulting  in 
superimposition  of  some  of  the  coronary  arterial  seg- 
ments. Fortunately,  there  are  two  major  surface 
markers  of  the  heart  which  are  approximately 
geometrical  and  which  can  aid  the  new  viewer.  These 
are  the  “circle”  and  the  “U”  segment. 

THE  CIRCLE 

The  schematics  of  the  heart  which  assist  in  the 
identification  of  the  coronary  arteries  are  shown  in 


Figures  1,  2,  3,  4,  and  5.  The  first  of  the  two  cardiac 
surface  markers  is  the  atrioventricular  sulcus  (AVS) 
which  is  approximately  circular  in  configuration  and 
may  be  considered  as  composed  of  right  and  left  semi- 
circles (RS  and  LS)  or  of  right  and  left  atrioventricular 
sulci,  respectively  Rt  AVS  and  Lt  AVS.  Figure  1 reveals  | 
the  heart  as  it  might  be  visualized  with  the  patient  in  I 
a mild  radiographic  right  anterior  oblique  position  j 
(RAO).  In  this  position,  the  patient’s  right  anterior  ' 
chest  is  slightly  closer  to  the  imaging  device  than  the  | 
patient’s  left  side  and  results  in  the  cardiac  apex  being  j 
turned  slightly  away  from  the  image  intensifier  sur-  i 
face.  An  imaginary  plane  ABCD  is  shown,  which  is  i 
coincident  with  the  AVS  or  the  RS  and  LS.  The  plane  j 
ABCD  intersects  the  aortic  root  and  the  inferior  vena  > 
cava,  demarcating  the  atria  on  one  side  of  the  AVS  and  i 
the  ventricles  on  the  other  side  of  the  AVS  (Figure  1 ).  i 
In  the  full  frontal  or  posteroanterior  position  (PA),  '! 
the  visualized  surface  of  plane  ABCD  faces  downward,  i 
frontally,  and  to  the  patient’s  left  (Figure  2).  If  the  | 
patient  is  rotated  into  a 45°  RAO  position,  with  the  i 
shoulder  even  closer  to  the  imaging  device  than  shown 
in  Figure  1,  the  right  and  left  AVS  or  semicircles  be- 
come superimposed  and  plane  ABCD  is  seen  on  end 
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Figure  1 — Mild  right  anterior  oblique  position  projeetion 
showing  plane  ABCD  coincident  with  the  atrioventricular 
sulcus.  Key:  ABCD— plane;  LAD— left  anterior  descending  ar- 
tery; Lt  AVS— left  atrioventricular  sulcus;  LV— left  ventricle;  Rt 
AVS— right  atrioventricular  sulcus;  RA— right  atrium;  and 
RV — right  ventricle. 


(Figure  3A).  However,  if  the  patient  is  rotated  into  a 
45°  left  anterior  oblique  position  (LAO),  which  moves 
the  left  shoulder  closer  to  the  imaging  device  than  the 
right  shoulder,  the  semicircles  of  the  right  and  left  AVS 
are  separated  fully  and  present  as  a relatively  full  circle 
with  plane  ABCD  seen  en  face  (Figure  3B).  It  should 
be  noted  that  in  the  frontal  or  PA  position  (Figure  3C), 
plane  ABCD  is  intermediate  in  orientation  to  that  ob- 
tained with  the  patient  in  RAO  and  LAO  positions 
(Figures  3A  and  3B). 

THE  RIGHT  CORONARY  ARTERIAL  ANATOMY  AS 
RELATED  TO  THE  RIGHT  SEMICIRCLE 


Figure  2— Composite  schematic  of  the  circle  and  the  “U” 
segment  of  the  atrioventricular  sulcus  and  interventricular 
groove,  respectively,  in  the  posteroanterior  position.  Key; 
ABCD — plane;  AL‘‘U”S — anterior  limb  of  "U”  segment; 
Cr — crux;  LAD — left  anterior  descending  artery;  LS — left  semi- 
circle; RS— right  semicircle;  and  PL“U”S— posterior  limb  of 
"U”  segment. 


ing  (LAD)  and  circumflex  (Cx)  divisions.  The  Cx  follows 
the  Lt  AVS  or  LS  (Figure  1 and  2).  The  Cx  also  provides 
two  major  groups  of  arterial  branches  along  the  sur- 
face of  the  heart.  The  obtuse  marginal  and  pos- 
terolateral arterial  divisions  are  in  the  first  group  and 
extend  over  the  left  ventricular  surface,  and  left  atrial 
branches  of  the  second  group  extend  from  the  circum- 
flex over  the  left  atrial  surface.  Again,  for  the  sake  of 
simplicity,  the  obtuse  marginal  and  posterolateral  ar- 
teries can  be  combined  and  designated  as  left  marginal 
arteries. 

EFFECT  OF  PATIENT  ROTATION  ON  PROJECTION 
OF  VESSELS  EMERGING  FROM  BOTH  THE  RIGHT 
AND  LEFT  AVS  OR  THE  CIRCLE 


The  right  coronary  artery  (RCA)  originates  from  the 
right  anterior  sinus  of  valsalva  and  follows  the  right 
semieirele,  dividing  into  two  major  groups  of  surface 
arteries.  One  group  extends  from  the  right  semicircle 
onto  the  right  ventricular  surface  and  the  other  group 
onto  the  right  atrial  surface.  The  ventricular  arterial 
branches  that  emanate  from  the  right  semicircle  in 
order  of  sequence  are  the  conus,  right  ventricular, 
acute  marginal,  and  right  posterior  ventricular  arter- 
ies. For  the  purposes  of  simplicity,  the  right  ventricular 
[and  acute  marginal  arteries  all  can  be  designated  as 
; right  marginal  arteries.  The  arterial  branches  emanat- 
ing from  the  atrial  side  of  the  right  circle  in  order  of 
I sequence,  are  the  sinus  node  branch  and  the  atrial 
artery  or  arteries. 

LEFT  CORONARY  ARTERIAL  ANATOMY  AS 
RELATED  TO  THE  LEFT  SEMICIRCLE 

The  left  main  coronary  artery  arises  from  the  left 
sinus  of  valsalva  and  divides  into  left  anterior  descend- 


It  will  be  evident  from  Figure  3A  that  in  the  RAO 
position  (plane  ABCD  seen  on  end),  a selective  right 
or  left  coronciry  (RCA  or  LCA)  injection  of  contrast  will 
avoid  superimposition  of  atrial  and  ventricular 
branches.  Conversely,  in  the  LAO  position  (plane  ABCD 
seen  en  face)  (Figure  3B),  selective  injection  of  the  RCA 
or  the  LCA  will  superimpose  atrial  and  ventricular  ar- 
teries on  the  side  of  injection. 

THE  “IT  SEGMENT 

The  second  major  landmark  is  the  interventricular 
groove  (IG)  which  has  both  an  anterior  and  posterior 
component  and  defines  a “LT’’  shaped  segment.  The  “U” 
segment  is  comprised  of  two  limbs,  an  anterior  limb 
which  follows  the  anterior  interventricular  groove 
(AIG)  and  a posterior  limb  which  follows  the  posterior 
interventricular  groove  (PIG)  (Figure  5).  Figure  5 is  a 
schematic  representation  of  the  heart  with  the  patient 
in  a mild  LAO  position,  that  is  with  the  patient’s  left 
side  slightly  closer  to  the  imaging  device  than  the  right 


VOL.  82— NUMBER  6— JUNE  1985 


I 


465 


Figures  3A,  3B,  and  3C— Demonstrating  projection  of  circle 
of  atrioventricular  sulcus  within  plane  ABCD  in  the  right 
anterior  oblique,  left  anterior  oblique,  and  posteroanterlor 
positions,  respectively.  Key:  A— atrial;  AVN— atrioventricular 
nodal;  C — conus;  Cr — crux;  Cx — circumflex;  D — diagonal; 
IS — inferior  septal;  K — Kugel’s;  LAD — left  anterior  descend- 
ing; M— marginal;  PV— posterior  ventricular;  RCA— right  cor- 
onary artery;  Rt  Lt— right  and  left;  RV— right  ventricular 
branch  of  LAD;  and  SS — superior  septal. 


“U"  SEGMENT 


Figures  4A,  4B,  and  4C — Demonstrating  "U”  segment  of  in- 
terventricular groove  within  plane  EFX3H  in  the  left  anterior 
oblique,  right  anterior  oblique,  and  posteroanterlor  positions, 
respectively.  Key:  A— atrial;  AVN— atrioventricular  nodal; 
C— conus;  CR — crux;  Cx — circumflex;  D— diagonal; 
IS — inferior  septal;  K — Kugel’s;  LAD — left  anterior  descend- 
ing; M— marginal;  PV— posterior  ventricular;  RCA— right  cor- 
onary artery;  Rt  Lt — right  and  left;  RV — right  ventricular 
branch  of  LAD;  and  SS — superior  septal. 


side.  In  this  position,  the  eardiac  apex  is  directed 
toward  the  observer.  The  plane  EFGH  is  coincident 
with  the  IG,  which  separates  the  right  and  left  ven- 
tricles and  passes  through  the  aortic  root  and  the 
Juxta-apical  portion  of  the  heart.  In  a direct  PA  position 
of  the  patient  the  visualized  surface  of  plane  EFGH 
faces  to  the  right  upward  and  frontally  (Figure  4C). 
The  circle  of  the  AVS  has  been  added  to  Figure  5 in 
order  to  demonstrate  the  junction  of  the  AIG  with  the 
superior  portion  of  the  circle  and  the  junction  of  the 
PIG  with  the  inferior  portion  of  the  circle.  In  the  LAO 
position,  plane  EFGH  is  projected  on  end,  resulting  in 
superimposition  of  both  the  anterior  and  posterior 
limbs  of  the  “U”  segment  (Figure  4A)  while  the  RAO 
position  (Figure  4B)  will  “open  up”  the  limbs  of  the  “U” 
segment  advantageously.  The  PA  position  (Figure  4C) 
shows  projection  of  the  “U”  segment  intermediate  to 
that  in  Figure  4A  and  4C.  Figure  2 is  a composite  of 
the  junction  of  the  circle  with  the  “U”  segment  in  the 
PA  or  frontal  plane.  The  junctional  area  of  the  posterior 
limb  of  the  "U”  segment  (PL“LT’S)  with  the  Inferior 
portion  of  the  circle  Is  referred  to  as  the  crux  (Cr)  of 
the  heart  and  represents  a point  common  to  aU  four 
cardiac  chambers. 

SURFACE  ARTERIES  RELATED  TO  THE  “U” 
SEGMENT 

In  addition  to  the  circumflex  artery,  the  left  main 
coronary  ailery  divides  into  the  LAD,  which  courses 
along  the  anterior  limb  of  the  “LT  segment  (AL“LTS), 
while  the  posterior  descending  (PD)  artery  follows  the 


F 


Figure  5 — Mild  left  anterior  oblique  position  showing  plane 
EFGH  coincident  with  the  interventricular  groove.  Key; 
Cr— crux;  LV— left  ventricle;  PIG— posterior  interventricular 
groove;  RV— right  ventricle. 
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NUMBER DATE. 
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Figure  6 — Schematics  of  coronary  arterial  circulation  used  by  ' 
tbe  x-ray  department  of  the  Newark  Beth  Israel  Medicd  j 
Center  for  graphic  documentation  of  arterial  pathology.  j 

I 

I 

posterior  limb  of  the  “LT  segment  PL“LTS.The  PD  may  j 
arise  either  from  the  RCA  or  the  LCA  but  usually  } 
stems  from  the  RCA 

The  LAD  yields  a number  of  surface  vessels  over  the  | 
right  and  left  ventricles.  The  right-sided  surface  vessels 
are  labeled  right  ventricular  branches  of  the  LAD  (not ! 
to  be  confused  with  right  ventricular  branches  of  the  ‘ 
RCA),  and  the  left-sided  vessels  are  designated  as 
diagonal  arteries.  The  surface  vessels  arising  from! 
either  side  of  the  PD  and  extending  along  the' 
diaphragmatic  surface  of  the  heart  are  not  labeled.! 
specifically.  The  LAO  projection  produces  super-! 
imposition  of  the  “LT  limbs  within  plane  EFGH  but 
separates  its  surface  branches,  while  the  RAO  position 
will  separate  the  “U”  limbs  and  superimpose  its  sur- 
face branches  (Figure  4A  and  4B).  | 
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TABLE  1 

Vessels  Related  to  "Circle" 

Surface  Marker 

Arteries 

Veins 

Rt  Semicircle 

RCA 

(Rt  predominance  if  arteiy  continues 
across  crux  and  -►  PD) 

Small  cardiac  (inferior  half  of  rt 
semicircle:  joins  coronary  sinus) 

Atrial  vessels  “communicating"  with 
rt  semicircle 

1.  Sinus  node  branch 

2.  Rt  atrial 

Rt  atrial 

Ventricular  vessels  “communicating” 
with  rt  semicircle 

1.  Conus 

2.  Rt  ventricular+ 

3.  Acute  marginal^ 

4.  Rt  posterior  ventricular 

Anterior  cardiac* 

Lt  Semicircle 

Cx 

(Lt  predominance  if  Cx  continues  into 
crux  and  -*•  PD) 

Great  cardiac  (originates  in  anterior 
“U‘  limb  and  empties  into  coronaiy 
sinus) 

Atrial  vessels  “communicating”  with 
It  semicircle 

Atrial  circumflex 

Oblique  vein  of  left  atrium 

Ventricular  vessels  “communicating” 
with  It  semicircle 

1 . Obtuse  marginal+ 

2.  Posterolateralt 

1.  Lt  marginal 

2.  Posterior  It  ventricular 

’Anterior  cardiac  veins  cross  right  semicircle  and  empty  directly  into  right  atrium.  Coronary  sinus  is  final  pathway  of 
all  other  surface  veins. 

+Ventricular  vessels  may  be  simply  labelled  right  marginal  arteries  when  emanating  from  the  right  semicircle  and  left 
marginal  arteries  when  emanating  from  the  left  semicircle. 

TABLE  2 

Vessels  Related  to  “U"  Segment 

Surface  Marker 

Arteries 

Veins 

Anterior  “U"  limb 

LAD 

Great  cardiac  (anterior 
interventricular) 

Rt  ventricular  vessels 
“communicating”  with  anterior 
“U’  limb 

Rt  ventriculcir  branches  of  LAD 

Rt  ventricular  tributaries  of  great 
cardiac  vein 

Lt  ventricular  vessels 
“communicating”  with  anterior 
“U’  limb 

Diagonals 

Diagonal  tributaries 

Posterior  "If  limb 

PD  which  may  arise  from  RCA  or  Cx 

Middle  cardiac  (posterior 
interventricular) 

Rt  ventricular  vessels 
“communicating”  with  posterior 
“U’  limb 

Not  designated 

Not  designated 

Lt  ventricular  vessels 
“communicating”  with  posterior 
“U*  limb 

Not  designated 

Not  designated 

PENETRATING  ARTERIES  OF  THE  “IT  SEGMENT 

Another  major  category  of  coronary  arterial  vessels 
penetrate  the  deep  substance  of  the  heart.  The 
noteworthy  penetrating  vessels,  which  readily  are 
opacified,  include  the  superior  and  inferior  septal  per- 
forator arteries  (SS  and  IS),  and  a vessel  segment  in 
the  crux  with  its  AV  nodal  artery  branch  (AVN).  The 
SS  and  IS  septal  arteries  originate  from  the  LAD  and 
PD,  respectively,  penetrate  the  superior  and  inferior 
ventricular  septum,  and  project  within  the  cardiac  sil- 
houette approximately  parallel  to  a line  joining  both 


ends  of  the  “LT  segment.  This  parallelism  is  not  altered 
substantially  by  a change  in  position  of  the  patient. 
Kugel’s  artery  (K)  (Figures  3B  and  3C)  originates  vari- 
ably from  the  surface  of  the  heart  at  the  junction  of 
the  anterior  limb  of  the  “U”  segment  and  the  superior 
aspect  of  the  circle  (any  of  the  proximal  major  coronary 
arteries),  penetrating  the  basal  portion  of  the  atrial 
septum.  Although  this  vessel  is  seen  rarely  on  normal 
coronary  arteriography,  it  is  mentioned  here  because 
of  its  important  contribution  as  a potential  collateral 
pathway  in  obstructive  coronary  artery  disease.  The 
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counterpart  of  Kugel’s  arteiy  is  the  AVN  branch  arteiy, 
which  is  at  the  base  of  the  ventricular  septum  and 
arises  from  the  vessel  that  crosses  the  crux  of  the  heart 
(Figures  3B  and  3C).  This  vessel  either  may  be  the 
distal  RCA  or  the  distal  CX.  The  AVN  artery  almost 
always  is  indentifiable  on  cine  studies.  The  septal  ar- 
teries are  best  separated  in  the  RAO  position  (Figure 
4B).  On  occasion,  another  penetrating  vessel  may  be 
visible  which  originates  from  the  posterior  descending 
artery  and  supplies  the  posteromedial  papillaiy  muscle 
of  the  left  ventricle.  Visualization  of  other  penetrating 
vessels  is  infrequent. 

CORONARY  ARTERY  DOMINANCE 

The  coronary  circulation  may  be  right  or  left 
predominant  or  balanced.^  Briefly,  in  a right  predomi- 
nant system  the  RCA  follows  the  right  semicircle,  gives 
rise  to  the  PD,  crosses  the  crux,  and  supplies  one  or 
more  branches  of  the  posterior  surface  of  the  left  ven- 
tricle. In  a left  predominant  system,  the  Cx  follows  the 
left  semicircle,  is  the  source  of  the  PD,  and  crosses  the 
crux.  Posterior  left  ventricular  divisions  then  will 
emanate  from  the  Cx  along  the  diaphragmatic  surface 
of  the  left  ventricle.  In  a balanced  circulation,  both  RCA 
and  Cx  reach  the  crux. 

ADDITIONAL  CLUES  TO  VESSEL  IDENTinCATION 
ON  CINE  CORONARY  ARTERIOGRAPHY 

Additional  clues  to  vessel  identification  include  the 
following: 

1.  Surface  vessels  show  greater  displacement  than 
penetrating  vessels  with  rotation  of  the  patient. 

2.  Surface  vessels  undulate  while  penetrating  vessels 
are  relatively  straight. 

3.  Arteries  that  “cross”  each  other  are  on  opposing 
surfaces  of  the  heart. 

4.  Branches  that  move  synchronously  frequently 
stem  from  the  same  parent  artery. 

5.  A curvilinear  radiolucency  of  the  epicardial  fat  in 
the  left  AVS  is  an  excellent  marker  for  the  left  semi- 
circle. 

6.  The  coronary  sinus  which  represents  a major 
pathway  of  cardiac  venous  return  is  opacified  very 
readily  and  is  located  in  the  lower  left  semicircle  there- 
by facilitating  identification  of  the  anticipated  course 
of  the  Cx. 

7.  Despite  the  many  variations  in  the  anatomy  of  the 
coronary  arteries,  an  important  concept  is  that  of  re- 
ciprocal coronary  artery  supply  in  patients  with  a nor- 
mal myocardium.  For  example,  if  the  RCA  courses 
along  the  right  semicircle  and  well  onto  the  left  semi- 


circle, then  the  Cx  usually  will  demonstrate  an  ab- 
breviated course  in  the  left  semicircle.  Again,  if  the  LAD 
courses  for  a short  distance  along  the  anterior  limb  of 
the  “LT  segment,  the  PD  whether  arising  from  the  RCA 
or  Cx  can  be  expected  to  reciprocate  by  extending 
around  the  apex  of  the  heart  toward  the  anterior  limb 
of  the  “U”  segment.  If  this  primary  type  of  reciprocity 
does  not  occur,  then  arterial  branches  of  one  major 
coronaiy  artery  may  extend  for  greater  distances  than 
usual  in  order  to  fill  a “void”  left  by  divisions  of  another 
major  coronaiy  arteiy. 

In  evaluating  the  coronaiy  arterial  circulation  it 
always  is  important  to  be  cognizant  of  congenital  vari- 
ations of  coronary  anatomy.  In  general,  a coronary  ves- 
sel may  vaiy  in  site  of  origin,  number  of  vessels,  and 
site  of  distribution. 

COMPLEX  ANGLING  CINE  CORONARY 
ARTERIOGRAPHY 

The  arterial  identification  process  described  is 
predicated  on  images  obtained  from  an  x-ray  source  j 
which  is  directed  perpendicular  to  the  long  axis  of  the 
patient’s  body.  With  current  state  of  the  art  in  radio- 
graphic  equipment  the  x-ray  beam  also  can  be 
directed  in  a craniocaudad  or  caudocranial  axis,  in 
conjunction  with  the  orthogonal  patient  positions  de- 
scribed. This  usually  will  permit  optimum  vis- 
ualization of  a segment  of  the  coronary  circulation  that 
previously  was  foreshortened  or  obscured.^'^  After  ap- 
preciating the  basic  changing  projections  of  the  circle 
and  the  “U”  segment  resulting  from  relative  or  absolute 
rotation  of  the  patient,  the  additional  effect  of 
cephalocaudad  angulation  on  projection  of  the  circle  I 
and  the  loop  can  be  anticipated.  In  turn,  the  projection 
of  the  vessels  following  the  cardiac  markers  more  read-  | 
ily  become  predictable.  Tables  1 and  2 are  a summary  ; 
of  the  coronary  anatomy  approach  described.  The  i 
major  coronary  venous  circulation  also  has  been  added  i 
for  completeness. 
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SORBITRATE 

{ISOSORBDE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to, 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension, 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  (or  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates, 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  pafh  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  tor  sublingual  SORBITRATE  is  2 5 to  5 mg,  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE;  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5,  10  mg); 
Oral  Tablets  (5,  10,  20, 30. 40  mg).  Sustained  Action  Tablets  (40  mg) 
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Tumor  Lysis  Syndrome  in  a Patient 
WITH  American  Burkitt’s  Lymphoma 


Arthur  A.  Topilow,  m.d.,  Leslie  L.  Hershkowitz,  m.d.,  Martin  S.  Krumerman,  m.d.,  neptune* 


A 36-year-old  white  male  with  an  unresectable  abdominal  mass 
was  recognized  to  have  BurkiWs  lymphoma.  The  patient 
developed  the  metctbolic  abnormalities  of  the  tumor  lysis 
syndrome.  Physicians  should  be  aware  of  the  staging  and  history 
cfBurkitt*s  lymphoma  and  look  for  the  tumor  lysis  syndrome. 


American  Burkitt’s  lymphoma  is 
an  uncommon  neoplasm  which 
has,  as  a major  characteristic, 
an  extremely  rapid  growth.  Tumor  necrosis  occurs 
during  the  rapid  growth  phase  and  after  chemo- 
therapy. Rapid  lysis  occurring  during  and  after 
chemotherapy  may  release  intracellular  materials  and 
create  metabolic  derangements  which  have  been  called 
the  “tumor  lysis  syndrome.”  This  syndrome  consists 
of  hypemricemia,  h5TDerphosphatemia,  and  hyper- 
kalemia* The  flooding  of  these  metabolic  products  into 
the  circulation,  during  the  24-  to  48-hour  period  after 
chemotherapy,  may  lead  to  renal  failure  and  life-threat- 
ening arrhythmias. 

Our  report  describes  a patient  who  developed 
metabolic  abnormalities  during  the  course  of  treat- 
ment for  American  Burkitt’s  lymphoma  which  we  have 
interpreted  to  be  an  expression  of  the  tumor  lysis  syn- 
drome. 

CASE  REPORT 


A 36-year-old  white  male  police  officer,  was  admitted 
to  Jersey  Shore  Medical  Center  on  June  21,  1982,  be- 
cause of  unrelenting  abdominal  pain  of  four-months’ 
duration,  associated  with  night  sweats,  anorexia 
msdaise,  and  a 30-pound  weight  loss.  During  a hospi- 
talization for  these  complaints  four  weeks  earlier,  en- 
doscopy and  upper  gastrointestinal  x-ray  series  failed 
to  reveal  the  nature  of  his  problem.  He  was  re- 
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hospitalized  because  his  symptoms  persisted. 

The  patient’s  past  medical  history  included  surgery 
for  an  appendiceal  abscess  ten  years  prior  to  the  pres- 
ent admission.  He  had  nonspecific  gastrointestinal 
complaints  for  many  years. 

Physical  examination  revealed  an  afebrile  young 
male  who  appeared  extremely  distressed  as  a result  of 
abdominal  pain.  His  pulse  was  100  per  minute  and 
regular;  respiratory  rate  was  30  per  minute;  blood 
pressure  was  140/90.  The  skin  was  moist  and  pale. 
There  was  no  adenopathy.  A large  tender  right  lower 
quadrant  abdominal  mass  was  noted.  Bowel  sounds 
were  hyperactive. 

Laboratory  studies  showed:  a normal  hemogram; 
phosphorus,  2.9  mg/dl;  uric  acid,  6.3  mg/dl;  potassium. 
3.7  meq  per  liter,  and  LDH,  over  600  units.  A chest  x- 
ray  was  normal.  An  intravenous  pyelogram  showed  a 
soft  tissue  density  obscuring  the  right  psoas  shadow 
and  deviation  of  the  right  ureter  (Figure  1).  Com- 
puterized tomography  revealed  a mass  extending  from 
the  liver  to  the  upper  pelvis  in  the  right  side  of  the 
abdomen  (Figure  2). 


'From  the  Jersey  Shore  Medical  Center,  Neptune,  where  Dr. 
Topilow  is  the  Director,  Section  of  Hematology-Oncology;  Dr. 
Hershkowitz  is  a Medical  Resident,  Department  of  Medicine; 
and  Dr.  Krumerman  is  the  Director.  Department  of  Pathology. 
Correspondence  may  be  addressed  to  Dr.  Topilow,  Director, 
Section  of  Hematology-Oncology,  Jersey  Shore  Medical 
Center,  1945  Coriles  Avenue,  Neptune,  NJ  07753. 


471 


Figure  1 — Preoperative  intravenous  pyelogram  shows  a 
dilated  right  calyceal  system  and  medial  displacement  of  the 
right  ureter  (arrow).  The  left  kidney  and  ureter  are  normal. 


Figure  2 — Computerized  tomography  of  the  abdomen  reveals 
a large  solid  mass  on  the  right,  at  a level  inferior  to  the  liver 
(arrow). 


An  exploratory  laparotomy  on  the  third  hospital  day 
revealed  a huge  intra-abdominal  mass  which  was 
biopsied.  Resection  was  undertaken  due  to  the 
enormous  size  of  this  mass.  A frozen  section  suggested 
lymphoma,  but  histologic  study  subsequently  demon- 
strated a “monotonous  sea”  of  small  lymphocytes  with 
scattered  histiocytes  which  created  a starry  sky  ap- 
pearance consistent  with  Burkitt’s  lymphoma  (Figure 
3).  A medium  power  view  of  this  material  showed  small 
undifferentiated  lymphocytes  mixed  with  phagocytic 
macrophages  (histiocytes)  which  had  ingested  nuclear 
debris  (Figure  4).  A touch  preparation  of  omental  tis- 
sue using  Wright-Giemsa  stain  displayed  markedly 
basophilic  cytoplasm  with  characteristic  vacuoliza- 
tion, typical  of  Burkitt’s  lymphoma  (Figure  5).  His- 
tochemical  staining  with  methyl  green  pyronine  was 
positive  for  cytoplasmic  RNA  A PAS  stain  (periodic 
acid  Schiff)  for  glycogen  was  negative.  These  properties 
were  consistent  with  Burkitt’s  phenotype.  Chro- 
mosome studies  for  the  Burkitt’s  genotype  were  not 


Figure  3 — The  “starry  sky”  appearance  consisting  of  scat- 
tered histiocytes  in  a monotonous  background  of  small  undif- 
ferentiated lymphocytes  is  seen.  The  thin  arrow  points  to  a 
lymphocyte,  and  the  broad  arrow  points  to  a histiocyte. 


Figure  4 — IVIultiple  phagocytic  macrophages  (histiocytes)  are 
seen  ingesting  nuclear  debris. 


performed.  A diagnosis  of  stage  C Burkitt’s  lymphoma 
was  made  (NIH  classification). 

On  the  first  postoperative  day,  the  uric  acid  rose  to 
13  mg/dl,  and  the  serum  potassium  to  5.1  meq/1,  but 
these  values  fell  to  normal  after  intravenous  fluid  and 
allopurinol  were  administered  (Table  1).  Dyspnea  and 
lethargy  were  noted.  A pleural  effusion  was  aspirated 
and  examined,  and  was  consistent  with  Burkitt’s 
lymphoma  Chemotherapy,  which  was  delayed  until 
July  5,  1982,  12  days  after  surgery  because  of  multiple 
clinical  and  metabolic  problems,  consisted  of  in- 
travenous cyclophosphamide  and  vincristine  and  oral 
procarbazine.  The  day  after  the  initiation  of 
chemotherapy,  the  uric  acid  level  went  to  6.9  mg/dl; 
and  the  serum  potassium  showed  an  upward  trend 
(Figures  6 and  7).  In  anticipation  of  the  tumor  lysis 
syndrome,  a treatment  program  consisting  of  in- 
travenous fluid,  alkalinization  of  the  urine,  increased 
allopurinol  dosage,  and  aluminum-based,  phosphate 
binding  antacids  was  instituted.  The  uric  acid  and 
phosphorus  levels  declined  (Figure  6).  One  week  later, 
on  July  12,  chemotherapy  was  reinstituted  and  these 
metabolites  rose  again  (Figure  6).  Significant 
h}y)ocalcemia  (7.8  mg/dl),  which  was  seen  3 days  after 
the  second  chemotherapeutic  treatment,  was  unusual 
in  view  of  the  normal  phosphate  level  at  that  time;  this 
also  was  consistent  with  the  tumor  lysis  syndrome.* 
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Figure  5 — A touch  preparation  of  omental  tissue  stained  with 
Wright-Giemsa  shows  the  characteristic  cytoplasmic 
vacuolization.  The  cytoplasm  markedly  is  basophilic  in  the 
original  preparation. 


P REPRESENTS  PHOSPHATE  VALUES 
U REPRESENTS  URIC  ACID  VALUES 

Figure  6 — Phosphate  and  uric  acid  levels:  relationship  to  sur- 
gery and  chemotherapy. 


All  of  these  elevations  occurred  in  the  presence  of  good 
urine  output  and  a normal  BUN  and  creatinine,  sug- 
gesting that  the  elevated  values  were  derived  from 
products  of  tumor  destruction,  rather  than  incomplete 
excretion  of  metabolites.  * 

The  initial  chemotherapy  was  administered  when 
the  patient  was  nearly  moribund,  however  his  con- 
dition improved  dramatically.  This  clinical  improve- 
ment coincided  with  our  laboratory  values  which  sug- 
gested rapid  tumor  lysis.  The  patient  was  discharged 
ten  days  following  the  institution  of  chemotherapy. 
Vigorous  outpatient  and  inpatient  chemotherapy  with 
cyclophosphamide,  vincristine,  adriamycin,  bleomycin, 
prednisone,  and  methotrexate  was  continued.  A brief 
period  of  control  was  enjoyed  by  the  patient,  but  he 
failed  to  maintain  his  response  and  expired  four 
months  later  on  November  3,  1982,  as  a result  of  pro- 
gressive abdominal  tumor  growth  and  secondary 
gastric  obstruction.  His  survival  from  the  time  of 
diagnosis  was  4.2  months. 

DISCUSSION 

The  histology  of  this  patient’s  tumor  is  consistent 
with  Burkitt’s  lymphoma  The  staging  system  as  first 
described  by  McGrath,^  modified  by  Ziegler,^  and  in 
current  use  at  the  National  Institutes  of  Health  (NIH) 
was  used  in  our  case  description  and  is  shown  in  Table 
1.  Of  interest  is  a recent  report  by  Levine  describing 
his  experience  with  the  American  Burkitt’s  lymphoma 
i registry  (ABLR).^  His  staging  system,  which  is  some- 
i what  different,  still  is  used  by  the  ABLR  (Table  2).  Of 
j 256  registry  cases,  only  1 3 were  males  over  the  age  of 
1 3 1 . According  to  Ziegler,  two  important  prognostic  de- 
terminants are  age  and  stage.^  Younger  patients  (less 
i than  12  years  of  age)  fare  significantly  better.  The  pro- 
jj  jected  survival  of  stage  A,  B,  and  AR  is  82  percent  at 
'2  years,  but  this  changes  to  a 41  percent  projected 
' survival  of  stage  C and  D. 

Our  patient  presented  as  stage  C (NIH)  and,  post- 
i operatively,  rapidly  became  stage  D (NIH)  because  of  the 
development  of  pleural  effusion.  His  overall  survival 
was  4.2  months.  As  described  by  Levine,  the  median 
'survival  for  stage  C (NIH)  is  7.0  months,  and  for  stage 
*D  (NIH)  is  6.0  months.'*  Median  survival  in  stage  III 
j(ABLR)  is  6.0  months,  and  in  stage  IV  (ABLR)  is  6.6 


SERUM  POTASSIUM  RELATIONSHIP 
TO  SURGERY  AND  CHEMOTHERAPY 


SURGERY  CHEMOTHERAPY 


--JUNE JULY 


K REPRESENTS  POTASSIUM  VALUES 

Figure  7 — Serum  potassium:  relationship  to  surgery  and 
chemotherapy. 

months.  The  two-year  survival  rate  in  stage  C (NIH)  is 
33  percent,  and  in  stage  D (NIH)  is  25  percent. 

It  has  been  suggested  that  the  chemotherapy  be 
started  as  soon  as  possible  following  the  diagnosis  of 
Burkitt’s  lymphoma*  and  that  the  treatment  not  be 
postponed  for  surgical  healing.  We  appreciated  this 
but  were  unable  to  begin  immediately  due  to  the  prep- 
aration time  for  the  permanent  histologic  sections  in 
a hitherto  undiagnosed  case  and  because  of  other 
clinical  considerations. 

We  believe  that  this  patient  demonstrated  the  tumor 
lysis  syndrome,  which  was  well  described  by  Cadman^ 
in  1977  and  Cohen  in  1980.'  The  syndrome,  which  is 
characterized  by  the  triad  of  hyperuricemia  hyper- 
phosphatemia and  hyperkalemia  is  seen  after 
chemotherapy  of  rapidly  proliferating  neoplasms,  par- 
ticularly Burkitt’s  l3Tnphoma  and  acute  leukemia  The 
degree  of  expression  of  this  syndrome  appears  to  be 
related  to  the  initial  tumor  burden  and  the  extreme 
sensitivity  of  the  tumor  to  chemotherapy.  Cohen  sug- 
gests that  the  phosphate  elevation  is  a function  of 
tumor  lysis  and  phosphate  release,  rather  than  renal 
failure,  and  that  the  serum  LDH  has  a significant  as- 
sociation with  hyperphosphatemia  and  therefore  may 
be  a predictor  of  the  tumor  lysis  syndrome.*  The  eleva- 
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TABLE  1 


Clinical  Staging  Burkitt’s  Lymphoma* 


Stage  A; 
Stage  B: 
Stage  C: 

State  D: 

Stage  AR 


Localized  extra-abdominal  masses 
Two  or  more  extra-abdominal  masses 
Intra-abdominal  tumor  with  or  without 
facial  bone  involvement 
Intra-abdominal  tumor  with  multiple  extra- 
abdominal sites 

Stage  C patients  with  greater  than  90  per- 
cent resection  of  intra-abdominal  tumor 
mass 


’McGrath,  Ziegler,  National  Institutes  of  Health  (NIH). 


TABLE  2 

American  Burkitt’s  Lymphoma  Registry  (ABLR) 

Stage  I;  Single  tumor  mass 

extra-abdominal  lA 

abdominal  1 B 

Stage  II;  Two  separate  masses  either  above  or  below 
the  diaphragm 

Stage  III:  More  than  two  separate  tumor  masses  or 

disease  above  and  below  the  diaphragm 

Stage  rV:  Pleural  effusion,  ascites,  central  nervous 

system  involvement  (maligant  cells  in  the 
cerebrospinal  fluid)  or  bone  marrow 


tion  of  serum  potassium  is  the  most  dangerous  and 
potentially  life-threatening  event,  and  requires  eareful 
monitoring.® 

Consequences  of  hyperphosphatemia  secondary  to 
tumor  lysis  include  precipitation  of  calcium  phosphate 
salts  and  hypocalcemia’’  Deposition  of  these  salts  cou- 
pled with  hyperuricemia  and  urate  nephropathy  may 
be  responsible  for  the  high  incidence  of  renal  failure 
seen  in  these  patients.  Release  of  intracellular 
potassium  in  the  face  of  renal  insufficiency  can  result 
in  sudden  death.®  The  normal  kidney,  as  seen  in  our 
patient,  will  easily  excrete  an  abnormal  potassium 
load;  however,  in  the  face  of  renal  insufficiency,  hjyrer- 
kalemia  can  lead  to  life-threatening  arrhythmias. 

Optimal  treatment  includes  alkalinization  of  urine, 
allopurinol,  aluminum-based  phosphate  binding 
antacids,  and  adequate  hydration.  The  approach  to 
metabolic  management  of  Burkitt’s  lymphoma,  as  de- 
scribed by  Cohen  et  al.,‘  is  a good  one  (Table  3).  If  pre- 
existent hyperuricemia  is  seen,  chemotherapy  should 
be  delayed,  if  possible,  until  a correction  is  obtained. 
Dialysis  may  have  to  be  instituted  in  cases  of  early 
renal  failure.  Anticipation  and  treatment  of  the  tumor 
lysis  syndrome  in  patients  with  high  grade  lymphomas 
and  acute  leukemia  may  lead  to  increased  survival 
during  chemotherapy  treatment. 


TABLE  3 I 

Approach  to  Metabolic  Management  of 

Burkitt’s  Lymphoma*  j 

■] 

1.  Presenting  without  metabolic  aberration 

a Allopurinol,  500  mg/m2  BSA*/day;  reduce  to  200 
mg/m2  BSA/day  3 days  into  chemotherapy 

b.  Hydration:  3,000  ml/m2  BSA/day 

c.  Chemotherapy:  initiate  within  24  to  48  hours  of 
admission 

d.  Monitor  electrolytes,  blood  urea  nitrogen, 
creatinine,  uric  acid,  calcium,  phosphorus,  LDH 

1,  Stage  A,  B,  AR— monitor  daily 

2,  Stage  C,  D— monitor  every  12  hours 

2.  Presenting  with  metabolic  aberration 

a Allopurinol  as  above;  reduce  dose  when  hyper- 
uricemia is  controlled 

b.  Hydration  as  above;  add  diuretics  as  necessary 

c.  Alkalinization;  keep  urine  pH  7.0  or  over 

1.  Sodium  bicarbonate,  50  meq/1  intravenous 
solution  initially;  titrate  as  required 

2.  Discontinue  when  uric  acid  is  normal 

d.  Chemotherapy:  postpone  until  uric  acid  is  con- 
trolled or  dialysis  is  begun  I 

e.  Monitor  same  studies  every  6 to  12  hours  imtil  j 
stable  (at  least  4 to  5 days) 

3.  Patients  unresponsive  to  above  measures:  treat  with 
hemodialysis  acording  to  the  following  criteria 

a Serum  potassium  6 meq/1  or  greater  | 

b.  Serum  uric  acid  6 mg/dl  or  greater  | 

c.  Serum  creatinine  10  mg/dl  or  greater  | 

d.  Serum  phophorus  10  mg/dl  or  rapidfy  rising  * 

e.  To  reduce  volume  overload 

f.  Symptomatic  hypocalcemia 

*BSA  = body  surface  area  i 
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Opinion:  Threshold  Attainment— 
A New  Medical  Specialty 


Robert  A.  Goldstone,  m.d.,  paterson* 


Automobile  insurance  costs  will  not  be  contained  by  raising  the 
medical  threshold.  Physicians  who  treat  iiyuredplaintiffs 
referred  by  attorneys  ^ready  have  established  treatment 
patterns  dbove  the  proposed  dollar  levels. 


Rapid  changes  in  our  complex  so- 
ciety have  led  to  equally  rapid 
changes  in  the  health  care  de- 
livery system.  One  of  the  changes  is  the  development 
of  new  specialties.  For  example,  who  heard  of  the 
sports  medicine  physician  a decade  ago,  before  the 
physical  fitness  craze  hit  the  nation?  Less  visible 
specialists  have  emerged  during  the  same  period  in 
response  to  different  contemporary  situations.  This 
essay  will  identify  and  describe  one  newfy  emerging 
specialty  of  medical  practice. 

The  peculiarities  of  the  New  Jersey  no-fault  law  are 
such  that  an  injured  party  cannot  bring  suit  for  dam- 
ages until  a “threshold”  level  of  medical  expenses  is 
reached.  In  an  attempt  to  unclog  the  courts  and  to 
control  insurance  premiums,  it  recently  has  been 
proposed  that  the  dollar  amount  of  this  threshold  be 
raised.  This  has  given  rise  to  a new  category  of  phy- 
sicians who,  working  with  attorneys  who  refer  cases 
to  them  for  treatment,  have  brought  about  the  creation 
of  a new  specialty:  Threshold  Attainment.  The 
diagnoses,  prognoses,  and  treatments  offered  by  the 
Threshold  Attainer  bear  a superficial  resemblance  to 
those  which  the  reader  of  this  publication  might  feel 
to  be  appropriate,  but  sufficient  differences  exist  to 
permit  distinctions  to  be  drawn.  Since  the  effective- 
ness of  their  work  is  greatest  if  the  nature  of  the 
specialty  is  hidden,  these  practitioners  previously  have 
not  been  given  the  recognition  they  deserve.  This  re- 


port will  make  it  easier  to  recognize  them  and  their 
patients. 

The  practice  of  medicine  demands  that  there  be  pa- 
tients. Therefore,  it  seems  proper  to  begin  by  iden- 
tifying the  pool  of  individuals  who  select  a Threshold 
Attainer  to  be  their  treating  physician.  Typically,  fol- 
lowing a motor  vehicle  accident  these  patients  will 
refuse  immediate  medical  care  or  assistance,  and  oc- 
casionally will  go  so  far  as  to  make  a statement  to  the 
police  that  they  have  not  been  injured.  They  do  not 
seek  the  advice  of  the  family  physician  who  knows  the 
medical  history  and  faithfully  has  treated  their  injuries 
and  illnesses  in  previous  years.  Nor  do  they  make  an 
effort  to  contact  the  orthopedist,  neurologist,  or  neu- 
rosurgeon who  might  have  treated  them  successfully 
for  prior  injuries.  Instead,  the  first  contact  is  with  an 
attorney,  who  either  has  successfully  handled  a prior 
claim  for  them,  or  to  whom  they  have  been  referred  by 
“a  friend.”  At  that  time,  it  is  suggested  that  a specific 
doctor  be  selected  for  treatment.  That  doctor,  of  course, 
is  a certified  specialist  in  Threshold  Attainment. 

A smaller  subset  of  these  patients  do  go  to  an  emer- 
gency room.  A percentage  of  them  sign  out  before  being 
examined,  but  the  remainder  go  through  the  normal 
procedures  and  rarely  are  found  to  have  been  injured 


*Dr.  Goldstone  is  an  orthopaedic  surgeon.  Correspondence 
may  be  addressed  to  Dr.  Goldstone.  100  Hospital  Plaza.  Suite 
210,  Paterson,  NJ  07503. 
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severely  enough  to  warrant  hospitalization.  They  are 
evaluated  as  emergency  room  outpatients,  and  are  dis- 
charged with  advice  to  seek  followup  care  from  their 
family  physician  or  an  appropriate  specialist.  Instead, 
they  proceed  as  above,  and  are  guided  by  an  attorney, 
away  from  their  own  doctor  or  the  recommended 
specialist,  and  to  the  selected  Threshold  Attainer.  Not 
infrequently,  a hospitalization  of  5 or  12  days  follows. 

When  interviewed  before  a trial,  the  patient  displays 
severe  amnesia  when  asked  how  he  came  to  be  treated 
by  the  attainment  doctor.  The  most  common  response 
(after  a long  pause)  is  that  he  was  referred  by  a friend. 
When  pressed  for  the  name  of  the  friend,  the  amnesia 
worsens,  although  occasionally  a first  name  is  offered. 
If  asked  why  he  allowed  someone  whose  name  he  did 
not  even  know,  to  select  a physician  for  him,  without 
first  attempting  to  seek  the  advice  of  his  own  phy- 
sician, the  amnesia  disappears  and  catatonia  sets  in. 

Another  group  of  patients  originally  follow  the  in- 
structions of  the  emergency  room  physician  and/or 
consult  their  personal  physician.  They  receive  a short 
period  of  treatment,  and  soon  are  discharged  with  of- 
fice notes  indicating  that  the  symptoms  were  re- 
sponding satisfactorily,  and  that  the  patient  recovered 
completely.  Some  months  later,  after  consultation  with 
a lawyer,  treatment  is  resumed  under  the  supervision 
of  an  attainment  specialist. 

These  specialists,  at  first  glance,  might  appear  to  be 
traditional  practitioners  of  medicine,  but  there  are  dis- 
tinguishing characteristics  by  which  they  can  be 
identified.  Among  the  more  subtle  of  these  is  the  fact 
that  they  do  not  receive  referrals  from  physicians,  ex- 
cept from  others  who  practice  their  black  art,  in  which 
case,  a constant  cross-referral  pattern  is  noted. 

Although  the  Thresholder  is  not  certified  by  any  of 
the  recognized  accrediting  boards,  his  first  bill  usually 
indicates  that  he  performed  a “complete”  neurologic, 
orthopedic,  and  psychologic  examination.  Therapy 
with  a variety  of  modalities  follows. 

No  expense  is  spared  offering  the  patient  the  latest 
and  most  expensive  diagnostic  studies.  Most  patients 
are  referred  for  CAT  scan  and  EEC  if  they  have  any 
hint  of  pain  above  the  supraclavicular  fossa  Ther- 
mography is  performed  within  a few  weeks  of  injuiy, 
to  obtain  a “picture  of  the  pain,”  and  regardless  of  the 
result,  EMG  and  nerve  conduction  studies  follow.  No 
effort  is  made  to  obtain  the  x-rays  taken  in  the  hospi- 
tal’s emergency  room  for  review,  but  instead  the  pa- 
tient is  subjected  to  additional  radiation  exposure  for 
new  studies  of  the  same  areas,  sometimes  on  the  same 
day  as  the  hospital  examination.  Freed  from  the  tech- 
nical restraints  placed  on  the  hospital’s  radiology  de- 
partment by  various  quality  control  committees,  the 
Attainer’s  films  often  are  uncollimated,  poorly  exposed, 
and  occasionally  not  even  labeled  to  show  the  date,  the 
patient’s  name,  or  the  file  number.  Taken  on  a low- 
powered  machine,  necessitating  a longer  exposure,  pa- 
tient movement  may  have  blurred  the  film,  and  con- 
trast is  likely  to  be  poor.  Frequently  processed  by  hand, 
they  often  are  stained  and  fogged.  Nevertheless,  these 
technically  inadequate  x-rays  are  interpreted  as  “re- 
vealing” acute  abnormalities  not  seen  by  the  hospital’s 
board  certified  radiologists  (who  might,  however,  have 
noted  a normal  accessory  bone  or  pre-existing  chronic 
degenerative  disease).  Among  the  diagnoses  frequently 


“missed”  by  the  radiologist  are:  chip  fracture,  subluxa- 
tion, spasm,  acute  disc  rupture,  restricted  motion,  and 
pinched  nerve. 

Initial  treatment  usually  is  rendered  three  times  a 
week  and  then  gradually  is  tapered.  Psychotherapy  for 
acute  anxiety  neurosis  often  is  offered  to  these  pa- 
tients, and  1 have  seen  infants  of  six  months  referred 
for  psychiatric  counseling  following  motor  vehicle  acci- 
dents. It  is  customary  for  individuals  who  are  injured 
together  to  be  treated  together,  to  receive  the  same 
tests,  treatments,  and  examinations,  on  the  same 
dates,  and  for  them  all  to  be  discharged  from  care  on 
the  same  date.  Patients  who  have  been  under  the  care 
of  an  attainment  doctor  for  back  pain  frequently  ex- 
press surprise  on  being  asked  to  disrobe  for  a pretrial 
examination,  stating  that  in  all  their  months  of  exam- 
ination and  treatment  they  never  had  been  asked  to 
remove  their  clothes  before.  Patients  with  lumbar  ra- 
diculitis note  that  they  never  have  seen  a reflex  ham- 
mer! 

An  interesting  pattern  of  referrals  occurs  within 
some  provider  organizations,  where  a half-hearted  ef- 
fort is  carried  out  to  make  it  appear  as  if  a single  func- 
tioning attainment  mill  actually  is  several  separate 
business  entitles.  The  treating  physician  refers  the 
patient  to  the  ABC  Pain  Diagnostic  Center  for  ther- 
mography, to  the  CDE  Radiology  Associates  for  routine 
and  special  studies,  to  the  EFG  Electrodiagnostic 
Center  for  EEG,  EMG,  and  nerve  conduction  tests,  and 
finally  to  the  XYZ  Rehabilitation  Group  for  therapy. 


Activities  of  a Threshold 
Attainer  pass  unnoticed  in 
the  community. 


The  reports  and  bills  from  the  physician  and  from  each 
of  these  groups  arrive  on  letterheads  which  use  iden- 
tical type  styles,  and  all  the  addresses  are  the  same, 
except,  perhaps,  for  the  one  that  utilizes  a post  office 
box  number  on  its  stationery  and  billhead.  1 have 
always  thought  that  it  would  be  difficult  to  carry  out 
an  EEG  examination  within  the  confines  of  one  of 
those  boxes,  given  the  size  of  the  machinery,  but  that 
probably  is  a prejudice  on  my  part. 

The  rule  of  thumb  appears  to  be  that  treatment  is 
rendered  until  the  threshold  is  exceeded  by  25  percent, 
thereby  allowing  a safe  margin.  When  the  New  Jersey 
legislature  started  talking  about  raising  the  threshold, 
there  was  an  observable  jump  in  the  extent  and  dur- 
ation of  treatment.  The  threshold  industry  was  gearing 
up  for  the  new  levels,  so  that  well  before  any  decision 
was  reached,  patients  were  being  exposed  to  sufficient 
treatment  to  enable  them  to  surpass  the  highest  of  any 
of  the  dollar  amounts  being  discussed  in  Trenton. 

Diagnostic  acumen  is  one  of  the  hallmarks  of  this 
unique  area  of  expertise.  While  ordinary  people  suffer 
from  headaches,  these  patients  suffer  from 
“cephalgia”  What  1 would  call  a bruise,  is  recognized 
by  the  Thresholder  as  “severe  traumatic  myositis  and 
myalgia”  Simple  back  sprain  or  strain  does  not  exist 
in  this  world  of  hyperbole.  Instead,  the  patients  are 
claimed  to  suffer  from  “lumbar  radiculitis,”  even  if  they 
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never  have  experienced  radiating  pain,  or  shown  any 
evidence  of  reflex,  sensory,  or  motor  abnormality.  The 
forms  submitted  to  the  insurance  carrier  and  the 
answers  provided  for  the  interrogatories,  often  list  the 
finding  of  “ loss  of  lumbar  lordosis”  as  a diagnosis  with 
an  insinuation  that  dire  consequences  are  to  be  ex- 
pected. 

In  order  to  be  true  to  his  calling,  the  threshold 
specialist’s  duty  extends  beyond  mere  fiscal  attain- 
ment and  diagnostic  exaggeration,  to  include  utiliza- 
tion of  his  special  prognosticating  skills.  He  differs 
from  the  recognized  traumatologist  in  that  he  is  able 
to  certify  permanency  in  all  cases.  In  his  opinion,  no 
soft  tissue  injury  is  capable  of  healing  without  re- 
siduals. and  all  have  the  probability  of  a lifetime  of 
recurrent  attacks  of  pain  as  well  as  the  development 
of  arthritis  (even  if  there  has  been  no  joint  involve- 
ment). 

Since  most  of  the  attainment  specialists  have  no 
need  to  be  on  the  staff  of  a hospital  and  find  no  advan- 


tage to  membership  in  a county  medical  society,  their 
activities  in  the  community  pass  unnoticed  by  the 
majority  of  traditional  practitioners,  whose  distaste  for 
the  hypocrisy  of  the  courtroom  leads  them  to  isolate 
themselves  from  the  legal  system.  If  closely  questioned 
by  his  peers,  the  attainment  specialist  finds  it  more 
profitable  to  forsake  hospital  staff  membership,  or  give 
up  medical  society  affiliation,  thereby  removing 
himself  from  any  form  of  peer  review. 

There  is  one  diagnostic  sign  which  clearly  identifies 
the  Threshold  Attainer,  but,  unfortunately,  it  is  one  we 
often  do  not  have  the  opportunity  to  observe.  When  the 
attorney  who  refers  cases  to  him  is  himself  injured  or 
ill,  or  when  an  emergency  befalls  a member  of  the 
lawyer’s  family,  he  does  not  seek  treatment  or  advice 
from  the  practitioners  to  whom  he  sends  his  clients! 
Instead,  he  seeks  care  from  the  physicians  whose  judg- 
ment he  has  scorned,  and  whose  opinions  he  has  belit- 
tled in  court.  What  more  telling  indictment  could  there 
be  of  both  parties? 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 


Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  we  1 1 -tolerated 
therapy  with  broad  cardiovascular  benefits. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


120  mg 


160  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories, 


Please  see  brief  summary  of  prescribing  information 
■on  the  next  page  for  further  details. 


Once-daily 

For  beta-l/beta-2jlBUt\eDAr  | A 
blockade  L/f 

(PROPRANOLOL  HCI) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL-  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules, 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately, 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  fo 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  Increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable.  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period.  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatm.ent  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  nof  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  befa  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  if  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  befa  recepfors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
fhe  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,, 
dobutamine  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
tD0t3  blockors 

DIABETES  AND  HYPOGLYCEMIA.  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin, 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperfhyroidism.  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests  | 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  I 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  | 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  i 
propranolol.  ! 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies.  i 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  ; 
lead  to  a return  of  increased  intraocular  pressure  j 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease,  | 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase,  i 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-dejDleting  drugs  such  as  reset- 1 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 1 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  1 50  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers.  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy. 

Cardiovascular,  bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and! 
decreased  performance  on  neuropsychometrics  I 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  i 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis  i 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  j 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory,  bronchospasm  ’ 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  j 
purpura.  | 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been' 
reported,  j 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo-j 
tence,  and  Peyronie’s  disease  have  been  reported  rarely,  Oculomucocutaneous  reactions  | 
involving  the  skin,  serous  membranes  and  conjunctivae  rejDorted  for  a beta  blocker  (practolol) ' 
have  not  been  associated  with  propranolol, 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a | 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL  j 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic ' 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  i 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may  j 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  fhe  24-hour  dosing  interval. ' 

HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg ' 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  bei 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved, : 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 ' 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is ! 
variable  and  may  range  from  a few  days  to  several  weeks.  i 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  j 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum  i 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the  ' 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  ; 
(see  WARNINGS).  i 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA| 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy '. 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  ■ 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  ' 
limited  to  permit  adequate  directions  for  use  I 
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Golden  Merit  Award  Recipients 


At  ceremonies  held  on  May  3, 1985,  during  the  219th  Annual 
Meeting  of  the  Medical  Society  of  New  Jersey,  at  the  Americana 
Host  Farm  Resort,  Lancaster,  Pennsylvania,  the  following 
physicians  received  MSN J*s  Golden  Merit  Award  indicating  they 
held  the  degree  of  doctor  of  medicine  for  50  years. 


Atlantic  County 

Louis  S.  Fomasier,  M.D Hahnemann  ’35 

i Bergen  County 

Paul  F.  Caruso,  M.D Washington-St.  Louis  ’35 

i Donald  J.  Kissinger,  M.D Georgetown  ’35 

Louis  Landman,  M.D Edinburgh  ’35 

I Frederick  S.  Leonard,  Jr.,  M.D Georgetown  ’35 

Walter  Lichtenberg,  M.D Maryland  ’35 

Hugh  E.  McGee,  Sr.,  M.D Long  Island  ’35 

Marianne  Steinberg  Ostrand,  M.D.  ..  Dusseldorf  ’35 

Nehemlgih  E.  Smith,  M.D Mehany  ’35 

Charles  G.  Stetson,  M.D Cornell  ’35 

Burlington  County 

James  Q.  Atkinson,  2nd,  M.D Hahnemann  ’35 

R Winfield  Betts,  M.D Hahnemann  ’35 

T.  Bruce  Dickson,  M.D Jefferson  ’35 

Michael  J.  Morrone,  M.D Hahnemann  ’35 

Camden  County 

James  N.  Barroway,  M.D Jefferson  ’35 

Daniel  H.  Stephenson,  M.D Jefferson  ’35 

Emanuel  Sufrln,  M.D Jefferson  ’35 

Bascom  S.  Waugh,  M.D Mehany  ’35 

H.  Edward  Yaskln,  M.D Jefferson  ’35 

Cumberland  County 

Sol  Rosen,  M.D Maryland  ’35 

Louis  E.  RosleUo,  M.D New  York  Medical  ’35 
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Essex  Coimty 

Arthur  Bernstein,  M.D. 
Frank  Burstein,  M.D. 
Orlando  G.  Caprio,  M.D. 
Anthony  T.  Caruso,  M.D. 
Frederick  De  Trola  M.D. 
Lucien  F.  Della  Fera  M.D. 
Bernard  B.  Eichler,  M.D. 
Samuel  Einhom,  M.D. 
Robert  P.  Fruchtbaum,  M.D. 
John  S.  Glardina  M.D. 
Henry  Green,  M.D. 

Harold  Grubln,  M.D. 

Harry  M.  Holtz,  M.D. 

George  L.  Kline,  Sr.,  M.D. 
Saul  Lleb,  M.D. 

Donald  Marcus,  M.D. 

Harry  B.  McCluskey,  M.D. 
Thomas  A.  Messina  M.D. 
Walter  L.  Mitchell,  Jr.,  M.D. 
Paul  A O’Connor,  Sr.,  M.D. 
Warren  1.  Reinhardt,  M.D. 
Arnold  Jay  Rosenthal,  M.D. 
Oscar  J.  Rosenthal,  M.D. 
Jack  G.  Siegel.  M.D. 
Christopher  A Smith,  M.D. 

Joseph  Sorett,  M.D 

Harry  Taff,  M.D 


Pennsylvania  ’35 
Geneva  ’35 

Syracuse  ’35 

George  Washington  ’35 

Jefferson  ’35 

St.  Louis  ’35 

Columbia  ’35 

Maryland  ’35 

Maryland  ’35 

New  York  Medical  ’35 
New  York  University  ’35 
New  York  University  ’35 
Duke  ’35 
St.  Louis  ’35 
Maryland  ’35 
Long  Island  ’35 
....  Jefferson  ’35 

Loyola  ’35 

Johns  Hopkins  ’35 

Yale  ’35 

. Harvard  ’35 
...  Zurich  ’35 
Louisville  ’35 
Long  Island  ’35 
...  Syracuse  ’35 
Trinity- Dublin  ’35 
England  ’35 
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William  Taffet,  M.D Syracuse  ’35 

William  F.  Thoml^,  M.D Harvard  ’35 

Francis  S.  Weinstein,  M.D New  York  Medical  ’35 

Samuel  A.  Weiss,  M.D St.  Lxjuls  ’35 

John  L.  Work,  M.D Columbia  ’35 

Gabriel  Yelin,  M.D McGlU  ’35 

Gloucester  County 

Anthony  Guy  Campo,  M.D Hahnemann  ’35 

Harry  B.  Lxrchhead,  M.D Temple  ’35 

Hudson  County 

Morris  Bresev,  M.D Long  Island  ’35 

Joseph  Freeman,  M.D New  York  University  ’35 

Harry  Handler,  M.D Dalhousie  ’35 

Lxjuls  Kosmlnsky,  M.D St.  Andrews  ’35 

Joseph  Danford  Mastromonaco,  M.D.  ...  Bologna  ’35 

Paul  Joseph  Mlrantl,  M.D Queens  ’35 

Samuel  Prince,  M.D Columbia  ’35 

Cecil  Frank  Sablnl,  M.D Pisa  ’35 

Juliana  Clifford  Swlney,  M.D Columbia  ’35 

Frank  Rocco  Visceglla,  M.D Rome  ’35 


Passaic  County 

Samuel  T.  Bemson,  M.D Iowa  ’35 

Eglldo  A.  Calllgaro,  M.D Georgetown  ’35 

William  Chamey,  M.D Dublin  ’35 

Roy  R Ciccone,  M.D New  York  University  ’35 

Floyd  Fortuln,  M.D Cornell  ’35 

Qulnby  Gurnee,  M.D New  York  University  ’35 

James  V.  Iraggl,  M.D Rome  ’35 

Hyman  Jaffe,  M.D Georgetown  ’35 

Dora  Joelson,  M.D Woman’s  Medical  ’35 

Michael  L.  Keller,  M.D Maryland  ’35 

Theodore  Martin,  M.D Dalhousie  ’35 

Charles  A.  Privlteri,  M.D New  York  Medical  ’35 

Ezra  Schlossberg,  M.D Long  Island  ’35 

Leo  Schwartz,  M.D Arkansas  ’35 

John  Sclllieri,  M.D Cincinnati  Eclectic  ’35 

Abraham  Shechtman,  M.D Glasgow  ’35 

Salem  County 

Wilbur  Stafford  Davison,  M.D Hahnemann  ’35 

Laurence  Patrick  Devlin,  M.D Hahnemann  ’35 


Hunterdon  County 

Paul  Fluck,  M.D Hahnemann  ’35 

Emil  A,  Mondsen,  M.D Montpellier  ’35 


Mercer  County 

Joseph  J.  Kohn,  M.D Michigan  ’35 

Joseph  FYancls  O’Neill,  M.D Hahnememn  ’35 

John  Douglas  Preece,  M.D Yale  ’35 

Middlesex  County 

William  A.  Balogh,  M.D New  York  Medical  ’35 

Archibald  Ftshberg,  M.D.  ..  New  York  University  ’35 

William  V.  Gadek,  M.D Georgetown  ’35 

Charles  W.  Hoffman,  M.D Jefferson  ’35 

Louis  L.  Krafchlk,  M.D Rush  ’35 

Zoltan  Harold  Lind,  M.D Naples  ’35 

Oscar  J.  Sokoloff,  M.D Edinburgh  ’35 

Monmouth  County 

Vincent  J.  Fazio,  M.D Chicago  Medical  ’35 

Bernard  M.  Halbsteln,  M.D Boston  ’35 

Saul  J.  Shapiro,  M.D Cincinnati  Ek:lectlc  ’35 


Morris  County 

Antoinette  C.  Rose  Parry,  M.D Rochester  ’35 

George  M.  Saypol,  M.D New  York  University  ’35 

Evelyn  L.  Schumacher,  M.D.  ..  Woman’s  Medical  ’35 
Heins  Wlchman,  M.D Cornell  ’35 


Ocean  County 

Charles  Axlnn,  M.D Sheffield  ’35 

Graham  C.  Newbury,  M.D Yale  ’35 

Edward  Courtn^  Smith,  M.D St.  Louis  ’35 

Elly  Hirschberg  Stem,  M.D Basel  ’35 


Somerset  County 

George  Adrian  Glass,  M.D. 

Medical  College  of  Virginia  ’35 


Irving  Klompus,  M.D Maryland  ’35 

EVa  R Sargent,  M.D Vermont  ’35 

John  Louis  Spaldo,  M.D Boston  ’35 


Union  County 

Leonard  Berman,  M.D Michigan  ’35 

Max  Solomon  Black,  M.D.  ...  Cincinnati  Eclectic  ’35  j 

Robert  Peterson  Boyd,  M.D Temple  ’35 

Samuel  Henry  Brethwalte,  M.D. 

Johns  Hopkins  ’35 

Nathan  Solomon  Deutsch,  M.D Illinois  ’35 

Edward  E.  Feleppa,  M.D New  York  Medical  ’35  ! 

Joseph  Martin  Gannon,  M.D McGill  ’35  : 

Fletcher  Gilpin,  M.D Pennsylvania  ’35  | 

Luclen  Hlrsch,  M.D McGill  ’35 

Hubert  Grant  Humphrey,  M.D Howard  ’35  , 

Jack  R Karel,  M.D Illinois  ’35  : 

Philip  Owen,  M.D Maryland  ’35  : 

Harris  Hillman  Palmer,  M.D Columbia  ’35  i 

Sol  Pollack,  M.D California  (San  Francisco)  ’35 

Bertold  Salzmann,  M.D Vienna  ’35  | 

Fred  F.  Senerchla,  Jr.,  M.D.  ..  New  York  Medical  ’35 

William  Work  WIddowson,  M.D Hahnemann  ’35 

Ralph  Arthur  Young,  M.D. 

New  York  University  ’35  j 


Warren  County 

Joseph  Humbert,  M.D Pennsylvania  ’35 
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Trustees’  Minutes 
April  14,  1985 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  April 
14,  1985,  at  the  Executive  Offices  in 
Lawrenceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Report  of  the  President  . . . 

(1)  HR£T— Healthcare  Informa- 
tion Network  TV  Programs  . . . 

Noted  that  two  taped  television 
shows  available  through  MSNJ  were 
recommended  for  viewing:  “Medi- 
care Waiver”  and  “Biomedical  Ethics 
and  the  Conroy  Decision.” 

(2)  NJ  Commission  on  Aging — 
PRO  Regulations  . . . Noted  Dr. 
Watson’s  suggestion  that  consider- 
ation be  given  to  the  development  of 
a means  for  establishing  an  ongoing 
communication  with  senior  citi- 
zens. 

Report  of  Executive  Director  . . . 
(1)  SBME  . . . 

(a)  Practice  Identification — 
N.JJLC.  13:35-6.1  . . . Noted  that 
the  practice  identification  rule  was 
adopted  by  the  SBME,  offering 
licensed  physicians  a choice  of  per- 
missible descriptive  titles. 


(b)  Rule  Proposal  on  Business 
Aspects  of  Medical  Practice  . . . 

Noted  that  MSNJ  will  draft  a po- 
sition statement  regarding  the  com- 
mercial arrangements  of  medical 
practice  in  response  to  a SBME 
proposal. 

(c)  Delegation  of  Ph3rsical  Modal- 

ities to  Unlicensed  Physician 
Aides— N.J.A.C.  13:35-6.14  . . . 

Noted  that  this  adopted  rule  is  ac- 
ceptable to  MSNJ. 

(d)  Rule  Proposal  on  Standards  of 
Practice  for  Physician  Working 
with  Nurse  Anesthetist . . . Voted  to 
refer  the  proposed  nurse  anesthetist 
rule  to  the  specialty  societies  in- 
volved for  input  and  directed  that 
SBME  be  requested  to  withhold  im- 
plementation of  the  proposed  rule 
until  a proper  response  can  be  de- 
veloped by  MSNJ. 

(2)  Resident  Physician  Members 
. . . Authorized  expenditures  of  up 
to  $1,000  for  expenses  of  two  or 
three  resident  physician  members 
for  AMA  Annual  Meeting. 

(3)  NJ  State  Medical  Underwriters, 
Inc.  . . . Approved  the  reappoint- 
ment of  Palma  E.  Formica,  M.D., 
Henry  J.  Mlneur,  M.D.,  and  Peter 
Sweetland  to  three-year  terms  on 
the  Board  of  Directors;  approved  the 
appointment  of  Pascal  A.  Pironti, 
M.D.,  to  the  unexpired  one-year  term 
created  by  resignation  of  Dr.  Todd; 
and  noted  that  Dr.  Fiorettl  an- 
nounced his  decision  to  have  Dr. 
Slobodien  reappointed  as  the  presi- 
dent’s designee  on  the  Board  of  Di- 
rectors. 

(4)  MSNJ  Financial  Statements 

. . . Reviewed  and  approved  MSNJ’s 
financial  statements  for  the  period 
ending  March  31,  1985. 

UMDNJ  . . . Noted  Dr.  Bergen’s  com- 
ments on  the  following;  a)  new  legis- 
lation which  will  require  hospitals 
with  graduate  medical  education 
programs  to  have  at  least  70  percent 
of  the  residency  spots  in  primary 
care  and  75  percent  of  participants 
in  hospital  programs  must  be 
domestic  graduates;  b)  colocation 
project  of  United  Hospitals  is  mov- 
ing ahead;  c)  report  on  medical 
education  in  southern  New  Jersey 
should  be  an  item  for  public  dis- 
cussion; and  d)  the  disproportionate 
share  of  Indigent  patients  in  hospi- 
tals is  a great  concern. 

Council  on  Legislation  . . . Ap- 
proved all  the  positions  recommend- 
ed by  the  Council  for  current  state 


legislation  except  for  the  Rocco  bill 
on  fetal  tissue  (A-2584)  which  was 
referred  back  to  the  Council  for  re- 
consideration, and  the  Pankok  bill 
on  critical  care  specialty  beds 
(A-3267)  which  was  given  con- 
ditional approval  pending  infor- 
mation from  the  sponsor. 

Committee  on  Finance  and  Budget 

. . . Approved  the  following  rec- 
ommendations: 

1 ) That  the  budget  for  the  fiscal  year 
beginning  June  1,  1985,  and  ending  May 
31,  1986,  In  the  amount  of  $2,936,000 
with  $2,125,000  to  be  raised  through 
member  assessments  be  adopted. 

2)  That  the  1986  assessment  be  set  at 
$295  per  regular  dues-paylng  member 
(1985  assessment — $275). 

3)  That  the  1986  assessment  be  set  at 
$40  per  member  for  affiliate  members 
(no  longer  practicing  In  New  Jersey) 
(1985  assessment — $25). 

4)  That  the  1986  assessment  for  as- 
sociate members  (interns-resldents 
nonllcensed  in  New  Jersey)  be  set  at  $25 
per  member  (no  change). 

5)  That  there  be  an  assessment  for 
1986  of  $25  per  member  for  licensed 
residents  provided  the  individual  is  in  a 
residency  program  entered  upon  within 
a reasonable  time  after  his  or  her  gradu- 
ation from  medical  school  (no  change). 

6)  That  the  1986  assessment  be  set  at 
$10  per  student  for  medical  students  (no 
change). 

Committee  on  Impaired  Ph3tsi- 
cians  . . . 

(1)  Protocol  for  Dealing  with  the 
Chemically  Dependent,  Self-Re- 
ferred Physician  . . . Approved  the 
following  recommendation: 

That  the  Board  of  Trustees  approve  the 
Protocol  for  dealing  with  the  chemically 
dependent,  self-referred  physician. 

(2)  Impaired  Professional’s  Pro- 
gram . . . Disapproved  a recommen- 
dation for  a proposed  program  for 
Impaired  professionals. 

Committee  on  Medical  Aspects  of 
Sports  . . . Disapproved  the  follow- 
ing recommendation: 

That  the  Medical  Society  of  New  Jersey 
forward  a letter  to  the  New  Jersey  State 
Interscholastic  Athletic  Association,  with 
a copy  to  the  New  Jersey  Department  of 
Education,  recommending  a change  In 
the  regulations  to  permit  the  use  of  or- 
thoplast  to  stabilize  minor  injuries,  it 
being  lightweight,  soft,  and  unusable  as 
a weapon. 

Ad  Hoc  Committee  on  Presentation 
of  MSNJ  DRG  Position  . . . 

(1)  Position  Statement  on  DRG 
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Reimbursement  . . . Adopted  the 
following: 

The  Medical  Society  of  New  Jersey  had 
taken  a policy  position  In  opposition  to 
the  DRG  reimbursement  system  because 
of  a concern  over  the  widespread  and 
premature  Implementation  of  a system 
whose  Impact  upon  the  quality  of  care 
and  cost  effectiveness  of  health  care  had 
not  been  appropriately  tested. 

A major  concern  to  this  Society  was  the 
Inherent  potential  for  a reduction  In  ser- 
vices and  Inappropriate  reductions  In 
length  of  stay  In  an  effort  to  maximize 
profit  from  a fixed  prospective  pa}mient 
system.  This  clearly  becomes  a quality 
matter  and  should  continue  to  be 
monitored. 

The  Society  recognizes  that  New  Jer- 
sey, as  a unique  participant  In  the  sys- 
tem. currently  enjoys  a pajmient  mecha- 
nism different  from  the  national  system, 
partly  as  a result  of  reimbursement  for 
uncompensated  care,  thereby  reducing 
the  overall  potential  for  some  of  the 
earlier  concerns  on  quality  of  care.  How- 
ever, this  unique  status  will  in  all  like- 
lihood terminate  within  three  years. 

Thus  the  Society,  while  recognizing 
certain  potential  cost-saving  attributes 
of  the  DRG  system  and  the  value  of  the 
current  waiver  status  to  New  Jersey  hos- 
pitals, still  maintains  reservations  on  the 
overall  impact  this  system  has  on  quality 
of  care  and  patient  well-being. 

New  Jersey  physicians  will  continue  to 
cooperate  with  their  hospitals  regarding 
DRG,  as  long  as  the  quality  of  patient 
care  Is  not  compromised.  The  Medical 
Society  of  New  Jersey  will  continue  to 
monitor  the  program  and  offer  construc- 
tive recommendations,  including 
changes  In  the  prospective  payment  sys- 
tem, when  appropriate,  to  assure  the 
quality  of  care  to  our  patients. 

(2)  Future  Committee  Activity  . . . 

Approved  the  following  two  rec- 
ommendations: 

That  the  Ad  Hoc  Committee  on  Presen- 
tation of  MSNJ  DRG  Position  be  dis- 
charged. 

That  an  Ad  Hoc  Committee  on  Health 
Care  Reimbursement  Policies  be  created. 

Old  Business  . . . 

Guidelines  for  a Podiatry  Depart- 
ment or  Section  . . . Postponed  con- 
sideration of  this  issue  until  July. 

New  Business  . . . 

Proposed  Rule  on  Pronouncement 
of  Death  . . . Noted  that  there  was 
no  objection  to  the  proposed  rule 
from  the  SBME  regarding  Inter- 
pretation of  term  “attending  physi- 
cian” with  respect  to  completion  of 
death  certificates. 

Correspondence  . . . 

(1)  Eacpiration  Dates  on  Labels  . . . 

Noted  that  the  SBME  supports 


MSNJ’s  position  that  all  agencies 
dispensing  prescribed  medications 
must  place  the  expiration  date  of  the 
prescribed  medication  on  the  label 
of  the  container. 

( 2 ) Release  of  Malpractice  Reports 
to  the  Public  . . . Noted  that  the  At- 
torney General’s  Office  is  looking 
Into  the  MSNJ  concern  that  ques- 
tions If  malpractice  Incident  reports 
filed  with  SBME  Insurance  com- 
panies should  be  released  to  the 
public. 

(3)  Professional  Liability  In- 
surance Premiiun  Discount  (Reso- 
lution *3,  1984)  . . . Noted  that 
Princeton  Insurance  Company 
stated  it  was  not  feasible  at  present 
to  grant  discounts  for  physicians 
completing  risk  prevention  pro- 
grams. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

Herbert  A Roemmele,  chairman  of 
the  UMDNJ  Board  of  Trustees,  and 
I met  in  Washington  with  members 
and  staff  of  the  New  Jersey  del- 
egation in  Congress  to  tell  them  of 
our  concerns  about  the  proposed 
federal  budget. 

Five  members  of  the  delegation— 
Representatives  James  Courier, 
Dean  Gallo,  Frank  Guarini,  William 
Hughes,  and  James  Saxton — were 
present  during  the  congressional 
delegation  breakfast,  and  others 
were  represented  by  staff  members. 
In  addition,  we  had  individual  meet- 
ings with  Senator  Frank  Lautenberg 
and  Congressmen  Bernard  Dwyer, 
James  Florlo,  Matthew  Rlnaldo,  and 
Frank  Guarini,  as  well  as  with  Sena- 
tor Bill  Bradley’s  health  staff  mem- 
bers. 

We  are  hopeful  that  Congress  will 
ease  some  of  the  serious  problems 
that  we  at  UMDNJ  see  in  the  budget, 
a view  that  is  shared  by  higher 
education  and  health  institutions 
throughout  the  nation.  For  example, 
the  proposals  to  cut  student  aid 
create  exceptional  difficulties  for 
health  sciences  universities  like 
UMDNJ  because  of  the  high  cost  of 
educating  physicians,  dentists,  and 
other  health  professions.  Plans  to  re- 
strict student  aid  would  result  in  a 
dollar  loss  to  UMDNJ  students  of 
more  than  $5  million.  To  the  people 
of  New  Jersey,  these  proposals  mean 
the  possible  loss  of  educational  op- 
portunities for  our  young  citizens. 
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This  is  a loss  that  neither  UMDNJ  i 
nor  the  state  can  afford. 

Federal  recommendations  for  re-  , 
duclng  Medicare  and  Medicaid  ex- 
penditures impact  most  seriously  on 
UMDNJ,  both  as  a provider  of  health 
care  and  as  a teaching  institution. 

Proposals  to  freeze  Medicare  reim- 
bursement of  direct  graduate  medi- 
cal education  costs  and  to  cut  in  half 
the  payment  for  indirect  costs  will 
have  a significant  negative  impact  | 
on  our  graduate  programs  for  resi-  | 
dents  and  result  in  higher  payroll 
costs  for  medical  centers  like  Univer-  ! 
sity  Hospital.  | 

Another  concern  is  the  prospec- 
tive reduction  in  the  National  In- 
stitutes of  Health  budget  and  the  : 
number  of  research  grants  awarded. 
A young  institution  like  UMDNJ  is 
highly  dependent  upon  NIH  funding 
of  basic  and  clinical  scientific  re-  i 
search.  Over  the  past  ten  years,  our 
support  from  NIH  has  grown  from  s 
$2  million  to  $12  million  and  con- 
stitutes nearly  65  percent  of  all : 
UMDNJ  grant  support.  NIH  invest- . 
ment  supports  UMDNJ  research  in  : 
cancer,  birth  defects,  AIDS,  heart  | 
disease,  environmental  hazards,  and  | 
other  health  problems.  This  re-  i 
search  already  has  advanced  the 
health  and  economic  vigor  of  New 
Jersey.  | 

The  National  Residency  Matching' 
Program,  which  took  place  in  March, 
placed  medical  school  seniors  in  i 
graduate  medical  education  pro-|, 
grams.  Of  approximately  300 
UMDNJ  seniors  at  Rutgers  Medical  ri 
School,  Rutgers  Medical  School  at: 
Camden,  and  New  Jersey  Medical; 
School,  97  will  continue  their  post-r 
graduate  education  in  New  Jersey,  t 
Among  the  remaining  seniors,  the 
majority  will  go  to  Pennsylvania  or[ 
New  York  hospitals.  More  than  80 
percent  of  the  43  seniors  at  the  : 
School  of  Osteopathic  Medicine  ob-| 
talned  residencies  in  New  Jersey,  h 
Medicine  was  the  most  popular 
residency  chosen  by  seniors  in  M.D. 
programs  (126),  followed  by  surgery: 
(47),  family  medicine  (31),  and  ob-j 
stetrlcs/gynecology  (28).  Other| 
popular  specialties  were  pedlatricsl 
radiology,  orthopedics,  and  anes-i 
thesiology.  I 

Among  the  out-of-state  lnstltu| 
tions  “matched”  with  UMDNJ| 
graduates  are  Yale,  Johns  Hopklns| 
Massachusetts  General,  Cleveland;  i 
Clinic,  University  of  Pennsylvania  n 
and  UCLA  !. 

I 

: MEDICAL  SOCIETY  OF  NEW  JERSEY,  | 


484 


Atlantic  County 

Gloria  S.  Durelll,  M.D.,  Margate  City 
Ronald  L.  Gerson,  M.D.,  Hammonton 
Jeffrey  S.  Pollack,  M.D.,  Mays  Landing 

Bergen  County 

Robert  J.  Andrus,  M.D.,  North  Arlington 
Jeffrey  P.  Barasch,  M.D.,  Franklin  Lakes 
Robert  J.  Barballnardo,  M.D.,  Lyndhurst 
Kevin  R Basrallan,  M.D.,  Hasbrouck 
Heights 

James  V.  Bastek,  M.D.,  Paramus 
David  P.  Bleeker,  M.D.,  Wood-Rldge 
Glenn  R Brauntuch,  M.D.,  Englewood 
Stephen  H.  Chenen,  M.D.,  Teaneck 
Peter  J.  DeMauro,  M.D.,  Paramus 
Scott  E.  Eder,  M.D.,  Palisades  Park 
Kenneth  S.  Fried,  M.D.,  Englewood 
James  T.  Goodrich,  M.D.,  Englewood 
Mark  A Hartzband,  M.D.,  Hackensack 
Morris  Horwltz,  M.D.,  Haworth 
John  E.  Kingsley,  M.D.,  Englewood 
Charles  E.  Kordula,  M.D.,  Ridgewood 
Anne  Butler  Krementz,  M.D.,  Englewood 
Paul  A Llva,  M.D.,  Hackensack 
Hung-Tlen  Lo,  M.D.,  Hackensack 
Joel  S.  Nlzln,  M.D.,  Fair  Lawn 
Peri  Ann  Petras,  M.D.,  Hackensack 
Dennis  L.  Pflsterer,  M.D.,  Teaneck 
Melvin  S.  Polkow,  M.D.,  Hackensack 
Donald  O.  Quest  M.D.,  Ridgewood 
Jay  Samuel  Rosen,  M.D.,  Hackensack 
Michael  P.  Scrimentl,  M.D.,  Lodi 
Anthony  1.  Sebba,  M.D.,  Teaneck 
James  C.  Van  Elswyk,  M.D.,  Englewood 
Ignatlos  S.  Zalris,  M.D.,  Englewood 

Burlington  County 

Andrew  J.  Collier,  M.D.,  Moorestown 
David  L.  Neldorf,  M.D.,  Medford 
Aurora  C.  Noriega,  M.D.,  Mount  Laurel 
Stephen  J.  Plllpshen,  M.D.,  Mount  Holly 
Kenneth  H.  Soil,  M.D.,  Cherry  Hill 

Camden  County 

Lenora  R BaroL  M.D.,  Camden 
Robert  A Carabelll,  M.D.,  Pennsauken 
David  Cypel,  M.D.,  Cherry  Hill 
John  P.  Kohler,  M.D.,  Audubon 
John  N.  Larson,  D.O.,  Stratford 
A Gregory  McClure,  M.D.,  Haddonfleld 
Daniel  J.  Ragone,  M.D.,  Haddonfleld 
James  M.  Stanch,  M.D.,  Westmont 
Harvey  L.  Waxman,  M.D.,  Camden 
Laura  Sandra  Wllllngmyre,  M.D., 
Pennsauken 

Cape  May  County 

Richard  M.  Lawlnskl,  M.D.,  Wildwood 

Cumberland  County 

Robert  C.  Davies,  M.D.,  Millville 
David  M.  Rogovltz,  M.D.,  Millville 
Debra  D.  Welssbach,  M.D.,  Vineland 

Eases  County 

Nicole  E.  Cohen-Addad,  M.D.,  Newark 
Eric  N.  Fein,  M.D„  Livingston 
Rosario  Guarino,  M.D.,  West  Orange 
Scott  J.  Hopkins,  M.D.,  Montclair 
Anthony  F.  Jahn,  M.D.,  Roseland 
Jacques  G.  Losman,  M.D.,  Newark 
George  W Miller,  Jr.,  M.D.,  Montclair 
Albert  G.  Mylod,  Jr.,  M.D.,  Roseland 
Richard  A Rosa,  M.D.,  So.  Orange 
Gary  I.  Schecter,  M.D.,  Verona 
Ell  M.  Shapiro,  M.D.,  W.  Orange 
Charles  E.  Splngola,  M.D.,  Cedar  Grove 
Sharlene  M.  Watts,  M.D.,  Nutley 
Eleftherlos  G.  Zlsls,  M.D.,  Fort  Lee 


MSNJ  Auxiliary 

Mrs.  Bemardine  Moloney  is  the 
newly  elected  president  of  the  Medi- 
cal Society  of  New  Jersey  Auxiliary. 
A native  Philadelphian,  she  attended 
Chestnut  Hill  College  and  the 
Hahnemann  Hospital  School  of  X- 
Ray  Technology,  becoming  a regis- 
tered x-ray  technician. 

Bemardine’s  husband,  Charles,  is 
a pediatrician  and  practices  in 
Moorestown.  They  have  five  chil- 
dren: Charles  Jr.,  Eileen.  Michael, 
Margaret  and  Daniel. 

Mrs.  Moloney  is  president  of  the 
Board  of  Trustees  of  the  Visiting 
Homemaker  and  Health  Services, 
Inc.,  having  been  a long-time  mem- 
ber of  the  Board  and  Assistant  Di- 
rector from  1981  to  1983.  Bemar- 
dine also  is  an  active  member  of  the 
Curtis  Auxiliary  at  the  Memorial 
Hospital  of  Burlington. 

Her  MSNJ  Auxiliary  involvement 
includes  many  county  chair- 
manships, first  and  second  vice- 
president  and  two  terms  as  presi- 
dent of  the  Burlington  County  Medi- 
cal Society  Auxiliary  from  1974  to 
1976. 

At  the  state  level,  Mrs.  Moloney 
served  as  state  chairman  of  Inter- 
national Health,  Health  Careers, 
AMA-ERF,  and  Convention.  Elected 


!||MSNJ  Past-President  Frank  Watson  accepted  a plaque  from  Dr.  John 
il  Coury,  Chairman  of  the  AMA  Board  of  Tmstees,  honoring  the  Medical 
|i  Society  of  New  Jersey  for  its  increase  in  AMA  membership  for  the  fourth 
i consecutive  year. 
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New  Members 

The  Journal  of  the  Medical  So- 
ciety of  New  Jersey  would  like  to  wel- 
come the  following  new  members: 


to  the  office  of  corresponding  sec- 
retary and  vice-president  for  two 
terms,  she  served  as  membership 
chairman  and  as  president-elect 
conducted  the  state  workshop. 

Bemardine  and  her  husband  are 
active  participants  in  all  county 
Medical  Society  and  Auxiliary 
events.  Her  hobbies  include  music, 
bridge,  bowling,  tennis,  collecting  re- 
gional cookbooks,  and  trying  the 
recipes. 
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Gloucester  County 

Eliot  F.  Kaplan,  M.D.,  Sewell 

Hudson  County 

Kenyon  B.  Field,  M.D.,  Jersey  City 
Keith  G.  Gurland,  M.D.,  Bayonne 
Hector  Tomas  Rubinstein,  M.D., 

Union  City 

Deepak  O.  Shah,  M.D.,  Jersey  City 

Hunterdon  County 

James  A.  Fox,  M.D.,  Somerville 
Ira  R Morganstem,  M.D.,  Asbury 

Mercer  County 

Laureto  S.  Bada,  Jr.,  M.D.,  Trenton 
Douglas  J.  Binder,  M.D.,  New  York,  NY 
Alphonse  Del  Plzzo,  M.D.,  Trenton 
Yusaf  M.  Khan,  M.D.,  Trenton 
Steven  L.  Meshkov,  M.D.,  Trenton 
Reynaldo  C.  Santos,  M.D.,  Trenton 

Middlesex  County 

Noah  Barysh,  M.D.,  Jamesburg 

Mona  R Bomgaars,  M.D.,  New  Brunswick 

Khagendra  M.  Chatterjee,  M.D., 

Woodb  ridge 

Michael  B.  Gehl,  M.D.,  New  Brunswick 
Aftab  Husain,  M.D.,  Edison 
Stanley  M.  Kron,  M.D.,  New  Brunswick 
Robert  M.  Pickoff,  M.D.,  New  Brunswick 
Gary  B.  Stelnbach,  M.D.,  Perth  Amboy 
Shubhangi  J.  Thakur,  M.D.,  Edison 
Sharon  D.  Warner,  M.D.,  Spotswood 

Monmouth  County 

Said  A.  Abou-Samra,  M.D.,  Holmdel 
Fe  L.  Almazen-Condit,  M.D.,  Neptune 
Michael  G.  Ashkar,  M.D.,  Asbury  Park 
Raja  Barakat,  M.D.,  Hazlet 
Marla  del  Basora-Ruiz,  M.D., 

Long  Branch 

Michael  W.  Bickerton,  M.D.,  Red  Bank 
Robert  H.  Bleicher,  M.D.,  Freehold 
deny  Boorsteln,  D.O.,  Engllshtown 
Kenneth  M.  Chekofsky,  M.D., 

Long  Branch 

Donald  P.  Ferri,  M.D.,  Long  Branch 
Susan  R Friedman,  M.D., 

Monmouth  Beach 
Slvasubramaniam  Gopalakrlshnan, 

M.D.,  Neptune 
Rose  F.  Hayet,  M.D.,  Ocean 
Jyotlka  D.  Joshi,  M.D.,  Matawan 
Thomas  A Kedersha  M.D.,  Neptune 
Frank  S.  Komorowskl,  M.D.,  Ocean 
Jananl  K Krishna  M.D.,  Holmdel 
Bruce  J.  Langner,  M.D.,  Long  Branch 
Barton  M.  Nassberg,  M.D.,  Long  Branch 
Suvama  P.  Parikh,  M.D.,  Marlboro 
Mark  A Rosenbloom,  M.D.,  Neptune  City 
Andrew  L.  Saporlto,  M.D.,  Sea  Girt 
Ellen  F.  Soefer,  M.D.,  Red  Bank 
John  F.  Sperling,  M.D.,  Long  Branch 
Gary  B.  Sullivan,  M.D.,  Neptune 
Patricia  A Young,  M.D.,  Neptune 

Morris  Coimty 

Arthur  C.  Brown,  M.D.,  Morristown 
Eric  D.  DlGlacomo,  M.D.,  Florham  Park 
Gerald  Dunham,  M.D.,  Morristown 
Jeffrey  S.  Nahmlas,  M.D.,  Florham  Park 
Lee  J.  Suckno,  M.D.,  Denville 


David  L.  Taylor,  M.D.,  Morristown 
Berton  Taffet,  M.D.,  Morristown 
Jeffrey  A Wexler,  M.D.,  Denville 
Paul  H.  Wlchman,  M.D.,  Morris  Plains 

Ocean  County 

Roland  L.  Belluscio,  M.D.,  Lakewood 
Glenn  1.  Bernstein,  M.D.,  Bricktown 
Richard  E.  Fernandez,  M.D.,  Lakewood 
William  F.  Kennard,  M.D.,  Manahawkin 
Vincent  J.  Vlvona  D.O.,  Bricktown 

Passaic  County 

Marlin  J.  Corso,  M.D.,  Lincoln  Park 
Manju  Gupta  M.D.,  Hawthorne 
ChingC.  Hsieh,  M.D.,  Passaic 
Richard  J.  Weln,  M.D.,  Passaic 
Alexander  F.  Zolll,  M.D.,  Clifton 

Salem  County 

Craig  Benedict  Quigley,  M.D., 

Carneys  Point 

Shaukat  M.  Qureshi,  M.D.,  Salem 
Joseph  B.  Zehner,  M.D.,  Woodstown 

Sussex  County 

John  L.  Berger,  M.D.,  Newton 

John  F.  Fisher,  M.D.,  Sussex 

Barry  I.  Franklin,  M.D.,  Newton 

Mark  S.  Madls,  M.D.,  Vernon 

Blrur  M.  Shivashankara  M.D.,  Hamburg 

Linda  C.  Vickery,  M.D.,  Sussex 

Union  Covmty 

Rodolfo  Colaco,  M.D.,  Elizabeth 
Barry  M.  Elklnd,  M.D.,  Springfield 
Stephen  M.  Golden,  M.D.,  Summit 
Walter  L.  Groff,  M.D.,  Summit 
Richard  P.  Mackessy,  M.D.,  Linden 
Samiappan  Muthusamy,  M.D.,  Roselle 
Steven  L.  Nehmer,  M.D.,  Summit 
Robert  M.  Pauli,  M.D.,  Summit 
Edward  S.  Rlttweger,  M.D.,  Rahway 
Apostolos  A Paul  Rossos,  M.D.,  Union 
Jeffrey  Soffer,  M.D.,  Warren 
Dennis  R Solomon,  D.O.,  Fanwood 
Jay  M.  Tendler,  M.D.,  Elizabeth 


Physicians  Seeking 
Location  in  New  Jersey 

The  foliouring  physicians  have  writ- 
ten to  the  Executive  OfiBces  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  jrou  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  to  them. 

ALLERGY — Noah  Baiysh,  M.D.,  603A 
Old  Nassau  Rd.,  Jamesburg,  NJ  08831. 
Chicago  1933.  Board  certified.  Part 
time,  15  hrs/wk.  Available. 

ANEiSTHESIOLOGY — Howard  Yap  Ang, 
M.D.,  2957  Deeatur  Ave.,  Apt.  C-43, 
Bronx,  NY  10458.  Far  Eastern  Univer- 
sity 1976.  Board  eligible.  Solo,  partner- 
ship, group.  Available. 


Vasant  Chheda  M.D.,  950  49th  St.,  Apt. 
8K,  Brooklyn,  NY  11219.  G.S.  Medical 
College  (India)  1978.  Fee-for-servlce, 
solo,  group,  partnership.  Available. 
John  James.  M.D.,  950  49th  St.,  Apt. 
8K,  Brooklyn,  NY  11219.  G.S.  Medical 
College  1978.  Solo,  partnership,  fee-for- 
serviee,  group.  Available. 

CARDIOLOGY— Bruce  Klein,  M.D.,  438A 
Willow  Turn,  Mt.  Laurel.  NJ  08054. 
SUNY-Downstate  1977.  Also,  pedi- 
atries. Board  certified  (PD).  Group, 
HMO,  hospital.  Available. 

DERMATOLOGY— Rami  Ephraim  Geff- 
ner,  M.D.,  1 139  N.  Church  St.,  Apt.  A-3, 
Greensboro,  NC  27401.  UMDNJ  1979, 
Group,  solo,  partnership.  Available. 

FAMILY  MEDICINE— Shahida  Aslfudin, 
M.D.,  902  47th  St.,  ^LB5,  Brooklyn,  NY 
11219.  Osmahia  (India)  1976.  Group, 
partnership,  solo.  Available. 

Bruce  A.  Blumenthal,  M.D.,  5813 

Berkeley  Ave.,  Baltimore,  MD  21215. 
George  Washington  1978.  Board 
certified.  Group  or  partnership.  Avail- 
able July  1985. 

Mark  T.  Bright,  M.D.,  1718  Afton  Ave., 
Charleston,  SC  29407.  Georgetown 
1978.  Board  certified.  Group  or  part- 
nership. Available  September  1985. 
Steven  Luke,  M.D.,  3246  Abell  Ave.,  Bal- 
timore, MD  21218.  SUNY  1982.  Board 
eligible.  Group  or  HMO.  Available  July 
1985. 

Daniel  Nuchovich,  M.D.,  1006  Bay 
Drive,  ^702,  Miami  Beach,  FL  33141. 
University  of  Uruguay,  1980.  Health 
center,  hospital,  underserved  area 
Available. 

GASTROENTEROLOGY— Pravin  N. 
Patel,  M.D.,  15  St.  Andrew’s  PL,  ^25,  ; 
Yonkers,  NY  10705.  Baroda  (India) 
1974.  Also,  internal  medielne.  Board  i 
certified  (IM).  Group,  partnership,  solo,  i 
Available  July  1985.  | 


INTERNAL  MEDICINE— Yvonne 
D’Souza  M.D.,  315  Ave.,  C,  New  i 
York,  NY  10009.  Topiwalla  National  ‘ 
(India)  1972.  Board  eligible.  Partner-  ! 
ship.  Available  September  1985.  | 

Leonid  Goldin,  M.D.,  1802  Ocean 

Pkwy.,  Apt.  D2,  Brooklyn,  NY  11223,  ’ 
Kursk  (USSR)  1968.  Group,  hospital,  i 
nursing  home,  institution.  Available.  ' 
Frederic  M.  Heltzer,  M.D.,  3rd  Ave., 
160B  Borden  Apts.,  Long  Branch,  NJ  y 
07740.  UMDNJ  1982.  Group,  partner- 
ship,  cllnie.  Industry.  Available  July  I 
1985. 

Marvin  H.  Lemer,  M.D.,  233  E.  32  St.,  | 
^4J,  New  York,  NY  10016.  Universidad 
Autonoma  (Mexico)  1982.  Board  : 
eligible.  Group,  partnership,  solo.  Avail- 
able July  1985. 

James  C.  MeVeety,  M.D.,  713  South 
Birch  Ave.,  Marshfield,  WI  54449.  | 
Bologna  1975.  Also,  neurology.  Board  ji 
certified  (IM);  board  eligible  (N).  Group,  f 
partnership,  solo.  Available.  |j 

Surendra  K Nevada  M.D.,  2 1 Heywood  ■ 
St,  ^2E,  Wo  reester,  MA  01604.  Mahat-  ii 


WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

Send  85  to  MSNJ.  Two  Princess  Road, 
Lawrenceville,  NJ  08648 
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ma  Gandhi  Memorial  (India)  1976. 
Solo,  group,  partnership.  Available  July 
1985. 

Pravln  N.  Patel,  M.D.,  15  St.  Andrew’s 
PI.,  ^25.  Yonkers,  NY  10705.  Baroda 
(India)  1974.  Also,  gastroenterology. 
Board  certified  (IM).  Group,  partner- 
ship, solo.  Available  July  1985. 
Mohamed  Salem,  M.D.,  44  S.  Munn 
Ave.,  East  Orange,  NJ  07018.  A1  Azhar 
(Egypt)  1977.  Also,  nephrology.  Solo, 
group,  clinic,  hospital.  Available. 

Z.  Shamma-Othman,  M.D.,  533  Ever- 
green Ct.,  Bensalem,  PA  19020.  Bagh- 
dad University  (Iraq)  1979.  Group  or 
partnership.  Available  July  1985. 

NEPHROLOGY — Mohamed  Salem,  M.D., 
44  S.  Munn  Ave.,  East  Orange,  NJ 
07018.  A1  Azhar  (Egypt)  1977.  Also, 
Internal  medicine.  Solo,  group,  clinic, 
hospital.  Available. 

NEUROLOGY — Jaime  Llm,  M.D.,  Sum- 
mit Park  East,  Apt.  F-1,  8201  Henry 
Ave.,  Philadelphia,  PA  19128.  Univer- 
sity of  the  East  1980.  Group  or  solo. 
Available  July  1985. 

James  C.  McVeety,  M.D.,  713  South 
Birch  Ave.,  Marshfield,  WI  54449. 
Bologna  1975.  Also.  Internal  medicine. 
Board  eligible  (N);  board  certified  (IM). 
Group,  partnership,  solo.  Available. 

NUCLEAR  MEDICINE— WlUlam  Ganz, 
M.D.,  7476  Ahem  Ct,  University  City, 
MO  63130.  Also,  radiology.  Hospital  or 
group.  Available  July  1985. 

PATHOLOGY— Adam  G.  Lang,  M.D., 
1436  Armacost  Ave.,  Apt.  9,  Los  An- 
geles, CA  90025.  Illinois  1980.  Group 
or  partnership.  Available  July  1985. 

PEDIATRICS— Bmce  Klein,  M.D.,  438A 
Willow  Turn,  ML  Laurel,  NJ  08054. 
SUNY-Downstate  1977.  Also, 
cardiology.  Board  certified.  Group, 
HMO,  hospital.  Available. 

Edgar  Lyubllng,  M.D.,  1401  Ocean 
1 Ave.,  Apt.  4H,  Brooklyn,  NY  1 1230.  Mos- 
cow USSR  1967.  Group  or  partnership. 
Available  July  1985. 

Boroumand  Masood,  M.D.,  85-26  Van 
' Wyck  Expwy.,  Apt  412,  Brlarwood,  NY 
11435.  Tehran  (Iran)  1968.  Board 
! certified.  Group,  partnership,  solo,  hos- 
! pltal.  Available. 

; Pronotl  Nlgam,  M.D.,  24  Hart  Blvd., 

; Flemlngton,  NJ  08822.  Kanpur  (India). 

1 Board  eligible.  Group  or  partnership. 

I Available. 

lADIOLOGY— William  Ganz,  M.D.,  7476 
' Ahem  CL,  University  City,  MO  63130. 

I Also,  nuclear  medicine.  Hospital  or 
I group.  Available  July  1985. 

URGERY— Dan  S.  Reiner,  M.D.,  7028 
Waterman  Ave.,  St  Louis,  MO  63130. 
St.  Louis  1 980.  Board  eligible.  Group  or 
I partnership.  Available  July  1985. 

IROLOGY — Barry  R Shepard,  M.D.,  30 
So.  Central  Ave.,  Valley  Stream,  NY 
11580.  SUNY  1979.  Board  eligible. 
Available. 

I' 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 
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LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 

3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE;  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN«/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2mg. 

Pyridoxine  HCL(B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®f100  mg. 


Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  Por  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 

Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


7,000  innovative 
New  Jersey  doctors 
insuring  ourselves 

for  our  own  sake. 


That’s  over  two-thirds  of  the  practicing 
physicians  and  surgeons  in  the  state — practical, 
forward-minded  businessmen  and  women 
who’ve  said  they’re  not  going  to  take 
it  anymore] 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
without.  We  have  to  have  it  in  this  business. 
But  in  today’s  crazy  legal  environment,  the  risk 
we  assume  has  grown  so  far  out  of  proportion 
that  many  commercial  underwriters  have  been 
unable  to  cope.  Too  many  New  Jersey  doctors 
know  all  too  well  how  it  feels  to  be 
abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  beat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  throu^  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Ph3rsi- 
cians,  and  the  OfiBce  of  Continuing 
Medical  Eklucation  of  the  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  hy  italics — last  line  of  each 
item. 

MEDICINE 

July 

3 Use  and  Abuse  of  Pregnancy  Tests 
17  Common  Skin  Problems 

1:30-2:30  P.M. — Rutgers 
Community  Health  Plan,  57  US. 
Hwy.  1 , New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

4 Nephrology  Grand  Rounds 

6:30-7:30  P.M. — Community 
Memorial  Hospital.  Toms  Ftiver 
(Community  Memorial  Hospital 
and  AMNJ) 

5 Multidisciplinary  Cancer 
Conference 


1 1 A.M.-12  noon — Walkill  Valley 
General  Hospital  Annex,  Sussex 
(Walkill  Valley  General  Hospital 
and  AMNJ) 

August 

2 Multidisciplinary  Cancer 
Conference 

1 1 AM.- 12  noon — Wallkill  Valley 
General  Hospital  Annex,  Sussex 
(Wallkill  Valley  General  Hospital 
and  AMNJ) 

7 Common  ENT  Problems 
21  Chronic  Pain 

1:30-2:30  P.M. — Rutgers 
Community  Health  Plan— 57  US. 
Hwy.  1,  New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

NEUROLOGY/PSYCHIATRY 

July 

1 1 Usefulness  of  Antidepressant 

Plasma  Levels  and  Cardiovascular 
Implications 

1 8 Research  Update:  Aging,  The 
Elderly,  and  E.C.T. 

1 1 AM.- 12  noon — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

N.Y.  State  Boards  of  Medicine  & Dentistry  25-hour  accredited 
seminar  and  workshop  on  the  iatest  theories  & techniques  of 
manuai  & eiectro-acupuncture  and  TENS,  appiicabie  toward  the 
200-hour  requirement  for  certification,  wili  be  given  for  iicensed 
ciinicians  (with  or  without  prior  training)  during  the  weekend  of 
Juiy  12-14,  1985  at  the  Barbizon  Piaza  Hotei,  New  York  City, 
international  Symposium  on  Acupuncture  & Eiectro-Therapeu- 
tics  at  New  York  Pentai  Hotei,  Oct.  9-13,  1985.  Co-sponsored 
by  the  internationai  Coiiege  of  Acupuncture  & Electro-Thera- 
peutics, its  officiai  journai.  Acupuncture  & Eiectro-Therap.  Res., 
int.J.  (published  by  Pergamon  Press  and  indexed  in  15  major 
indexing  periodicais;  iNDEX  MEDiCUS,  etc.),  the  Heart  Disease 
Research  Foundation  and  the  Neuroscience  Dept,  of  Long 
Isiand  Coiiege  Hospitai,  Pharmacology  Dept,  of  The  Chicago 
Medical  School.  Also  eligible  for  AMA/CME  credit.  For  infor- 
mation, contact  Y.  Omura,  M.D.,  ScD.,  800  Riverside  Drive  (8-1), 
NYC  10032.  Tel:  (212)  781-6262  or  (212)  WA8-0658,  or  Saul 
Heller,  M.D.,  Tel:  (212)  838-7514. 
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Letters  to  the 

EDITOR 


PRO-NJ 

March  26,  1985 
Dear  Doctor  Krosnick 

With  great  Interest  I read  Dr. 
David  Kingsley’s  article  in  the  March 
1985  issue  of  The  Journal.  Dr. 
Kingsley  is  president  of  the  new  Peer 
Review  Organization  of  New  Jersey, 
Inc.  (PRO-NJ).  I have  been  active  in 
PSRO  affairs  for  many  years  and 
happen  to  be  one  who  believes 
strongly  that  physician  control  and 
representation  should  permeate  all 
PRO  activities  to  the  greatest  extent 
possible.  Therefore,  1 feel  obligated  to 
criticize  some  aspects  of  Dr.  Kings- 
ley’s article,  emd  to  comment  on  your 
editorial  concerning  the  same  sub- 
ject. 

In  Southern  New  Jersey  PSRO’s 
eagerness  to  take  control  of  the 
statewide  PRO-NJ,  it  failed  complete- 
ly in  its  obligation  to  seek  represen- 
tation from  as  many  physicians  as 
possible  in  our  state: 


1.  The  PRO-NJ  Board  contains 
only  physicians  from  the  southern 
half  of  New  Jersey. 

2.  The  medical  directors  are  from 
southern  New  Jersey. 

3.  Dr.  Kingsley’s  statements  that 
physician  crlteria-establishing  com- 
mittees have  “Representative  phy- 
sicians from  all  parts  of  the  state . . .’’ 
and  “. . . the  review  processes  and  ob- 
jectives are  derived  by  physicians 
from  each  local  community . . .’’  com- 
pletely ignore  the  fact  that  at  least 
four  counties  in  the  northern  part  of 
our  state  have  been  deprived  of 
membership  on  any  of  these  com- 
mittees. 

4.  Your  editorial  in  the  same 
issue  of  The  Journal  points  out  that 
“Those  who  have  received  the 
criteria  (for  admission  and  length  of 
stay  decision)  have  been  satisfied  by 
some  but  appalled  with  others.”  This 
statement  reflects  sincere  concern 
by  many  physicians  for  the  way  in 
which  these  PRO-NJ  criteria  have 
been  developed. 

These  facts  are  a sad  comment  on 
the  way  PRO-NJ  has  begun  exercis- 
ing its  responsibilities  on  behalf  of 
New  Jersey’s  physicians. 

We  only  can  hope  that  Dr.  Kings- 
ley, with  the  officers  and  members  of 
his  Board  of  Trustees  and  their 
medical  directors,  will  immediately 
endeavor  to  correct  these  discrepan- 
cies, and  in  the  future  will  act  in  a 
truly  democratic  manner  In  the  best 
interests  of  the  majority  of  New  Jer- 
sey physicians. 

(signed)  Donald  P.  Burt,  M.D. 

Medical  Director,  PSRO 


Semen  Donors 

March  27,  1985 
Dear  Doctor  Krosnick 
Semen  donation  for  artificial  in- 
semination is  a common  practice 
today.  At  present,  the  semen  is 
frozen  but  is  not  screened  for  vi- 
ruses, cytomegalovirus,  herpes  sim- 
plex, mumps,  or  H.T.L.V.  111  (AIDS) 
viruses,  which  have  been  Isolated 
from  semen.  Thus  far,  there  are  no 


reported  donor  semen  infections 
transmitted  to  the  mother  or  fetus , 
and  hence  my  concern  merely  is 
speculative.  It  is  estimated  that  30 
percent  of  sperm  donors  are  homo- 
sexual and  to  a lesser  extent  drug 
addicts.  Furthermore,  in  our  ex- 
perience, most  men  today  have  high-  ^ 
er  neutrophil  counts  in  the  semen 
than  men  had  ten  years  ago.  This, 
probably  indicates  that  there  is  a 
chronic  infection  somewhere  in  the 
ejaculation  process.  ; 

It  would  appear  that  the  sperm 
donors  must  be  screened  more , 
carefully  before  a tragedy  takes  place  j 
with  H.T.L.V.  III  and  herpes  simplex.* 
With  the  incubation  period  of  three 
to  five  years  for  the  H.T.L.V.,  this  new 
syndrome  may  not  be  apparent  for 
some  time. 

I recommend  that  all  semen 
donors  be  screened  as  scrupulously 
as  blood  donors.  Homosexual  and 
bisexual  drug  addicts,  hemophiliac, 
and  Haitian  men  should  be  barred 
by  law  from  donating  semen.  All 
donor  semen  samples  should  be 
examined  for  H.T.L.V.,  C.M.V.,  and 
herpes  simplex  virus  before  in- 
semination. The  serum  of  donor 
men  also  must  be  tested  for  H.T.L.V. 
and  C.M.V.  antibody  and  all  those 
with  a positive  serology  should  be 
prevented  from  donating  semen 
until  more  information  is  available. 

This  approach  is  equally  impor- 
tant for  organ  donors. 

(signed)  Leon  G.  Smith,  M.D. 

REFERENCES 

1 . Penn  I,  Ogden  D,  Halgrlmson  CG,  et 
al.:  The  use  of  living  donors  In  kldnq^ 
transplantation  In  man.  Arch  Surg 
101:226-231,  1970. 

2.  Mather-Wagh  U,  Enlow  RW, 
Splgland  1,  et  al.:  Longitudinal  study  of 
persistent  generalized  lymphadenopathy 
In  homosexual  men:  Relation  to  acquired 
immunodeficiency  syndrome.  Lancet 
1:1033-1038,  1984. 

3.  The  cause  of  AIDS?  Lancet 
1:1053-1054,  1984. 

4.  Anderson  CB,  Tyler  JD,  Sicard  GA, 
et  al.:  Pretreatment  of  renal  allograft  re- 
cipients with  immunosuppression  and 
donor  specific  blood.  Transplantation 
(in  press). 

5.  Slive  L:  Should  homosexuals  be 
organ  donors?  JAMA  18:2625,  1984. 
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BALANCED 

CALCIUM  CKA^ 
BLOCKAU] 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardl2em  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  heta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parlsi  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-666,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiaaem;  Effect  on  treadmill 
exercise.  Chest  78  ( July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency’^ 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

p.A-RUfraTirmr 

(jUMazem  HCO 

THE  BAXAHCED 
CALCIUM  CHAJNfNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cordizem* 

(dilHozem  HCI) 

30  and  60  mj{  lableLs 

DESCRIPTION 

CARDIZEM'®  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
•5-[2-(dimethylamlno)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-.  The  chemical  structure  is: 


CHjCHjNtCHjij 

Diltiazem  hydrochloride  is  a white  to  ott-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inbIbit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  Its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  EHects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metaboiism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%,  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem, 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  ln|ury.  In  rare  Instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  Indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  ahd  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  fhe  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  Is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situatioh. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1,3 
asthehia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  eyed 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presei'j 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 


Gastrointestinal: 


Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  brady 
dia,  palpitations,  congestive  heart  faiii 
syncope. 

Paresthesia,  nervousness,  somnoler 
tremor,  insomnia,  hallucinations,  and  amne: 
Constipation,  dyspepsia,  diarrhea,  vomit 
mild  elevations  of  alkaline  phosphatase,  S( 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitf 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode: 
vasospastic  angina  developed  periods  of  transient  asymptom 
asystole  approximately  five  hours  after  receiving  a single  " 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  It; 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme; 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SI: 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  betv 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  I 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toler 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagger 
resjionse,  appropriate  supportive  measures  should  be  employr 
addition  to  gastric  lavage.The  following  measures  may  be  considi 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  I 
is  no  response  to  vagal  blockade,  admin 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed 
degree  AV  block  should  be  treated  with 
diac  pacing. 

Administer  inotropic  agents  (isoproteri 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartei 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity  c 
clinical  situation  and  the  judgment  and  experience  of  the  tre' 
physician. 

The  oral/LDso's  in  mice  and  rats  range  from  415  to  740  m 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDj 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LI 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kr 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoc 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  ( 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  ( 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patl 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  3 
bedtime,  dosage  should  be  increased  gradually  (given  in  du 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals! 
optimum  response  Is  obtained.  Although  Individual  patientsi 
respond  to  any  dosage  level,  the  average  optimum  dosage  ij 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  coil 
ing  dosage  requirements  in  patients  with  impaired  renal  or  he 
function.  If  the  drug  must  be  used  In  such  patients,  titration  shoi! 
carried  out  with  particular  caution.  | 

Concomitant  Use  With  Other  Antianginai  Agents: 


1. 


Subiinguai  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy.  ; 

Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  ij 
coadministered  with  short-  and  long-acting  nitrates,  butii 
have  been  no  controlled  studies  to  evaluate  the  antlaiii 
effectiveness  of  this  combination.  !i 

Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  !l 


(It 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  |j  c 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  ■ 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  o(  C 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  s j 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  i| 't 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  'ij  h 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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BOOK  REVIEWS 
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of  Head  and  Neck  Surgery; 
Current  Mediccd  Diagnosis 
Si,  Treatment 


Allergy:  Immunological 
and  Clinical  Aspects 

M.H.  Lessqf  (ed).  New  York,  NY,  Joh> 
Wiley  & Sons,  1984.  Pp.  474.  Il- 
lustrated. 

Allergy:  Immunological  and  Clin- 
ical Aspects  Is  a new  textbook  edited 
by  M.H.  Lessof,  professor  of  medicine 
at  Guy’s  Hospital  Medical  School, 
London.  Its  contributors  are  promi- 
nent British  allergists  and  pulmo- 
nary specialists;  the  book  reflects 
the  attitude  of  the  British  physi- 
cians towards  the  field  of  allergy  and 
clinical  Immunology.  Twenty  years 
ago,  there  may  have  been  a 
dichotomy  In  the  methods  of  treat- 
ment; but  as  one  can  see  from  this 
text,  there  now  Is  a unanimity  of 
opinion  on  both  sides  of  the  Atlan- 
tic. 

The  strongest  chapters  In  the 
book  are  those  that  deal  with  food 
testing  and  diagnostic  challenges  as 
well  as  allergy  In  Infancy  and  child- 
hood. There  Is  an  excellent  review  on 
milk  allergy  In  chapter  6.  The  dis- 
cussion of  childhood  asthma  by 
Price  In  this  chapter  is  an  excellent 
review  and  superior  to  anything  In 
American  literature.  The  second 
chapter  on  mediators  of  allergy  Is 


well  written  and  the  Illustrations  are 
extremely  helpful  in  explaining  the 
complicated  pathophysiology  of 
these  reactions. 

Unfortunately,  the  latter  chapters 
on  gastrointestinal  reactions,  food 
Intolerance,  and  skin  allergy  are  not 
as  complete  or  well  written  as  the 
earlier  chapters  in  this  text. 

In  summary,  1 think  this  book  is 
an  excellent  review  for  the  allergist 
or  the  sophisticated  Internist  or 
pediatrician  who  wishes  to  expand 
his  knowledge  on  the  subject.  It  Is 
not  as  complete  a reference  as 
Middleton’s  Allergy  Principles  and 
Practice,  but  stiU  is  a worthwhile  ad- 
dition to  the  medical  literature. 

Donald  G.  McKaba,  M.D. 

The  Atlas  of  Head  and 
Neck  Surgery 

Bruce  W.  Jafek,  M.D.,  and  Clarence 
T.  Sasaki,  M.D.,  (eds).  New  York,  NY, 
Grune  & Stratton,  1983.  Pp.  570.  Il- 
lustrated. ($99) 

This  atlas  Is  a comprehensive 
study  covering  almost  all  head  and 
neck  procedures  currently  being 
performed. 

The  strong  point  of  the  atlas  at  the 
same  time  becomes  its  weakness.  Its 
primary  asset  is  coverage  of  prac- 
tically every  procedure.  However,  It 
should  be  noted  that  many  of  the 
procedures  are  incompletely  Illus- 
trated. Some  of  the  more  extensive 
procedures  require  more  illustration 
to  explain  fully  the  procedure.  For 
example,  the  chapter  concerning 
submucous  resection  (SMR)  Is  in- 
complete in  that  It  does  not  show 
the  Cottle  techniques  which,  at 
times,  are  necessary  for  successful 
nasal  surgery. 

Overall,  the  book  Is  very  complete 
and  If  one  can  identify  with  the 
schematic  drawings,  a large  mea- 
sure of  help  can  be  obtained  when 
performing  these  procedures. 

Harold  Arlen,  M.D. 

Current  Medical 
Diagnosis  8L  Treatmentf 
1985 

Krupp,  Chatton,  and  Werdegar 
(eds).  Los  Altos,  CA  Lange  Medical 
Publications,  1985.  Pp.  1157. 
($27.50) 

This  text  has  been  revised  since 
Its  last  publication  in  1983.  Prior 
editions  have  been  well  received  by 
the  health  practitioners  as  an  excel- 


lent and  complete  desk  reference. 

Significant  changes  and  innova- 
tions In  this  edition  Include  the  fol- 
lowing: 

• Medical  references  extensively 
updated  throughout  the  book;  most 
references  begin  In  1980  and  go 
through  mid- 1984. 

• New  and  approved  drugs  of 
1983  and  1984.  Recommendations 
for  dosage  modifications  and  proper 
clinical  application  of  older  drugs 
are  given. 

• Application  of  some  of  the  new- 
est radiologic  diagnostic  techniques. 
Including  magnetic  resonance  imag- 
ing. 

• Necessity  for  early  recognition 
and  immediate  treatment  of  airway 
obstruction  and  sepsis  in  acute 
epiglottitis  emphasized. 

• New  oral  diuretic  drugs  In- 
troduced In  1983  and  1984. 

• Tamoxifen  replaces  traditional 
dlethylstllbestrol  as  the  initial  ther- 
apy of  choice  in  metastatic  breast 
cancer. 

• Gynecologic  ajid  obstetric  dis- 
orders extensively  rewritten  by  new 
chapter  authors. 

• Prompt  immobilization  of  long- 
bone  fractures  and  early  detection 
emphasized  for  Improving  prog- 
nosis of  life-threatening  fat  em- 
bolization syndrome. 

• Nervous  system  disorders,  in- 
cluding movement  disorders,  the 
epilepsies,  and  stroke,  completely 
rewritten  by  a new  author. 

• Mechanisms  of  action  of  im- 
munosuppressive drugs  discussed. 

• Consideration  of  pituitary 
hormone-releasing  factors  in  en- 
docrine disease. 

• New  Information  of  human 
leukocyte  antigen  in  disease. 

• Up-to-date  review  of  alteration 
of  chromosomes  in  cancer  and 
leukemia 

• Recommendations  for  use  of 
newer  antibiotic  agents. 

• New  recommendations  for  vac- 
cination and  prevention  of  com- 
municable diseases. 

• New  agents  for  treatment  of 
parasitic  diseases. 

• Update  on  AIDS. 

This  reviewer  highly  recommends 
that  this  edition  be  purchased  to  re- 
place the  1983  edition.  It  is  Intended 
to  serve  physicians,  nurses,  and  stu- 
dents as  a useful  desk  reference  for 
diagnosis  and  treatment,  and  It 
fulfills  Its  purpose  veiy  well. 

Harry  M.  Poppick,  M.D. 
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Obituaries 


Drs.  Achar;  Brodkin; 
Commini;  Coombs; 
DAngelo;  Hurst; 

Kosterlitz;  Krohn;  Longley; 
Peckman;  Solomon; 
Strauss;  and  Talty 


Dr.  B.G.  Achar 

The  former  chief  of  surgery  at 
Englewood  Hospital,  Balekudru  G. 
Achar,  M.D.,  died  on  March  1,  1985. 
A native  of  India,  bom  In  1921,  Dr. 
Achar  received  his  medical  educa- 
tion at  Calcutta  National  Medical  In- 
stitute and  was  graduated  In  1949. 
He  came  to  the  United  States  In 
1951,  practicing  first  In  New  York 
City  and  then  Pennsylvania  In  1964 
he  became  a member  of  our  Bergen 
County  component,  and  was  board 
certified  In  general  and  thoracic  sur- 
gery. Dr.  Achar  was  a Fellow  of  the 
American  College  of  Surgeons,  and 
of  the  American  College  of  Chest 
Physicians.  He  had  been  affiliated 
with  Bergen  Pines  County  Hospital, 
Paramus;  Pascack  Valley  Hospital, 
Westwood;  and  Englewood  Hospital. 
Dr.  Achar  had  affiliations  with  Vet- 
erans Administration  facilities  In 
Erie,  Pennsylvania;  Wadsworth, 
Kansas;  and  Philadelphia,  Penn- 
sylvania, where  he  Initiated  an  open- 
heart  surgery  program. 


Dr.  Henry  A.  Brodkin 

We  just  have  learned  of  the  death, 
at  Saint  Barnabas  Medical  Center, 
Livingston,  of  Henry  Andrew  Brod- 
kin, M.D.,  a retired  thoracic  surgeon. 
A native  of  Russia  bom  in  1901,  Dr. 
Brodkin  and  his  family  emigrated  to 
the  United  States  in  his  youth;  he 
received  his  medical  degree  from  Jef- 
ferson Medical  College,  Philadelphia 
in  1924.  He  became  a member  of  our 
Essex  County  component,  and  es- 
tablished an  office  in  Newark,  later 
moving  to  East  Orange.  Dr.  Brodkin 
was  a member  of  the  American 
Medical  Association,  and  was  a Fel- 
low of  the  American  College  of  Sur- 
geons, of  the  International  College  of 
Surgeons,  and  of  the  American  Col- 
lege of  Chest  Physicians.  Prior  to  his 
retirement  In  the  mid-1970s.  Dr. 
Brodkin  had  been  affiliated  with  Irv- 
ington General  Hospital;  the  Vet- 
erans Administration;  Martland 
(now  University  Hospital),  Newark; 
the  Eye  and  Ear  Infirmary,  Newark; 
and  Newark  Beth  Israel  Medical 
Center.  He  is  survived  by  his  wife, 
Eva  Topklns  Brodkin,  M.D.,  a retired 
dermatologist  and  member  of  MSNJ. 
Dr.  Brodkin  was  a recipient  of 
MSNJ’s  Golden  Merit  Award  In 
1974,  In  recognition  of  his  50  years 
in  medicine. 

Dr.  Frank  F.  Commini 

Frank  Ferrer  Commini,  M.D.,  an 
Internist  with  special  interest  in 
problems  of  nutrition  and  obesity, 
who  had  offices  in  Hamilton  Square, 
died  on  March  1,  1985,  at  St.  Francis 
Medical  Center,  Trenton.  A native  of 
Trenton,  bom  in  1911,  Dr.  Commini 
received  his  medical  degree  from 
Georgetown  University  School  of 
Medicine  in  1937.  He  was  a member 
of  our  Mercer  County  component, 
and  of  the  American  Medical  As- 
sociation. He  had  been  affiliated 
with  Helene  Fuld  Medical  Center 
and  St.  Francis  Medical  Center. 

Dr.  James  N.  Coombs 

We  Just  have  learned  of  the  death 
of  James  Norman  Coombs,  M.D.,  a 
general  surgeon  for  many  years  In 
Ocean  City.  Dr.  Coombs  was  88 
years  old  at  the  time  of  his  death  and 
had  been  retired  from  active  practice 
since  the  early  1970s.  A native  of 
New  Jersey,  Dr.  Coombs  had  re- 
ceived his  medical  degree  from  the 
Medlco-Chimrglcal  College  of  Phila- 


delphia In  1916.  He  was  a member 
of  our  Cape  May  County  component, 
and  a member  of  the  American 
Medical  Association.  Dr.  Coombs 
was  board  certified  in  his  specialty. 
In  1966  he  was  a recipient  of  MSNJ’s 
Golden  Merit  Award  to  honor  his  50 
years  in  medicine. 

Dr.  William  A.  D'Angelo 

We  just  have  learned  of  the  death 
of  William  Anthony  D’Angelo,  M.D., 
after  a long  and  complicated  illness, 
at  the  untimely  age  of  54.  A native 
of  New  York  City,  Dr.  D’Angelo  re- 
ceived his  medical  education  at  the 
University  of  Bologna,  Italy,  from 
which  he  was  graduated  in  1957.  Dr. 
D’Angelo,  an  Internist  with  empha- 
sis on  family  medicine,  practiced  his 
specialty  first  in  Pennsylvania,  then 
In  New  York  State,  and  became  a 
member  of  our  Hudson  County  com- 
ponent In  1980.  He  was  a Fellow  of 
the  American  and  International  Col- 
leges of  Physicians,  and  at  the  time 
of  his  death  had  been  director  of 
medical  education  at  Riverside  Gen- 
eral Hospital,  Secaucus. 

Dr.  John  Hurst 

At  the  untimely  age  of  61,  John 
Hurst,  M.D.,  a member  of  our  Atlan- 
tic County  component,  died  on  De- 
cember 23,  1984,  at  Atlantic  Cityj 
Medical  Center.  Bom  in  Washing- j 
ton,  D.C.,  Dr.  Hurst  received  hiSj 
medical  degree  from  Howard  Unlver-i 
sity  School  of  Medicine  In  that  city; 
In  1953.  For  over  ten  years  he  was| 
affiliated  with  Chester  Hospital  and' 
Sacred  Heart  Hospital,  both  In  Ches-; 
ter,  Pennsylvania;  In  1969  he  joined 
the  staff  at  Atlantic  City  Medical 
Center  as  an  emergency  room  phy- 
sician. In  the  early  1970s,  illness: 
forced  Dr.  Hurst  to  retire.  | 

Dr.  Henry  H.  Kosterlitz 

Bom  at  the  turn  of  the  century,; 
Henry  Hans  Kosterlitz,  M.D.,  an  In-! 
temlst  In  Irvington  prior  to  his  re- 
tirement in  1971,  died  on  Febmary, 
20,  1985.  A native  of  Germany,  Dr.: 
Kosterlitz  received  his  medical 
degree  from  Breslau  University,- 
Pmssia  in  1923.  Dr.  Kosterlitz  was  ii 
a member  of  our  Essex  County  com-| 
ponent,  and  had  been  affiliated  with! 
the  Veterans  Administration  Medi- 
cal Center,  Lyons;  Irvington  General 
Hospital;  and  Beth  Israel  Hospital, 
Passaic. 
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Dr.  Marc  Krohn 

Marc  Krohn,  M.D.,  died  on  March 
2. 1985,  at  Rivervlew  Medical  Center, 
Red  Bank,  at  the  venerable  age  of  82. 
Bom  in  Kiev,  Russia,  Dr.  Krohn  and 
his  family  emigrated  to  the  United 
States;  he  received  his  medical  train- 
ing at  New  York  Medical  College,  and 
was  graduated  in  1 929.  He  practiced 
general  medicine  in  the  Belford  sec- 
tion of  Middletown  Township  for 
over  50  years.  Dr.  Krohn  was  active 
in  community  service:  he  served  for 
1 30  years  as  physician  for  the  town- 
'ship,  the  police  department,  and  the 
school  system.  He  was  secretary  of 
the  local  board  of  health,  and  was  a 
‘Consultant  to  the  Hazlet  board  of 
health.  Dr.  Krohn  was  a member  of 
our  Monmouth  County  component, 
;and  a member  of  the  American 
'Medical  Association.  In  1979,  the 
Medical  Society  of  New  Jersey  be- 
stowed on  Dr.  Krohn  its  Golden 
I Merit  Award  in  recognition  of  his  50 
[years  in  medicine. 

{df.  S.  Brooks  Longley 

' A general  surgeon  in  South  Or- 
iange  for  many  years,  S.  Brooks  Long- 
ley,  M.D.,  died  on  Febmary  3,  1985, 
at  the  Hospital  Center  at  Orange. 
Bom  in  Hartford,  Connecticut,  in 
1921,  Dr.  Longley  was  graduated 
from  the  medical  school  at  the  Uni- 
jverslty  of  Virginia  in  1945.  He  had 
been  a member  of  our  Essex  County 
component,  and  also  of  the  Amerl- 
jcan  Medical  Association.  Dr.  Longley 
jwas  a Diplomate  in  surgery  and  had 
ibeen  affiliated  with  Orange  Mem- 
lorial  Hospital,  where  he  had  been 
1 chairman  of  the  department  of  sur- 
gery for  ten  years.  He  also  had  served 
as  a consultant  to  the  Children’s  Aid 
: and  Adoption  Society  and  as  medl- 
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cal  adviser  to  the  Central  Registry 
for  Nurses  in  New  Jersey. 

Dr.  Albert  A.  Peckman 

On  January  4,  1985,  Albert  Abram 
Peckman,  M.D.,  a member  of  our 
Hudson  County  component,  died  in 
Saint  Michael’s  Medical  Center, 
Newark,  of  an  acute  myocardial  in- 
farction. Bom  in  1912,  in  Jersey 
City,  Dr.  Peckman  received  his  medi- 
cal degree  from  Dalhousle  University 
Faculty  of  Medicine,  Nova  Scotia, 
Canada  in  1939.  He  established  a 
practice  in  thoracic  surgery  in  his 
native  city,  and  had  been  affiliated 
with  St.  Francis  Community  Health 
Center,  Christ  Hospital,  and  the 
Medical  Center,  all  in  Jersey  City, 
and  also  with  Roosevelt  Hospital, 
Edison.  Dr.  Peckman  was  a Fellow  of 
the  American  College  of  Chest  Phy- 
sicians, and  of  the  International  Col- 
lege of  Surgeons. 

Dr.  Louis  Solomon 

A Jersey  City  anesthesiologist, 
Louis  Solomon,  M.D.,  died  on  Janu- 
ary 15,  1985,  at  Christ  Hospital  in 
that  city.  Bom  in  1914,  in  New  York 
City,  Dr.  Solomon  received  his  medi- 
cal degree  from  the  Faculty  of  Medi- 
cine of  the  University  of  Lausanne, 
Switzerland,  in  1937.  He  became  a 
member  of  our  Hudson  County  com- 
ponent, and  had  been  affiliated  with 
B.S.  Poliak  Hospital,  Christ  Hospital, 
and  Jewish  Hospital  and  Rehabili- 
tation Center  of  New  Jersey,  all  in 
Jersey  City.  Dr.  Poliak  was  a Fellow 
of  the  International  College  of  Sur- 
geons. 


Dr.  Arthur  Strauss 

A retired  otorhinolaryngologlst. 


Arthur  Strauss,  M.D.,  died  at  Mon- 
mouth Medical  Center,  Long 
Braneh,  on  Febmary  22,  1985,  at  the 
venerable  age  of  86.  A citizen  of  the 
United  States,  bom  in  Germany,  Dr. 
Strauss  received  his  medleal  degree 
from  the  University  at  Wuerzburg, 
Germany,  in  1922.  He  had  been  on 
the  staff  at  Monmouth  Medical 
Center  for  60  years  prior  to  his  re- 
tirement in  1984.  Dr.  Strauss  was  a 
member  of  our  Monmouth  County 
component,  a member  of  the  Ameri- 
can Medical  Association,  and  was 
board  certified  in  his  specialty.  In 
1972,  Dr.  Strauss  was  a recipient  of 
MSNJ’s  Golden  Merit  Award  in  rec- 
ognition of  his  50  years  as  a phy- 
sician. 

Dr.  John  C.  Tally 

John  Carey  Talty,  M.D.,  an  oph- 
thalmologist in  Hoboken  for  44 
years  prior  to  his  retirement  in 
1968,  died  at  his  home  in  Spring 
Lake  on  March  4,  1985.  A native  of 
Providence,  Rhode  Island,  bom  in 
1896,  Dr.  Talty  earned  his  medical 
degree  at  the  College  of  Physicians 
and  Surgeons  at  Columbia  Univer- 
sity, New  York,  in  1924.  Dr.  Talty  was 
a member  of  our  Hudson  County 
component,  and  a member  of  the 
American  Medical  Association.  He 
had  been  on  the  staff  and  was  a past 
president  of  St.  Mary’s  Hospital, 
Hoboken;  he  also  was  affiliated  with 
New  York  Etye  Infirmary,  New  York 
City.  Dr.  Talty  had  served  as  deputy 
medical  examiner  for  Hudson  Coun- 
ty. He  was  a Fellow  of  the  American 
and  International  Colleges  of  Sur- 
geons. In  1974,  the  Medical  Society 
of  New  Jersey  bestowed  on  Dr.  Talty 
the  Golden  Merit  Award  honoring 
his  50  years  of  medical  service  to  his 
community. 
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The  Journal  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  of  The 
Journal  are  educational 
and  informationcd.  All 
material  published  in  The 
Journal  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  seientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology:  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles:  clinical 
notes,  suceinct  items  on  some 
aspeet  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs:  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  eontributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a eontribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuseript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1.  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  The  Journal  of 
the  Medical  Society  of  New  Jersey 
must  contain  the  following  language 
and  must  be  signed  by  all  authors: 

“In  consideration  of  The  Journal 
of  the  Medical  Society  of  New  Jersey 
taking  action  in  reviewing  and  edit- 
ing my  submission,  the  author(s) 
undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all 
copyright  ownership  to  the  Medical 
Society  of  New  Jersey,  in  the  event 
that  such  work  is  published  in  The 
Journal,  MSNJ." 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2''  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attaehed  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with  | 
the  first  use  of  the  generic  name.  | 
Proprietary  names  of  devices  should  j 
be  indicated  by  the  registration  sym- 
bol— ® 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35  j 
citations  except  in  review  articles, ; 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in] 
which  they  are  first  cited  in  the  texL^ 
The  style  of  reference  is  that  of  Index  ■ 
Medicos: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc-^ 
tion  to  Statistical  Analysis.  New. 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY  j 

Receipt  of  each  manuscript  will  be  I 
acknowledged  and  a copy  delivered  | 
to  the  Editor  who  refers  the  paper  to  i 
one  or  more  members  of  the  Edi-I 
torial  Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  ol 
reprints  including  remake  charge  il 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  b(j 
sent  to  the  Editor,  The  Joumali 
MSNJ,  2 Princess  Road,  Law! 
renceville,  NJ  08648.  I 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


MILLBURN  MEDICAL 
BUILDING 

Millburn  Avenue,  Millburn,  N.J.  location. 
Elevator,  excellent  parking,  full  services, 
luxury  first  floor  suite.  Several  size  suites 
available.  $14.00  sq.  ft. 

CONTACT  201-687-4654. 


It’s  A Major  Medical  Explosion 


The  Lakewood,  Toms  River  and  Point  Pleasant  hospitals 
have  completed  major  expansion  programs  . . . 
Bricktown  opens  new  facility 

Barrymor  Professional  Center 

600  to  1,800  Square  Feet 

Opposite  Kimball  Medical  Center 

• $13-14  per  square  foot  minutes  to  all  five  major 

• Graduated  rent  schedules  hospitals 

• Ownership  options  available  • Private  entrances  and  all 

• On  Highway  9 services  included 

• Centrally  located  and  20  • Financial  assistance  available 


6KRRYA10R  ENTERPRbEY 


Brokers 

Protected 


1200  River  Avenue  (Route  9),  Lakewood,  NJ  08701  • (201)  367-2226 


DOCTOR  S OFFICES 


Available  June  1, 1985,  Excellent  exposure,  1 block  from  MATAWAH,  NEW  JERSEY  Railroad 
Station,  3 minutes  from  Garden  State  Parkway,  Decorated,  Central  air-conditioning.  Off 
Street  Parking,  Private  entrances,  presently  occupied  by  doctors.  1,140  feet.  $1,100  per 
month. 


MAIN  STREET  PROFESSIONAL  BUILDING 

70  Main  Street 
Natawan,  New  Jersey  07747 
201-566-7671 
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PHYSICIAN  WANTED 

N.J.  licensed  medical  doctor  to  supervise  nutri- 
tional facility.  Salary  negotiable,  plus  paid  mal- 
practice insurance.  Hours  flexible.  No  knowledge 
of  nutrition  required!  For  interview  call:  (201) 
659-9519  Ask  for  Terry. 


ORTHOPEDIC  SURGEONS 
INTERNISTS 
NEUROSURGEONS 
PSYCHIATRISTS 
PHYSIATRISTS 

Nationally  respected  organization  which  limits 
its  activities  to  independent  medical  evalu- 
ations desires  the  services  of  American  Board 
Certified  Orthopedic  Surgeons,  Internists,  Neu- 
rosurgeons, Psychiatrists  and  Physiatrists  in 
the  Newark  area  who  are  engaged  in  active 
practice.  This  is  an  excellent  opportunity  for  the 
practitioner  who  seeks  part  time  forensic  work 
as  a supplement  to  treatment  income.  This  is 
a unique  setting  in  which  ALL  management  and 
support  functions  are  provided.  Work  sched- 
ules revolve  around  the  physician’s  require- 
ments and  availability.  Please  forward  Cur- 
riculum Vitae  to:  J.  Patrick  Cohan,  14295  East 
Seven  Mile  Road,  Detroit,  Michigan  48205. 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


HEALTH  CARE  PLAN  OF  NEW  JERSEY.  INC 

(A  FEDERALLY  QUALIFIED  HEALTH  MAINTENANCE  ORGANIZATION) 


GROUP  PRACTICE 
OPPORTUNITIES 

BC/BE  Family  Practitioners  for  expanding 
federally  qualified  HMO,  service  40,000 
members  from  three  delivery  sites  in  Cos- 
mopolitan South  Jersey  area.  Congenial  staff 
of  40  full-time/part-time  physicians.  Excellent 
hospital  facilities  with  medical  school  affilia- 
tions. Easy  access  to  major  metropolitan 
cities. 

Send  curriculum  vitae  to: 

Personnel  Department 

Health  Care  Plan  of  New  Jersey,  Inc. 

165  Old  Marlton  Pike  and  Route  70 
Medford,  NJ  08055 
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CLASSIFIED  ADVERTISEMENTS 


INTERNIST— Board  Certified,  Board 
Eligible.  I.D.,  looking  for  job  opportunity 
Including  solo,  group  or  hospital  based 
practice.  Available  July  1985.  Phone 
201-731-9303. 


INTERNAL  MEDICINE.  M.D.,  Ph.D.— 

Looking  for  practice  opportunity  in 
Northern  NJ  close  to  Manhattan.  Group, 
partner  or  solo.  Available  July  1st.  C^l 
212-239-8560  days  or  evenings  212- 
683-9874. 


INTERNIST— Will  complete  training  and 
be  Board  Eligible  by  June  1985,  Wayne 
State  University.  Desires  office/hospital 
work  in  any  part  of  NJ.  Please  call 
313-268-8832  or  write  to  Dr.  Ovid 
Mercene,  2157  14  Mile  Road,  Apt.  206, 
Sterling  Heights,  Ml  48077. 


RADIOLOGIST— Will  cover  your  prac- 
tice, part-time,  weekdays  and  weekends. 
Write  to  Box  No.  130,  JMSNJ. 


GENERAL  PRACTICE— Association 
with  established  General  Practitioner 
with  opportunity  to  assume  sole  own- 
ership upon  retirement.  Excellent  facili- 
ties and  financial  arrangements.  Ocean 
area.  Reply  Box  464,  Irland  Heights,  NJ 
08732-0464. 


INTERNIST — Relocating  in  Salem  Coun- 
ty. wishes  to  share  an  office.  Write  Box 
No.  133,  JMSNJ. 


PEDIATRICIAN— Board  Eligible,  seeks 
to  share  office  space  with  established 
medical  group.  Old  Bridge  area  preferred. 
Reply  Box  No.  132,  JMSNJ. 


PHYSICIAN — Wanted  to  sublet  beautiful, 
modem,  furnished  800  square  foot  medi- 
cal office  near  Exhelon  MaU.  Call 
609-772-1777  for  Information. 


NEEDED  PHYSICIANS— For  walk-in, 
'minor  emergency  facility  located  in 
! Borden  town.  Full  and  part-time,  ER  ex- 
iperience  necessairy.  Send  CV  to  N. 
IRossos,  M.D.,  619  Farnsworth  Avenue, 
Borden  town,  NJ  08505. 


NEEDED  PHYSICIANS— For  successful 
well  known  walk-in  medical  office  center, 
S Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  tredned  MDs 
send  CV  to  E.V.  McGlnley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
(08812. 


EMERGENCY  ROOM  PHYSICIANS— 

jTwo  emergency  room  physicians  needed 
I for  facility.  Seven  full  time  physicians, 
j38,000  visits.  Salary  and  benefits.  Con- 
tact Tom  Campbell,  609-596-0661. 

liNTERNIST— Wanted  for  periodic  office 
vacation  coverage  Middlesex  County,  NJ, 
days  only.  Must  have  own  Malpractice 
[Insurance.  Reply  Box  No.  131,  JMSNJ. 


PHYSICIANS — Full  time  physician  posi- 
tions for  General  Practice/Intemal  Medi- 
cine clinics,  Texas.  Partnership  available 
in  one  year.  Excellent  opportunity.  Write 
Box  No.  129,  JMSNJ. 


PSYCHIATRIST— Board  Certified  or 
Eligible.  Full-time  position.  Full  service, 
mental  health  organization.  Up  to 
$59,000  plus  full  benefits.  Scenic  Bucks 
County,  near  Philadelphia  Call  Ms. 
Clfelli  215-822-7510. 


BUYING  OR  SELLING  A PRACTICE? 
JOINING  OR  HIRING  AN  ASSOCIATE? 

— An  experienced  practicing  physician 
can  help  you  negotiate  a fair  and  secure 
position.  1 know  the  questions  to  ask, 
and  the  conditions  you  need  that  only  a 
physician  would  know.  Write  Box  No. 
128,  JMSNJ. 


PRACTICE  WANTED — Internist  Is  inter- 
ested In  buying  a practice  in  Salem 
County.  Write  Box  No.  134,  JMSNJ. 


PRACTICE  WANTED — General  Internist 
is  interested  in  buying  a practice  In 
Camden,  Burlington  or  Gloucester  Coun- 
ty. Write  Box  No.  117,  JMSNJ. 


OB/GYN  PRACTICE  FOR  SALE— 23 

year,  quality  practice  in  Union  County, 
NJ  for  sale  due  to  illness.  Practitioner 
willing  to  remain  part-time  to  Introduce 
purchaser  to  patients  and  colleagues. 
Mode  of  purchase  is  negotiable.  For 
details,  call  201-687-2010  or  201- 
687-0296. 


HOME/OFFICE  PRACTICE  FOR  SALE 

—35  year  old  family  practice  for  sale  in 
Fiahway.  Local  hospitals  nearby.  Call  Dr. 
POeederman,  201-388-6291. 


PROFESSIONAL  RESIDENTIAL  FOR 
SALE — Home/Office  for  suburban  family 
practice  for  sale  in  Florence,  on  the  river, 
Burlington  County.  Local  hospitals. 
Write  to  Mrs.  Ruth  Morris,  740  East  3rd 
Street,  Florence  08518.  Call  609- 
499-2374. 


EQUIPMENT— XEROX3 1 00  Computer, 
10  MG  hard  disk,  2 remote  terminals, 
DS180  printer  with  quiet  cover  and 
stand,  medical  billing  software  included. 
$6,000  complete  or  make  offer.  Call 
609-795-2000. 


EQUIPMENT— Physio  therapy  equip- 
ment wanted.  Tables,  Hill  traction  tables, 
ultra  sound,  whirlpool,  exercisers, 
weights,  shoulder  wheel,  peiraffln  bath, 
hot  pact  units,  cold  pack  units,  etc.  Reply 
to  Dr.  Ronald  Johnklns,  1119  Livingston 
Avenue,  New  Brunswick,  NJ  08901. 


OFFICE  SPACE — SUBLET — Livingston, 
700  feet  medical  building,  furnished.  Ex- 
cellent parking,  newly  decorated.  Excel- 
lent location.  Available  all  day  Mondays, 


Thursdays,  Fridays,  Saturdays  and  Sun- 
days. Contact  Dr.  Lazar  201-568-3742. 


OFFICE  SPACE  TO  SHARE— Living 
ston,  Northfield  Avenue,  Professional 
Building.  Furnished  and  equipped. 
Sublet  space  from  dental  specialist.  Im- 
mediate occupancy.  Call  992-1124  or 
994-2682  evenings. 


OFFICE  SPACE  TO  SHARE— Morris 
town,  central  location,  near  hospital,  fully 
equipped,  newly  decorated.  All  utilities 
included.  Ample  parking  available.  Near 
public  transportation.  Available  immedi- 
ately. 201-267-2555. 


OFFICE  SPACE  TO  SHARE— Westfield, 
central  location,  near  hospital,  fully 
equipped,  attractively  decorated.  All  util- 
ities included.  Ample  parking  available, 
near  public  transportation.  Available  im- 
mediately. 201-233-5800. 


OFFICE  SPACE— Central  Bergen  Coun- 
ty, available,  share  expenses.  Call  Dr. 
Rhine,  201-836-7722. 


OFFICE  SPACE — Ground  floor,  1,000  up 
to  4,000  square  feet,  best  location  near 
Path  Journal  Square  and  all  transpor- 
tation. Includes  all  services  except  elec- 
tricity. 46  Bentley  on  comer  of  Kennedy 
Blvd.,  Jersey  City.  Call  201-434-4977. 


OFFICE  SPACE— Long  Branch,  670 
square  feet  finished  space  available  for 
rent.  Beautiful  new  professional  office 
building  opposite  Monmouth  Medical 
Center.  Ample  parking.  201-870-2222. 


OFFICE  SPACE— Manafiawkln,  700 
square  feet,  new  building,  ample  parking, 
good  location.  $500  per  month  includes 
utilities.  Call  609-597-6800. 


OFFICE  SPACE— Princeton,  1800 
square  feet.  Building  with  other  M.D.s, 
x-ray,  ample  parking,  convenient  busline 
location,  211  North  Harrison  Street,  8-4 
p.m.  Call  609-921-7872. 


OFFICE  SPACE— West  CaldweU.  Space 
for  rent  in  newly  renovated  professional 
building.  Ample  parking.  Prime  location, 
Bloomfield  Avenue.  Call  201-226-5081. 


OFFICE  SPACE — West  New  York.  Space 
for  rent  in  newly  renovated  professional 
building.  Ample  parking,  prime  location 
on  60th  Street.  Telephone  201-278-1000. 


COUNTRY  ESTATE  RETREAT— For 

gracious  living  or  weekend  retreat. 
Catskills,  90  miles  from  northern  New 
Jersey.  9 room  ranch,  large  living  room 
with  fireplace,  dining  room,  4 bedrooms, 
3 baths.  Superb  kitchen  with  Jen-air 
stove  and  microwave,  family  room.  Large 
storage  cellar,  separate  4 room  guest 
house,  4 car  garage,  large  bam,  trout 
pond,  bass  pond,  skiing,  snowmobiling. 


RATE  INFORMATION  FOR  MEMBERS:  $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance. 
(FORD  COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of 
lumbers,  hyphenated  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000, 
■:/o  JMSNJ”  as  six  words.  COPY  DEADLINE:  Fifth  of  preceding  month. 
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LONG  BEACH  ISLAND 
14  UNITS  PRE-SOLD 


1, 2, 3 & 4 Bedroom 
condo  homes  designed 
for  the  estates  of  your  mind 

Long  Beach  Island  has  been  a favorite  shore  resort 
since  the  turn  of  the  century.  Nov\/  it  offers  an  upscale 
and  exclusive  community.  These  condominium  units  are 
designed  for  year  round  enjoyment. 

There  are  only  42  units  built.  All  the  units  feature 
bayfront  views  and  private  decks.  The  1 5 different 
floorplans  include;  wall-to-wall  carpet,  nautical  wood 
trim,  ceramic  tile  kitchen  and  baths,  central  air 
conditioning/heat,  fully  equipped  kitchen  featuring 
microwave,  dishwasher,  garbage  disposal,  self  cleaning 
oven/range,  and  refrigerator  with  icemaker. 

Private  Yacht  Club  membership  includes:  swimming 
poo!  and  spa,  large  sauna  and  jacuzzi,  mirrored 
exercise  room,  executive  locker  rooms,  yards  of 
sundeck,  lounge  with  large  screen  TV,  34  foot  hand 
carved  oak  bar  and  more. 

Be  one  of  the  select  few.  $137,500  to  $249,900 


w^HfXTER  HARIMm 

Yacht  Club  fir  Condominium 


(609)  492-8645 
Visit  our  Yacht  Club  Office 
Open  Daily  9-5 
317  West  11th  Street 
Beach  Haven,  New  Jersey  0800 

See  it  in  color— Video  cassettes  available 
(VHS  or  BETA,  no  charge  if  returned) 
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E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIEE 
KEOGH 


ALSO  AVAILABLE  ARE 
NON-GROOP  PROGRAMS  OF: 

HOMEOWNER’S 
OEFICE  PACKAGE 
UFE 
IRA 

PENSION 


★ ★ ★ 


f. 


75  Montgomeiy  Street 

Jersey  City,  N.J.  07201 

(201)  333-4340  1(800)  BLANK  AG 


LONG  BEACH  ISLAND 

8 MORE  SOLD— ONLY  20  CONDOS  LEFT 


1, 2, 3 & 4 Bedroom 
condo  homes  designed 
for  the  estates  of  your  mind 

Long  Beach  Island  has  been  a favorite  shore  resort 
since  the  turn  of  the  century.  Now  it  offers  an  upscale 
and  exclusive  community.  These  condominium  units  are 
designed  for  year  round  enjoyment. 

There  are  only  42  units  built.  All  the  units  feature 
bayfront  views  and  private  decks.  The  1 5 different 
floorplans  include:  wall-to-wall  carpet,  nautical  wood 
trim,  ceramic  tile  kitchen  and  baths,  central  air 
conditioning/heat,  fully  equipped  kitchen  featuring 
microwave,  dishwasher,  garbage  disposal,  self  cleaning 
oven/range,  and  refrigerator  with  icemaker. 

Private  Yacht  Club  membership  includes:  swimming 
pool  and  spa,  large  sauna  and  Jacuzzi,  mirrored 
exercise  room,  executive  locker  rooms,  yards  of 
sundeck,  lounge  with  large  screen  TV,  34  foot  hand 
carved  oak  bar  and  more. 


Be  one  of  the  select  few.  $137,500  to  $249,900 


SHELTER  HARIMm 

Yacht  Club  6r  Condominium 


(609)  492-8645 
Visit  our  Yacht  Club  Office 
Open  Daily  9-5 
317  West  11th  Street 
Beach  Haven,  New  Jersey  08008 

See  it  in  color— Video  cassettes  available 
(VMS  or  BETA,  no  charge  if  returned) 
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Consider  the 
causative  organisms . . . 


f 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 


H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


e(  Summary.  Consult  the  package  literature  for  prescribing 
ormation. 

icatfons  and  Usage;  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
iiatment  of  the  following  infections  when  caused  by  susceptible 
tains  of  the  designated  microorganisms; 
uLower  resDiratorv  infections,  including  pneumonia  caused  by 
1 epiococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemoph 
I ;>  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
!<  epiococci) 

:Appropriate  culture  and  susceptibility  studies  should  be 
formed  to  determine  susceptibility  of  the  causative  organism 
^IDeclor 

lintraindicatlon;  Ceclor  is  contraindicated  in  patients  with  Known 
'f3rgy  to  the  cephalosporin  group  of  antibiotics. 

|imings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
''ORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY. 
ere  is  clinical  and  LABORATORY  EVIDENCE  OF  PARTIAL 
jOSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
I PHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
I TIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
tiBOTH  DRUG  CLASSES 

^Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
jjiany  patient  who  has  demonstrated  some  form  of  allergy, 
■^'ticularly  to  drugs. 

r&^seudomembianous  colitis  has  been  reported  with  virtually  all 
^fad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
jiiicillins.  and  cephalosporins);  therefore,  it  is  important  to 
'^hsider  its  diagnosis  in  patients  who  develop  diarrhea  in 
; iociation  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
'erity  from  mild  to  life-threatening. 
fl*rreatment  with  broad-spectrum  antibiotics  alters  the  normal 
’'’  a of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
.icate  that  a toxin  produced  by  Clostridium  difficile  Is  one 
[nary  cause  of  antibiotic-associated  colitis, 
pild  cases  of  pseudomembranous  colitis  usually  respond  to 
g discontinuance  alone.  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions;  General  Precautions -W  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg.  pressor  amines,  antihistamines,  or  corticosteroids 
Proionged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  It  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  (he  presence  of 
markedly  impaired  renai  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinltest^ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’'  (cefaclor,  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  defected 
in  mother  s milk  followlna  administration  of  single  500-mg  doses 
Average  levels  were  018, 0.20, 0.21 , and  0.16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
paiients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 
percent  ot  patients  and  include  morbililorm  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multilorme  or  the  above  skin  manifestations  accompanied 
by  arthrilis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  In  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported. 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(iess  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  (hey 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic  -iransieni  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

flena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R1 


Note  Ceclor'  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  diug  of  choice  In  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
ot  rheumatic  fever.  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Eli  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 
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Isn’t  it  interesting 
that  the  health  insurer 
with  the  most 
comprehensive  coverage 
program  in  New  Jersey 
also  has  the  support 
of  over  70%  of  the 
physicians  in  the  state? 

The  program  is  P.A.C.E 
The  company,  Blue  Shield 
the  people  who  invented 
health  care  insurance. 

We’d  like  to  thank  the 
participating  physicians 
for  providing  the  care 
behind  the  caring  card. 


CARRY  THE  CARING  CARD 
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The  appearance  of  these  capsules 
is  a registered  trademark 
ot  Ayerst  Laboratories. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
ofdiuretics 


Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  " In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


80  mg  120  trig  160  mg 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once-daily 

LA 

(PROPRANOLOL  HCI)  ‘~'^C^SULE^ 

BRIEF  SUMMARY  (FOB  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 
INDERAL^  LA  brand  ot  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  fhe  AUCs  for  a comparable  divided  dally  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product,  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  plal  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  In  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  Indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  fhe  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  Is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  ot  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  dioitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  Interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Ncnallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 
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The  appearance  of  these  capsules 
160  is  a registered  trademark 
mg  of  Ayerst  Laboratories. 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta, 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  sever 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  wit! 
b0t3  block©rs 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  aj:j 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ( 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  mor| 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidisni 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptorrj 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  test  ■ 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  bee' 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycard’ 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 ml 
propranolol 

PRECAUTIONS.  General.  Propranolol  should  be  used  with  caution  in  patients  with  impairej 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment 
hypertensive  emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patien! 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  m;f 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  diseasj' 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  resit 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamin  | 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activi 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthosta : 
hypotension.  ^ i 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  ha| 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifies 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosa' 
levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  w 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  doi 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  shot 
be  used  during  pregnancy  only  if  fhe  potential  benefit  justifies  the  potential  risk  to  the  feti 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wh 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  hi 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular:  bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hyj 
tension;  paresthesia  of  hands,  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomr 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  vis 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorlum,  i 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrh 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic,  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  bronchospasm 
Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytope 
purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  b 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  irr 
fence,  and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactii 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practc 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  i 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDEt 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapej 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitutii 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  ir 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  intei 
HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80li 
INDERAL  LA  once  daily  whether  used  alone  or  added  to  a diuretic  The  dosage  ma\j: 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achie.j. 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosac, 
variable  and  may  range  from  a few  days  to  several  weeks, 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAI 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optir 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established.  i 

If  treatment  Is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  w'5- 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERA'g 
once  daily  The  usual  effective  dose  range  Is  160-240  mg  once  daily.  The  dosage  ma>jS 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  i i'l 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  the|y 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a peri'  .'I' 
sGv©r3l  wG©ks  'i 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  In  this  age  group  ar.rO 
limited  to  permit  adequate  directions  for  use. 
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PROVTOER  REINSTATEMENT 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices is  proposing  to  readopt  the  rules  governing 
provider  reinstatement  which  appear  in  the  New  Jer- 
sey Administrative  Code  at  N.JAC.  10:49-7.1  et  seq. 

The  purpose  of  the  readoption  is  to  comply  with 
Executive  Order  No.  66  (1978),  which  requires  state 
agencies  to  review  their  rules  and  renew  them  if  they 
are  effective.  The  Division  plans  to  continue  to  utilize 
these  rules  because  they  enable  providers  who  have 
been  debarred,  disqualified,  or  suspended  from  partici- 
pating in  the  New  Jersey  Medicaid  Program  a chance 
to  request  reinstatement  into  the  program. 

A notice  of  the  proposed  readoption  will  appear  in 
an  issue  of  the  New  Jersey  Register.  However,  there 
are  no  textual  changes  in  the  rule  at  this  time. 

PUBLIC  OPINION  SURVEY 

There  is  growing  interest  and  concern  across  the 
country  about  public  perceptions  of  physicians  and 
the  changing  nature  of  medical  practice.  This  interest 
resulted  in  Substitute  Resolution  2 and  Board  of 
Trustees  Report  OO  which  were  adopted  by  the  AMA’s 
House  of  Delegates  last  December  in  Honolulu. 

In  response  to  the  mandates  contained  in  these 
House  actions,  the  Association’s  Board  of  Trustees  re- 
cently approved  a wide-ranging  plan  (BOT  Report  RR 
A-85)  to  inform  the  public  of  the  many  changes  affect- 
ing medical  care  and  the  growing  need  for  physicians 
to  act  as  advocates  for  their  patients. 

The  AMA  will  conduct  surveys  of  public  attitudes 
toward  physicians  in  each  of  the  50  states.  The  survey 
is  designed  to  measure  the  effectiveness  of  various 
projects  included  in  the  AMA’s  plan  and  aid  in  the 
j planning  and  implementation  of  your  own  activities 
' and  programs.  Telephone  interviews  will  be  conducted 
during  July  with  400  randomly  selected  adults  in  New 

1 Jersey. 

,1 

POISONOUS  PLANTS 

When  the  subject  is  poisonous  plants,  poison  ivy, 
poison  oak,  and  poison  sumac — and  the  intense  skin 
irritation  they  produce  in  persons  allergic  to  them — 
immediately  come  to  mind.  But  there  lurk  in  the  house 


and  garden  many  more  common  plants,  grown  for 
their  beauty  and  fragrance,  whose  toxic  properties  are 
less  known. 

The  AMA  Handbook  oj  Poisonous  and  Injurious 
Plants  is  a soft-covered,  pocket-sized,  435-page  book. 
It  may  be  ordered  for  $18.95,  plus  $2.50  UPS  delivery 
and  handling  charges,  from  Chicago  Review  Press,  213 
West  Institute  Place,  Chicago,  IL  60610.  It  is  also  avail- 
able at  bookstores. 

POSITIVE  ASPECTS  OF  SAYING  NO 

We  repeatedly  are  told  the  obvious  truism  that 
change  is  inevitable.  However,  every  change  needs  to 
be  evaluated  as  to  its  immediate,  as  well  as  long-range, 
impact  for  better  or  for  worse. 

Compromise  and  conciliation  are  a necessary  part 
of  any  decision-making  process,  only  so  long  as  the 
issue  under  consideration  is  moral,  ethical,  and  just. 

To  abandon  one’s  principles  through  piecemeal  con- 
cessions is  nothing  more  than  selling  out  on  the  in- 
stallment plan. 

Any  compromise  between  good  and  evil  is  a loss  for 
good  and  a victoiy  for  evil. 

As  community  leaders,  we  physicians  have  an  obli- 
gation to  our  patients  and  to  ourselves  to  oppose  those 
harmful  changes  which  are  being  imposed  upon  us. 

What  good  is  progress  and  innovation,  if  we  fail  to 
preserve  what  is  good  and  beneficial  from  the  past? 

An  ounce  of  prevention  is  worth  a pound  of  cure. 
Prevention  is  an  almost  totally  negative  approach, 
since  it  relies  upon  denying  or  avoiding  those  factors 
causative  of  harm. 

After  6,000  and  200  years,  respectively,  the  Ten  Com- 
mandments and  the  Bill  of  Rights  still  stand  as  monu- 
mental proclamations.  In  both  cases  eight  of  the  ten 
admonitions  say  no! 

This  country  has  lost  two  wars  in  the  last  20  years. 
Vietnam  and  the  war  on  poverty.  Both  had  seemingly 
commendable  motives,  and  dissenting  opinions  were 
considered  as  unpatriotic,  inhumane,  or  reactionary. 

Government  now  is  waging  an  undeclared  war  on 
health  care.  Why  not  declare  ourselves  as  conscien- 
tious objectors,  and  say,  “Hell  no.  we  won’t  go."  (Frank 
J.  Primich,  M.D.,  May  3,  1985) 
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ECONOMICS  OF  MEDICAL  PRACTICE 

Commercial  factors  affecting  your  practice  are 
undergoing  rapid  change.  This  essay  will  discuss  these 
evolving  elements. 

1.  Capacity  To  Pay.  Most  significant  to  all,  there  is 
a limiting  of  our  national  capacity  to  pay  for  the  level 
of  health  care  which  the  public  has  come  to  expect.  The 
"entitlement"  thinking  of  the  1960s,  has  shifted  to  the 
rationing  discussion  of  the  1980s.  Health  care  is  buf- 
feted within  this  much  greater  economic/sociologic 
fact,  and  one  cannot  assume  any  solution  allowing 
constant  growth. 

Thus,  we  have  seen  the  beginnings  of  approaches 


HCFA  Tabulation  oj  Participating  Physicians 

MDs  and  DOs 

Percent 

State 

State 

Participating 

Participating 

Rank 

Alabama 

2,695 

53.9 

1 

Alaska 

52 

9.4 

50 

Arizona 

922 

17.9 

44 

Arkansas 

1,409 

44.6 

8 

California 

15,071 

29.9 

22 

Colorado 

1,183 

38.0 

12 

Connecticut 

1,031 

23.3 

31 

Delaware 

886 

33.3 

19 

D.C. 

3,832 

52.9 

2 

Florida 

4,599 

23.8 

29 

Georgia 

3,247 

34.9 

16 

Hawaii 

610 

18.2 

42 

Idaho 

138 

11.0 

47 

Illinois 

4,453 

23.5 

30 

Indiana 

1,119 

19.4 

39 

Iowa 

1,975 

35.9 

14 

Kansas 

1,664 

52.9 

2 

Kentucky 

1,976 

23.3 

31 

Louisiana 

1,393 

29.4 

23 

Maine 

741 

35.0 

15 

Maryland 

1,778 

30.4 

21 

Massachusetts 

4,608 

47.9 

6 

Michigan 

6,861 

43.4 

9 

Minnesota 

1,778 

18.0 

43 

Mississippi 

618 

20.5 

37 

Missouri 

3,379 

34.1 

18 

Montana 

233 

19.0 

40 

Nebraska 

572 

22.2 

36 

Nevada 

758 

38.0 

12 

New  Hampshire 

389 

27.5 

25 

New  Jersey 

1,993 

19.0 

40 

New  Mexico 

1,132 

48.6 

5 

New  York 

8,310 

21.7 

26 

North  Carolina 

3,310 

39.4 

11 

North  Dakota 

149 

10.4 

49 

Ohio 

5,101 

22.6 

35 

Oklahoma 

780 

12.8 

47 

Oregon 

561 

13.8 

45 

Pennsylvania 

15,818 

51.1 

4 

Rhode  Island 

730 

46.0 

7 

South  Carolina 

436 

13.5 

46 

South  Dakota 

63 

5.6 

51 

Tennessee 

1,251 

23.9 

28 

Texas 

6,026 

20.2 

38 

Utah 

703 

31.4 

20 

Vermont 

385 

47.4 

10 

Virginia 

1,953 

28.7 

24 

Washington 

2,271 

27.2 

27 

West  Virginia 

1,007 

23.1 

33 

Wisconsin 

2,802 

34.7 

17 

Wyoming 

176 

22.7 

34 

designed  to  limit  health  care  expenditures.  DRGs  and 
the  recently  enacted  freeze  on  physicians’  Medicare 
fees  are  clear  examples  of  such  efforts,  as  is  gov- 
ernmental support  and  encouragement  of  alternative 
delivery  systems  such  as  HMOs. 

Who  knows  what  will  be  the  next,  possibly  much 
more  permanent,  proposed  "solution”  to  the  economic 
squeeze?  Perhaps  capitation  (payment  per  patient 
rather  than  per  procedure)  will  be  imposed  on  doctors’ 
services.  Perhaps  uniform  fee  schedules  will  be  im- 
posed by  the  federal  government,  and/or  by  insurers 
and  employers,  just  as  we  are  already  encountering  a 
national  schedule  of  lab  fees. 

We  consider  one  development  nearly  certain.  The 
fees  paid  for  “noncognitive  procedures’’  will  decrease 
significantly,  since  virtually  all  segments  of  society 
seem  to  agree  that  procedure  fees  are  far  too  high. 
Open-heart  surgery,  intraocular  lens  implantations, 
cardiac  catheterization,  and  fiberoptic  procedures  are 
examples  of  allegedly  overpriced  services. 

2.  Governmental  Pressures.  While  many  people  pre- 
dict a continued  growth  in  governmental  regulation  of 
private  medical  practice,  we  see  it  a bit  differently.  We  ■ 
instead  expect  government’s  effort  will  be  to  create  the  ? 
conditions  that  will  make  medicine  less  rewarding 
economically.  DRGs,  fee  schedules,  HMO  support,  and 
“all  payers’’  limits  on  reimbursement  levels  are  not  so  ' 
much  regulation  as  they  are  pressures  on  practice 
economics. 

Government  policy  is  directly  and  indirectly  in-ii 
fluencing  doctors’  incomes.  There  is  little  hope  of  effec- 1 
tively  curbing  that  influence  by  court  action,  for  phy- 
sicians hardfy  have  a constitutional  right  to  their  eco- 
nomic well-being.  If  government  can  regulate  banks, 
control  natural  gas  prices,  and  impose  laws  on  corpo- 
rate takeovers — all  of  what  are  understood  to  be  for  the 
public’s  benefit — it  also  can  affect  medical  economics. 

3.  Increasing  Supply.  Like  another  arm  of  the 
pincer,  these  restrictions  on  the  demand  for  medical] 
services  come  at  a time  of  tremendous  increase  in  the] 
supply  of  those  services.  The  number  of  physicians  in 
practice  now  is  vastly  higher  than  before  and  the  pre-j 
dictions  for  1990  project  a still  higher  number.  Whilei 
doctors  tended  to  dismiss  the  projections  just  a couple! 
of  years  ago,  almost  all  of  them  now  see  the  continual)^ 
increasing  number  of  colleagues — or  competitors — irj 
their  specialties. 

The  pincering  effect  means  that  conflict  virtually  ta  I 
inevitable  at  the  physician  level.  It  probabfy  will  resul 
in  the  virtual  annihilation  of  some  ancillaiy  medica; 
occupations  such  as  physicians’  assistants,  respira; 
tory  therapy  and  the  like;  doctors  may  be  happy  to  d(]  o 
the  work  of  those  people  in  view  of  the  available  timij  J! 
and  the  need  for  income.  j n 

4.  Resulting  Competitiorc  These  various  circumj  M 

stances  show  why  competition  among  medicai 
providers  is  increasing.  The  pincers  of  a shrinking  poj  pr 
invaded  by  a growing  number  of  fingers  virtually  pre  toi 
ordain  competition  no  matter  how  noble  the  prc  til 
fession  may  be.  Sff 

Much  of  the  competition  comes  from  altemat  Jit 
providers.  HMOs  are  developing  everywhere;  phys  | tus 
cians,  in  town  after  town,  hold  discussion  sessions  tj  ®e 
consider  how  they  should  cope  with  actual  or  rumore  | tan 
HMO  incursions.  Nationally,  HMOs  now  have  som]  H 
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20.000. 000  patients  and  are  predieted  to  have 

50.000. 000  by  1993. 

The  eonvenience  facilities  (urgicenters  and  immedi- 
ate care  centers  and  other  titles)  also  are  doing  quite 
well.  We  know  of  some  practices  badly  affected  by  the 
expanded  hours  and  aggressive  marketing  which 
nearby  facilities  feature.  Those  new  facilities  are 
providing  a feature  important  to  consumers  these 
days — convenience. 

Hospitals  are  delving  into  medical  practice  even 
though  it  may  be  technically  illegal.  In  their  battle  to 
survive,  vertical  integration  of  health  care  services  be- 
comes one  of  their  possible  salvations.  And  that  inte- 
gration injects  hospitals  right  into  the  privately  prac- 
ticing physicians’  turf. 

But  physicians’  main  competition  comes  from  other 
physicians.  Specialty-crossing  is  evidenced  as  doctors 
seek  to  provide  more  services  that  might  maintain 
their  incomes  (e.g.  allergy  and  facial  plastic  surgery). 
Advertising  is  on  the  rise  and  will  continue  to  grow. 
And  as  “premier  groups”  contract  for  bulk  patient  care, 
the  patients  gained  are  lost  by  other  privately  practic- 
ing doctors. 

5.  Antitrust  Law.  A prime  example  of  inter-doctor 
competition  and  turbulence  is  baring  itself  these  days. 
Medicine  has  entered  the  business  world  enough  to  be 
the  hot  topic  in  antitrust  law. 

Medical  staff  admission  and  privileges  are  vital  is- 
sues for  doctors  on  both  sides — both  the  “ins”  and 
those  who  seek  to  be  “in.”  There  are  a number  of  cases 
which  are  widely  known  to  lawyers  and  physicians. 
These  cases  involve  millions  of  dollars  in  legal  fees  as 
well  as  untold  potential  liability  if  they  are  ultimately 
decided  in  favor  of  the  plaintiffs  involved. 

EVen  though  hospitals  are  codefendants  in  these 
various  lawsuits,  physicians  may  themselves  be  at  risk. 
In  fact,  medical  staffs  may  be  held  liable  separately 
from  their  hospitals.  Doctors  no  longer  can  hide  be- 
hind their  hospitals’  skirts. 

Antitrust  law  arises  in  nonhospital  practice  situ- 
ations as  well.  For  example,  while  we  have  participated 
in  more  group  mergers  than  ever  before,  some  of  these 
joinders  touch  the  ill-defined,  and  still  rather  conjec- 
tural, antitrust  rules  as  they  might  apply  to  health 
care.  And  yet  antitrust  suits  are  so  expensive  and,  if 
lost,  so  economically  devastating,  that  doctors  cannot 
take  chances.  Physicians  are  “big  business”  when 
those  laws  are  Involved. 

Prescriptions:  What  should  the  currently  successful 
practicing  physician  do  given  this  description?  Except 
, for  those  who  elect  to  ride  their  practices  out  for  five 
I or  ten  years,  probably  with  declining  patient  volume 
I as  they  move  to  retirement,  we  believe  doctors  should 
emphasize  the  following  philosophy:  “The  best  way  to 
manage  change  is  to  anticipate  it.” 

} Changed  conditions  offer  opportunities  as  well  as 
{problems.  In  the  airline  and  steel  industries,  some 
companies  are  suffering  and  even  dropping  out  while 
j others  take  advantage  of  new  market  conditions.  We 
see  the  same  scenarios  in  medicine,  for  some  practices 
are  growing  and  prospering  despite  the  events  we  dis- 
cussed. They  have  adapted  to  the  changed  environ- 
ment while  still  giving  the  same  high-quality  medical 
care. 

Here  are  some  of  the  major  approaches  and  basic 


philosophies  we  believe  are  essential  for  sueh  suecess. 

a.  Business  Planning:  Doctors  tend  to  resist  the 
idea  that  hardheaded  business  planning  makes  sense 
in  their  professional  practices.  It  cannot  be  dis- 
regarded and  it  cannot  be  done  halfheartedly. 

The  first  act  of  business  planning  is  to  identify  the 
broad  goals  and  how  they  fit  into  both  present  struc- 
ture and  projected  financial  resources.  These  goals 
cannot  be  all-encompassing,  for  we  find  it  necessaiy 
these  days  to  establish  areas  of  pre-eminence,  even  if 
other  areas  must  be  abandoned.  For  example,  in- 
ternists may  have  to  decide  if  they  are  to  be  primaiy 
care  doetors  or  referral  specialists;  it  is  becoming  hard- 
er to  be  in  both  camps  and  prosper  in  either  one. 

As  to  the  finally  agreed  planning  document,  there 
must  be  a reasonable  consensus  among  the  practice’s 
participants.  In  a solo  practice,  at  least  the  manager 
and  key  staff  members  should  accept  the  goals,  while 
all  physiean-members  of  a group  practice  should  be 
comfortable  with  the  major  directions.  Those  who  are 
unwilling  to  accept  and  work  within  the  business 
plan’s  broad  goals  probably  should  not  stay  with  that 
practice.  Interestingly,  business  plan  goals  tend  to  be 
self-fulfilling  to  the  extent  that  people’s  day-to-day  ac- 
tions reflect  those  goals. 

Secondly,  from  the  broadly  stated  plan  should  come 
specific  strategies  to  be  followed  in  order  to  achieve  the 
goals.  What  steps  should  be  taken — moving  one’s  of- 
fice, replacing  certain  personnel,  promoting  certain 
aspects  of  the  practice,  or  opening  a satellite  office? 
And  on  what  timetable? 

As  an  example  of  this  second  phase  of  business  plan- 
ning, we  recently  followed  up  on  a survey  we  had  per- 
formed for  a larger  group  practice  six  months  earlier. 
The  managing  partner  reported  that  the  group  had 
identified  six  primary  goals  and  then  set  out  over  60 
specific  actions  to  be  taken.  The  likelihood  of  actually 
achieving  their  broadly  stated  purposes  should  be  dis- 
tinctly greater  with  that  60-item  action  plan  in  place. 

b.  Market  Share:  Given  the  competitive  threats  and 
the  uncertainties  for  the  next  few  years,  we  are  urging 
an  emphasis  on  “market  share” — a practice’s  volume 
of  patients  as  measured  against  the  total  available  vol- 
ume. This  is  not  the  time  to  lose  patients,  for  we  expect 
the  next  few  years  to  be  tolerable  mainly  for  those 
doctors  who  have  a large  market  share. 

A larger  number  of  patients  will  enable  a practice  to 
keep  its  income  up  as  well  as  possible  if  the  fees  begin 
to  drop.  Market  share  certainly  will  permit  maximum 
income  if  the  system  shifts  over  to  a capitation  (pay- 
ment per  patient)  basis.  As  doctors  and  groups  nego- 
tiate with  hospitals,  HMDs,  and  directly  with  em- 
ployers, a larger  volume  practice  should  translate  to 
greater  negotiating  strength. 

Therefore,  even  if  a physician  must  accept  a lower 
fee  on  some  current  patient  work,  the  lesser  payments 
may  be  preferable  to  losing  those  patients — to  eroding 
“market  share.”  We  therefore  generally  have  favored 
participation  in  HMOs  and  PPOs  as  a means  of  holding 
on  to  patient  volume  rather  than  ceding  the  work  to 
others. 

c.  Marketing  Emphasis:  Closely  related  to  the  “mar- 
ket share”  point,  the  entire  field  of  marketing  has  be- 
come a key  element  in  one’s  practice.  Marketing  is, 
however,  a far  broader  term  than  mere  public  relations 
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and  advertising.  It  involves  attention  to  one’s  business 
from  the  other  person’s— the  consumer’s— point  of 
view. 

One  attribute  of  successful  business  corporations  is 
that  they  are  “consumer  driven.’’  They  focus  on  antici- 
pating and  selling  what  the  consumer  wants  and 
needs,  rather  than  on  selling  what  they  (the  sellers) 
want  to  sell.  Most  major  new  products  and  services 
originate  this  way— from  identifying  the  potential 
buyer’s  preferences  rather  than  seller’s  interests. 

But  how  does  being  “consumer  driven”  apply  to 
physicians?  As  one  example,  we  believe  that  health 
care  consumers  are  in  large  part  business  employers, 
labor  unions.  Insurance  companies,  and  the  govern- 
ment—not  individual  patients.  These  organizations 
are  purchasing  most  of  the  health  care  which  phy- 
sicians provide  through  patients.  The  one  element 
major  purchasers  must  have  is  a basically  controllable 
and  definable  cost  structure  consistent  with  quality 
service. 

Unfortunately,  physicians  have  notoriously  resisted 
adapting  to  this  need,  equating  cost  controls  and  fee 
restraints  with  compromises  on  quality  of  care.  The 
better  approach  would  be  to  seek  ways  to  assure  the 
large  purchasers  about  their  expense  levels  while 
maintaining  normal  emphasis  on  quality.  If  this 
means  that  a doctor  or  group  might  have  to  accept  less 
than  full  fee  work  in  order  to  serve  a larger  block  of 
patients,  that  would  be  a good  step. 

Another  example  involves  a demographic  charac- 
teristic sometimes  called  the  “nocturnal  mairket.” 
Goods  and  services  increasingly  are  being  demanded 
outside  the  traditional  “9  to  5”  hours.  The  banking 
industry  has  recognized  this  characteristic  in  a 
unique  way,  establishing  automated  teller  machines 
which  make  bank  services  available  24  hours  a day, 
seven  days  a week.  Physicians,  however,  only  now  are 
beginning  to  shift  to  evening  and  weekend  office 
hours.  Not  being  consumer  driven,  private  practi- 
tioners have  preferred  office  hours  that  suited  their 
busy  lives,  and  until  recently  they  had  been  able  to  call 
the  tune. 

d.  Group  Practice:  Unfortunately,  we  do  not  see  solo 
practices  as  the  way  to  cope  with  change  over  the  long 
run.  We  have  in  fact  predicted  that  there  will  be  signifi- 
cantly fewer  solo  and  even  small  group  (two  to  five 
doctors)  practices  about  ten  years  from  now. 

The  trend  towards  larger  practices,  both  single  and 
multispecialty,  is  already  apparent.  Groups  can  better 
allocate  physician  time  to  early  mornings,  late  eve- 
nings, weekends,  and  holidays  than  can  a solo;  one 
physician  simply  cannot  be  available  all  the  time,  but 
a ten-doctor  group  easily  can  provide  convenience 
center  hours. 

The  larger  group  also  can  spend  more  meaningful 
dollars.  It  can  afford  to  hire  a high-salaried  adminis- 
trator with  an  MBA  degree  to  help  steer  it  through 
complex  contract  negotiations.  It  can  purchase  state- 
of-the-art  medical  equipment  to  keep  it  on  the  cutting 
edge  of  its  specialty.  And  it  can  maintain  a large 
enough  p.r./advertising  budget  to  bring  in  additional 
patients,  while  solos  spending  small  amounts  may  be 
unable  to  dent  the  ad  market. 

We  expect  groups  to  jump  in  size  from  3 to  6 doctor 
sizes  up  to  10  and  15  members  over  just  the  next  few 


years.  All  practices  in  a given  service  area  cannot  grow. 
In  fact,  the  opportunities  to  establish  the  described 
advantages  probably  will  arise  just  once  in  each 
specialty  in  each  community.  Once  a group  has  done 
so,  there  probably  will  not  be  room  for  its  competitors 
to  adapt. 

e.  Physician  Leadership:  One  factor  in  practice 
management  never  changes.  Whether  solo  practice  or 
group  (large  or  small),  there  must  be  effective  leader- 
ship at  the  physician  level.  Success  emanates  from  a 
doctor-owner’s  ability  to  set  the  proper  tone  for  the 
entire  practice;  conversely,  we  often  point  out  that 
every  failure  or  weakness  can  and  should  be  the  fault 
of  the  practice’s  “CEO”— its  chief  executive  officer,  or 
the  doctor  in  charge. 

For  the  sole  practitioner,  he  or  she  first  must  identify 
the  practice’s  characteristics  and  assure  that  everyone 
concerned  will  conform  to  them.  This  CEO-physician 
must  create  a consistent  atmosphere  so  the  lay  staff  , 
will  act  according  to  the  selected  goals.  Planning  and 
strategy  are  useless  if  the  doctor-leader  cannot,  or  will  I 
not,  cause  all  concerned  to  act  consistently  with  the  j 
business  plan.  j 

We  find  that  group  practices,  even  if  just  two-  or 
three  doctors,  require  a strong  and  capable  leadership 
format  to  accomplish  what  is  within  reach.  The  most 
desirable  structure  is  for  a single  “CEO,”  just  as  other 
businesses  thrive  or  fall  because  of  their  leadership. 
In  some  practices,  however,  where  no  single  physician- 
member  fits  the  CEO  slot,  a different  leadership  model 
may  be  necessary.  This  usually  will  be  a two  or  three- 
doctor  “executive  committee”  specifically  authorized  to 
act  as  though  those  two  or  three  people  were,  together, 
an  individual-in-charge. 

Businesses  do  not  survive  these  days  without  goodi 
leadership,  and  medical  practice  is  becoming  more  like 
other  businesses.  Doctors  wishing  to  adapt  to  the 
changing  health  care  scene  need  a leadership  format— 
usually  a “CEO”— in  order  to  cope. 

The  circumstances  for  privately  practicing  physi- 
cians are  less  favorable  than  at  any  time  in  the  past: 
20  years.  The  health  care  industry  is  not,  however, 
alone  in  encountering  new,  rapidly  changing  problems.! 
As  in  other  business  situations,  these  problems  create 
opportunities  as  well  as  annoyances.  Thus  some  doc- 
tors may  prosper  within  the  parameters  of  quality  pa- 
tient care  by  being  alert  to  the  circumstances  and 
applying  modem  management  skills  to  take  advantage 
of  them. 

These  successful  practices  will  demonstrate  our 
previously  recited  key  sentence: 

‘The  best  way  to  manage  in  a changing  environment 
is  to  anticipate  and  face  head-on  the  change.”  (The 
Health  Care  Group,  Bala  Cynwood,  PA) 

POLITICAL  EDUCATION  CONFERENCE 

The  AMA  is  sponsoring  a national  political  educa 
tion  conference.  The  dates  are  September  18  and  If 
in  Washington,  D.C.  For  more  information  contact  the 
AMA,  535  North  Dearborn  St.,  Chicago,  1L60610  or  cal 
(312)  645-5000. 

FINI  J 

“Don’t  let  the  fear  of  failure  make  you  miss  the  thrij 
of  trying.” 
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BAliANGED 


Low  incidence  of  side  effects 

CAEDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizein  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chrome  stable 
angina  (classic  effort-associated  angtoa)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  mtrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1,  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  an^a 
pectoris:  Report  of  a cooperative  climcal  trial.  Am  J Cardiol 
49:660-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Borranno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chrome  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency’^ 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

GARSOIZEM 

Cdiltdazem  HCO 

THE  BALANCED 
CALCIUM  CHAJOiTEL  BLOCKER 


Please  see  full  prescribing  mformation  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cotdizem. 

(dilHozem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM^  (diltiazem  hydrochloride)  is  a calcium  ion  inllu* 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemmally, 
diltiazem  hydrochloride  is  l,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 

■5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-metho*yphenyl)-, 

monohydrochloride,(+)  -cis-.  The  chemical  structure  is. 


HCI 


CHjCHjNiCHj); 


Diltiazem  hydrochloride  is  a white  to  oK-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chjorolom 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  followino  ways;  u ^ 

1  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  cunent  In  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  In  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  traction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation. There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metaboiism.  Diltiazem  is  absorbed 
from  the  tablet  tormulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  alter  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
Impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 
1 Angina  Pectoris  Due  to  Coronary  Artory  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker. 

(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
In  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  tor  0.48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  fissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  |n  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evirience  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  (TARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
6XClud6(j 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationsh'd  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal; 

Dermatologic: 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, paipitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SCOT, 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted. 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of  ; 
vasospastic  angina  developed  periods  of  transient  asymptomatic  , 
asystole  approximately  five  hours  after  receiving  a single  60-mg ' 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage.The  following  measures  may  be  considered; 


Bradycardia 


High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  tor  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity  of  the: 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician.  ^ 

The  oral/LDso’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^'s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LDsoin 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known,, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 

DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coroi 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient  s 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  as 
bedtime,  dosage  should  be  increased  gradually  (given  in  divideri 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  unti 
optimum  response  is  obtained.  Although  individual  patients  maji 
respond  to  any  dosage  level,  the  average  optimum  dosage  rangr 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatii 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  bi 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Suhlingual  NTG  may  be  taken  as  required  to  abort  acuti 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safel 
coadministered  with  short-  and  long-acting  nitrates,  but  them 
have  been  no  controlled  studies  to  evaluate  the  antiangine' 
effectiveness  of  this  combination. 
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HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NO; 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (ND'j 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  on 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  score 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Uni  i 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yello 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  otht: 
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Professional  Liability 
Commentary* 

A Case  For  A No-Fault 

Compensation 

System 


The  ultimate  solution  to  the  malpractice 
problem  is  on  the  horizon.  This  essay 
describes  cm  answer. 


! 

Efforts  to  resolve  the  malpractice 
problem  in  the  United  States 
generally  have  insurance  alter- 
natives or  tort  law  modification,  as  well  as  recommen- 
dations for  preventive  action  in  the  health  care  indus- 
try. Insurance  programs  are  of  obvious  importance, 
since  availability  and  reasonable  premium  structure 
are  essential  to  continuing  health  care  practice.  Tort 
law  modification  has  been  difficult  to  obtain,  and  has 
not  proved  significantly  effective,  since  available  data 
indicated  that  only  total  award  limitation  and  col- 
' lateral  source  modification  have  produced  measurable 
short-term  mitigation.  Preventive  programs  are  im- 
portant, but  an  irreducible  number  of  injuries  never- 
theless will  occur. 

Innovative  concepts,  therefore,  are  assuming  in- 
creasing significance.  Their  overall  thrust  is  the  evolv- 
ing recognition  of  the  health  care  injury  arising  out 
of  modem  health  care  delivery,  and  the  increasing  con- 
isensus  that  compensation  for  such  injury,  and  as- 
I sistance  in  rehabilitation,  should  not  depend  upon  the 
proof  of  fault. Definition  of  the  injury,  or  com- 
ipensable  event,  continues  to  be  the  major  challenge  in 
several  available  studies.®®  Initial  concerns  about  un- 
favorable cost  impact  are  being  re-evaluated  in  the 
light  of  present  monetary  values  and  enormous 
awards.  Other  components  of  a compensation  system 
include  the  measurement  of  damages,  the  form  or 
amount  of  compensation,  the  source  of  compensation 
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funds,  case-disposition  mechanisms,  fund  collection 
and  disbursement,  and  methods  of  dispute  resolution. 
Three  apparently  successful  injury  compensation  sys- 
tems, the  New  Zealand  Accident  Compensation  Act,^ 
the  Swedish  Patient  Injury  Insurance  Plan,”  and  the 
Workers’  Compensation  System  in  the  United  States, 
are  available  models  for  analysis  and  comparison. 

New  Zealand,  since  1974,  has  defined  personal  in- 
jury by  accident  to  include  “medical,  surgical,  dental, 
or  first  aid  misadventure.”  The  program  merges 
workers’  compensation  and  automobile  protection, 
and  adds  coverage  for  victims  of  other  aecidents.  Com- 
mon law  actions  for  negligence  are  precluded  to  the 
extent  that  an  injury  is  compensable  under  the  no- 
fault system,  but  it  is  not  yet  clear  which  cases  will  be 
compensated  and  which  will  be  litigated.  Financing  is 
by  levies  on  employers  and  self-employed  persons, 
levies  on  owners  and  drivers  of  motor  vehicles,  and 
money  appropriated  by  Parliament. 

Benefits  include  medical  care,  transportation  to  the 
physician  or  hospital,  funeral  expenses,  awards  for  per- 
manent loss  or  impairment  of  function,  payment  for 
lost  earnings,  and  limited  awards  for  disfigurement  or 
pain  and  suffering.  In  exchange  for  the  new  program, 
the  injured  person  has  traded  the  dubious  advantage 
of  litigation  of  torts  for  a quick  and  informal  adminis- 
trative procedure.  He  has  traded  the  possibility  of  a~ 
large  award  for  a more  certain,  modest  payment  for 
injuries,  limited  pain  and  suffering,  and  assurances  of 
income  maintenance. 

After  four  years  of  operation,  this  innovative  pro- 
gram appeared  to  be  working  well.  Claims  were  pro- 
cessed rapidly  and  routinely,  and  with  an  acceptable 
administrative  cost.  Few  claims  were  appealed  beyond 
the  Initial  level  and  most  were  paid  without  attorney 
involvement.  One  of  the  major  difficulties  was  ascer- 
taining the  range  of  coverage  intended  by  the  statutory 
words. 

Sweden,  in  1975,  established  a patient  insurance 
program  after  general  realization  that  few  medical 
malpractice  claims  resulted  in  compensation  for  the 
patient.  The  primary  goal  was  to  create  a provider- 
financed  scheme  for  compensating  victims  of  signifi- 
cant medical  injuries  in  three  categories;  1 ) an  injuiy 
that  occurred  as  a direct  consequence  of  examination, 
medication,  and  treatment,  and  that  was  not  as- 
sociated with  known  risks,  but  excluding  injuries  or 
illnesses  likely  to  have  arisen  irrespective  of  care 
rendered:  2)  an  injuiy  that  occurred  as  a result  of 
Incorrect  diagnosis  or  an  Incorrect  interpretation  of 
symptoms,  that  is,  procedures  not  reflecting  generally 
accepted  medical  practice;  and  3)  an  injury  that  oc- 
curred as  a result  of  a sudden  external  event  within 
the  health  care  institution  or  during  transportation  by 
ambulance. 

Negligenee  was  discarded  as  a standard  of  payment, 
and  the  mechanism  for  discipline  of  providers  was 
separated  from  the  compensation  program.  Insurance 
coverage  to  pay  claimants  is  purchased  from  a pool  of 
private  carriers  by  private  and  government-employed 


*Thls  Item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A.  Ronald  Rouse,  who  are,  respectively.  Director  of  the  Depart- 
ment and  Director  of  Special  Projects. 
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health  care  providers.  Claims  are  submitted  to  an  in- 
surance office,  and  most  then  are  paid  directly.  Appeals 
are  possible  to  a claims  panel,  and  thereafter  may  be 
submitted  to  arbitration.  The  patient  initially  retains 
the  right  to  proceed  in  the  court  system,  or  may  file 
a complaint  with  the  National  Board  of  Health  and 
Welfare. 

Objectives  of  the  program  were  to  overcome  some  of 
the  disadvantages  in  the  prior  fault-based  system,  and 
to  accomplish  speedy  resolution  of  claims  without  the 
adversary  process  and  litigation.  Results  of  the  pro- 
gram do  not  indicate  generation  of  unduly  large 
numbers  of  claims,  and  do  not  indicate  extensive  in- 
vestigation of  claims,  or  contests  in  the  level  of  awards. 
Review  of  the  program’s  development  will  establish  the 
extent  of  these  results,  as  well  as  the  effects  of  sepa- 
rating the  compensatory  side  of  medical  malpractice 
from  the  disciplinary  aspects. 

Workers’  compensation,  the  oldest  branch  of  modem 
social  insurance,  became  part  of  the  European  legal 
system  long  before  its  acceptance  in  the  United  States. 
Beginning  in  Germany  with  the  enactment  of  an  Em- 
ployer’s Liability  Law  in  1871,  a number  of  other  con- 
tinental powers  adopted  industrial  accident  insurance 
acts  before  the  turn  of  the  century.  England  followed 
with  the  Employer’s  Liability  Act  of  1880.  In  the  United 
States,  in  1909,  Montana  enacted  a state  compensa- 
tion system  for  the  coal  mining  industry.  Subsequently 
in  1911,  the  largest  number  of  state  statutes  were 
enacted,  and  in  1917  constitutional  barriers  were  re- 
moved when  the  federal  Supreme  Court  upheld  the 
three  existing  types  of  compensaton  laws.  The  adop- 
tion of  a compensation  act  by  Mississippi  in  1948 
made  the  system  universal. 

Thus,  in  a span  of  approximately  80  years,  the  inade- 
quacies of  the  tort  system  gradually  were  corrected  so 
that  the  victims  of  industrial  accidents  and  their  fam- 
ilies adequately  and  promptly  were  protected.  New  legal 
principles  were  needed,  but  legislators  were  slow  to 
grasp  this  necessity.  These  new  principles  established 
that  the  great  bulk  of  work  accidents  should  be  re- 
garded as  part  of  the  unavoidable  loss  of  modem  in- 
dustrial operations,  and  should  not  be  approached 
with  concepts  of  fault.  The  accident  toll  ^presently  in 
American  industry  is  nearly  43  million  working  days 
annually;  at  least  16,500  deaths  occur  each  year 
through  routine  industrial  operations;  and  accidental 
limitation  of  earning  capacity  involves  more  than  2 
million  other  workers.  Compensation  is  payable  ac- 
cording to  a definite  scheme.  Payment  is  secured  by 
employers  through  private  insurance,  state  funds,  or 
self-insurance.  Fault  has  been  eliminated.  The  com- 
pensation represents  a compromise  in  which  each 
party  surrenders  certain  advantages  in  order  to  gain 
others  more  important  to  him/her  and  to  society.  Em- 
ployers give  up  the  immunity  they  would  enjoy  in  cases 
where  they  are  not  at  fault,  and  employees  accept  a 
smaller,  but  certain  and  prompt  compensation. 

This  system  appears  to  have  resolved  the  problems 
of  industrial  accident  compensation,  and  no  serious 
argument  has  appeared  for  return  to  the  tort  system. 
Should  it  not  be  asked  why  the  same  scheme  is  not 
equally  appropriate  for  many  other  injuries  presently 
administered  under  the  traditional  fault  system  of  tort 
law?'4 


CONCLUSIONS 

Tort  law  approaches  to  the  medical  malpractice 
problem  have  not  resulted  in  a permanent  solution  due 
to  the  inherent  disadvantages  of  the  fault  approach. 
In  health  care,  profoundly  negative  effects  involve  both 
delivery  and  cost.  In  law,  pro-plaintiff  changes  have 
further  extended  tort  law  application  into  the  realm  of 
strict  liability,  and  segments  of  the  legal  system  have 
effectively  opposed  most  legislative  reforms.  In  govern- 
ment, legislation  to  date  has  provided  only  short-term  i 
relief,  has  been  accompanied  by  disciplinary  measures 
for  providers,  and  principally  has  resulted  in  avail- 
ability of  insurance  to  pay  the  ever-increasing  awards 
and  settlements. 

For  the  patient,  high-quality  health  care  has  been 
accepted  as  an  individual  right  in  modem  society,  ac-  | 
companied  by  the  growing  awareness  that  such  care  ' 
includes  inherent  risks  of  personal  injury  related  to  i 
the  health  care  process,  rather  than  to  the  underlying  j 
illness.  For  society,  the  concept  of  the  health  care  in- 
jury, strikingly  similar  to  the  industrial  accident,  ap- 1 
pears  increasingly  attractive  as  a long-term  solution  of  > 
this  complex  problem,  awarding  compensation  based  i 
on  no-fault  principles. 

Many  parallels  exist  in  the  evolution  of  the  malprac- 
tice problem  and  in  the  development  of  workers’  com- 
pensation systems,  as  well  as  in  the  development  of  i 
present  no-fault  compensation  programs  for  health ! 
care  injuries  in  New  Zealand  and  in  Sweden.  The  ul- 1 
timate  solution  thus  is  on  the  horizon,  as  the  replace- 
ment of  our  venerable  fault  and  tort  law  stmcture  byf 
an  innovative  no-fault  compensation  system.  (Ex-i 
cerpted  from;  Medical  Malpractice — 1985:  Reflections 
of  a Health  Care  Provider  hy  M.  Martin  Halley,  M.D.,i 
J.D.  Reprinted  from  the  Journal  of  the  Kansas  MedU 
cal  Society  LXXXV;323-329,  1984.) 
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Angina  comes  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral“Swallow’’ Tablets  Sustained  Action 

"Swallow"  Tablets 


©1985  ici  AMERICAS  INC  See  following  page  for  brief  summary  of  prescribing  information. 
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ORBITRATE 

(ISOSORBDE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrafe  may  be  used 
prophylactically  fo  decrease  frequency  and  severity  of  anginal  atfacks  and  can  be  expected  to, 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pecfons  when  taken  a tew  minutes  before  situations  likely  to  provoke  anginal  attacks.  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  It  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation, 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
intarction  have  not  been  established.  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg),  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbde  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  (or  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  ef  tect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-confrolled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  tetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%),  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and.  In  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2 5 to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure. 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed. 

DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5, 10  mg),  Chewable  Tablets  (5,  10  mg); 
Oral  Tablets  (5, 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 
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Editorial 


E^valuating  Emergency 
Department  Care 


James  E.  George,  m.d.,  j.d.* 


The  author  presents  his  comments  on 
emergency  department  caret 
responding  to  cm  article  on  page  523. 


I 

I have  read  the  article  by  William 
A.  Dwyer,  M.D.,  regarding  “A 
Method  for  Evaluating  Emer- 
igency  Department  Care:  Initial  Observations”  (page 
523)  in  this  issue. 

Since  1 practice  emergency  medicine,  1 must  confess 
to  a particular  bias  against  this  article.  First  I take 
serious  issue  with  an  article  which  attempts  to  quan- 
tify the  frequency  of  a bona  fide  emergency  department 
case  and  at  the  same  time  “focus  out”  of  the  data 
review  all  of  those  cases  which  clearly  are  bona  fide 
jcmergencies,  such  as  all  admitted  cases,  lacerations, 
land  fractures.  Second,  1 am  concerned  about  the  con- 
clusions of  the  article  regcirding  such  issues  as  emer- 
gency department  patient  waiting  times,  interference 
jaf  nonemergency  case  treatment  with  treatment  for 
emergency  cases,  and,  finally,  the  “expenditure  of 
scarce  health  dollars  in  an  inappropriate  fashion.” 
My  opinions  as  a past  president  of  the  New  Jersey 
!^hapter  of  the  American  College  of  Emergency  Phy- 
sicians and  as  a board  certified  emergency  physician 


are  as  follows:  Emergency  department  waiting  times 
are  a result  of  many  complicating  factors  including 
tum-around  time  for  lab  and  x-ray  results.  Also,  it  is 
clear  to  anyone  who  asks  a Medicaid  patient  that  many 
of  these  patients  come  to  the  efnergency  department 
because  private  practitioners  refuse  to  treat  Medicaid 
patients  due  to  reimbursement  concerns.  Finally, 
although  treatment  of  Medicaid  patients  is  more  ex- 
pensive in  the  emergency  department  if  only  due  to  the 
added  hospital  facility  charge,  1 do  not  think  anybody 
could  coordinate  a patient  care  system  more  adequate 
or  accessible  on  a 24-hour  per  day  basis  than  the 
emergency  department.  We  in  emergency  medicine 
need  our  share  of  nonemergent  patients  in  order  to 
maintain  our  primary  care  skills  and,  quite  candidly, 
in  order  to  lend  some  financial  support  to  the  cost  of 
providing  true  emergency  care. 


*Dr.  George  is  a Fellow  of  the  American  CoUege  of  Emergency 
Physicians  and  President  of  the  Emergency  Physician  As- 
sociates, PA,  Woodbuiy. 
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Protection 
th  Benefits 
a Lifetime 


ONCE-DAILY  CONTROL 
WITH  HEART-SAVING  BENEFITS 

By  reducing  heart  rate  and  cardiac  contractility,  INDERAL  LA  helps 
protect  the  heart  from  the  potentially  serious  and  debilitating 
consequences  of  ischemia.  A highly  effective  antianginal  agent  for 
around-the-clock  control  of  symptoms,  INDERAL  LA  also  provides 
cardiovascular  protection  for  a sense  of  security  in  the  years  ahead. 

PROTECTION  AND  EXPERIENCE 


NO  CALCIUM  BLOCKER  CAN  MATCH 


Unlike  calcium  blockers,  INDERAL  LA— either  alone  or  with  a 
nitrate— is  recommended  for  early  treatment  of  angina  in  the 
majority  of  patients.  Equally  important,  INDERAL  LA  delivers  the 
proven  performance  and  safety  profile  of  INDERAL  tablets— 
confirmed  by  millions  of  patients  during  16  years  of  clinical  use. 


START  WITH  80  MG  ONCE  DAILY 

Dosage  may  be  increased  to  160  mg  once  daily,  as  needed,  to 
achieve  optimal  control.  INDERAL  LA  should  not  be  used  in  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block  greater 
than  first  degree,  and  bronchial  asthma.  Please  see  next  page  for 
further  details  and  brief  summary  of  prescribing  information. 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  appearance  of 
INDERAL.  LA 


Ayerst 


capsules  is  a registered 
trademark  ot 
Ayerst  I.  atruiatories 


ONCE-DAILY 


JUST  ONCE  EACH  DAY 
FOR  SIMPLIFIED  CORE  , 

THERAPY  IN  ANGINA  (PROPRANOLOL  HCI) 


mderalla  iii 


LONG  ACTING 
CAPSULES 


80  120  160 

mg  mg  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  Is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  Is  available  as  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  Is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic.  Inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  dally  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  Interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established. 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  Increase  Initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable.  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ot  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-ihduced  tnpreases  in  the  hsait'rate 
systolic  blood  pressure,  and  the  velocity  and  extent  ef  myocardial  GOtitrectWt  F^pranoloL 
may  increase  oxygen  requirements  by  increasing  left  VentrtCular  fiber  teo^h/erid  dtastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  ^ect  Of  beta  adreperflic  blockade 
IS  usually  advantageous  and  Is  manifested  during  exercise  by  delayed  onsef  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blocfeSde.  INDERAL  also  exerts  a quinidinerff^ 
or  anesthetic-like  membrane  action  which  affects  thecarpiac  action  potential  The  sign#* 
cance  of  the  membrane  action  in  the  treatment  of  anhythtsias  is  aw^iain 


The  mechanism  of  the  antimigraine  effect  of  pfOpranoW.;tias  not  bebaps^ttUshed  I letfi- 
' ‘ ^ferr  ' 


adrenergic  receptors  have  been  demonstrated  in  fhe'pfaf  vessefepf  tlipi 

Beta  receptor  blockade  can  be  useful  in  conditfons  in  whfch,  because  Of  pathologip'of 
functional  changes,  sympathetic  activity  is  detnmenW  to  the  psitenF.®oHn^  me/  4^ 
situations  in  which  sympathetic  stimulation  is  vital.  For  example  in  patients  with  s’everefy 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodllator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  Is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  Is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  Is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  Improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  Is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  In  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  In  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
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MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg., 
dobutamine  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension.  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
tD3ts  blocK0rs 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin, 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  In  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive 
emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase, 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drttg-.induGed  toxrcity  There  no  cta^-related  tumorigenic  effects  at  any  of  the  dosage 
tewte.  FtepTrodtfc#ve  in  art?l4f^'4W  not  show  any  impairment  of  fertility  that  was 

attritsutabie  IP  thp  iftuo,  ■ 

PfegmtKy  Categit^  C “INHERAL  has  been  shown  to  be  embryotoxic  in 

arii0iatstu<^s  atctoseaa^ut  10  tifft^greaterthan  the  maximum  recommended  human  dose. 

^TherP^e  nos^quat0''4*^wef1'ePt1!f5Otted  studies  in  pregnant  women.  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  mMT&fs.  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
JNDERAL  is  adBSfsistered.tO  a nursing  woman 

Pedta&ttU^:  Safety  g^ftptf^iven^  in  children  have  not  been  established 


V^JIDVEIISE  REJMCTIONS^  Most,sdvefsp  effects  have  been  mild  and  transient  and  have: 


fieprl  f^uje,  intensification  of  AV  block:  hypo  f 
;ytc|>^tt<S«ptir^jFi,  arterial  insufficiency,  usually  of  thei 


f ftely .required  iftewithdM.va  o H 
Cardk/vasciilm:  ^acfyb^Rdia, 

"^tehsion-  p®tel#^^'<#T»iclS?i*ro 
Flaynaud  fype 

Central  Nervous  System  ligbft^'dedness;  mental  depression  manifested  by  insomnia,.[ 
lassitude,  weakness,  fatigue:  rsveSible  mental  depression  progressing  to  catatonia:  visua  I 
disturbances:  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  foi  | 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  ano| 
decreased  performance  on  neuropsychometrics.  ' 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea  i 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis.  I 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achinci 
and  sore  throat,  laryngospasm  and  respiratory  distress.  1 

Respiratory  bronchospasm,  I 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenii  | 
purpura.  j 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  beei.i 
reported  ! 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo  '■ 
fence,  and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reaction^ 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol  | 
have  not  been  associated  with  propranolol  II 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in : ■ 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERA  I 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeuti  i 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  fc ! 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  rria  | 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interva  ; 

HYPERTENSION — Dosage  must  be  individualized.  The  usual  Initial  dosage  is  80  m 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  b'l 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achiever.; 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  64 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  | 
variable  and  may  range  from  a few  days  to  several  weeks,  j 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  L ' 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimui , 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  th  i 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  an 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weet 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  L 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  t 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  n 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therai 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  : 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  ti 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  INDERAL  LA  capsules  is  a registered  trademark  of  Ayerst  Laboratorie 
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Method  for  Evaluating  Hospital 
Emergency  Department  Treatment 


William  A.  Dwyer,  Jr,  m.d.,  wayne* 


A method  of  reviewing  treatment  rendered  in  the  hospital 
emergency  department  setting  has  been  developed.  This  method 
enables  interested  parties  to  determine  the  types  of  illness  being 
treated  and  provides  the  possibility  of  some  judgment  of  the 
quality  of  care. 


Following  the  publication  of  the 
National  Academy  of  Sciences 
report  “Accidental  Death  and 
Disability”^  in  the  early  1970s,  many  groups  have  de- 
veloped an  interest  in  upgrading  the  care  delivered  in 
hospital  emergency  rooms  throughout  the  nation,  and 
in  the  delivery  of  emergency  care  in  general.  This 
interest  and  the  subsequent  passage  of  federal  legis- 
lation funding  programs  for  development  of  training 
courses,  regionalized  medical  management  programs, 
and  equipment  subsidization  for  such  programs  has 
resulted  in  significant  upgrading  of  many  aspects  of 
emergency  medical  care.  Despite  the  demonstrated 
value  of  some  of  these  programs^a  and  their  attendant 
publicity,  the  general  public  continues  to  remain  con- 
vinced that  any  hospital  emergency  room  can  handle 
any  emergency  and  basically  is  disinterested  in  the 
need  for  further  change  and  in  the  economics  involved 
in  its  present  assumptions. 

j Part  of  this  disinterest  rests  with  the  lack  of 
statistical  information  regarding  the  treatment  ren- 
dered in  emergency  departments.  The  sheer  volume  of 
leases  seen  in  most  emergency  departments  creates 
Iproblems  in  attempting  to  evaluate  the  care  rendered. 
When  this  is  coupled  with  personnel  turnover,  the  on- 
going crisis  type  of  care  frequently  necessary,  the  lack 
of  uniformity  in  recordkeeping  from  hospital  to  hospi- 
tal, and  the  absence  of  any  compelling  reason  to  do 
such  an  analysis,  it  is  not  surprising  that  there  is  a 


scarcity  of  reports  on  the  care  being  rendered  in  these 
emergency  departments.  What  few  have  been  done  gen- 
erally are  confined  to  one  hospital’s  experience.'*’’ 

Under  the  stimulus  of  the  need  to  evaluate  carefully 
the  expenditure  of  health  care  dollars,  the  New  Jersey 
Medicaid  program  decided  to  fund  a review  of  the 
emergency  department  management  of  cases  as  part 
of  the  overall  hospital  review  of  Medicaid  cases  con- 
ducted by  the  utilization  review  organizations  in  the 
state. 

Because  this  type  of  review  differed  in  several  re- 
spects from  traditional  types  of  review,  it  was  agreed 
that  the  first  six  months  of  emergency  department 
review  would  be  conducted  on  a nonbinding  basis. 

With  this  mandate,  the  Passaic  Valley  Professional 
Standards  Review  Organization  (PSRO)  developed  and 
initiated  a review  system  based  on  manual  collection 
of  abstract  data  which  is  entered  into  a computer  for 
subsequent  statistical  analysis.  The  results  of  the  in- 
itial portion  of  this  review  are  the  subject  of  this  paper. 

MATERIALS  AND  METHODS 

The  Passaic  Valley  PSRO  services  seven  hospitals. 
However,  only  four  of  the  hospitals  have  a significant 
Medicaid  case  load.  These  four  hospitals  are  in  an 
inner-city  setting.  All  four  hospitals  maintain  active 

*Dr.  Dwyer  is  Medical  Director,  Passaic  Valley  Professional 
Standards  Review  Organization.  Correspondence  may  be  ad- 
dressed to  Dr.  Dwyer,  573  Valley  Road,  Wayne,  NJ  07470. 
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TABLE  1 

Hospital  Case  Loads 


No.  Cases 
Per  Year 
(1981) 

No.  Cases 
3 Mos. 

Medicaid  Cases 
3 Mos. 

Hospital  A 

20,823 

5,176 

565 

Hospital  B 

19,377 

4,875 

1,055 

Hospital  C 

35,573 

9,168 

1,430 

Hospital  D 

25,954 

6,564 

1,441 

Total 

101,727 

25,783 

4,491 

TABLE  2 

Cases  Focused  Out 


No.  Medicaid 
Cases 
3 Mos. 

No.  Categorical 
Emergencies 
No.  Focused  Out 
of  Review 

% Focused 
Out  of  Total 

No.  Reviewed 

% of  Total 

Hospital  A 

565 

94 

16 

471 

84 

Hospital  B 

1,055 

211 

20 

844 

80 

Hospital  C 

1,430 

267 

18 

1,163 

82 

Hospital  D 

1,441 

288 

20 

1,153 

80 

Total 

4.491 

860 

19 

3,631 

81 

TABLE  3 

Quality  of  Care  Potential 


Reviewed 

No.  Medicaid  Cases 
3 Mos. 

No.  Referral  to 
Physician  Advisor 

No.  Questioned 
By  Ph3Tsician  Advisor 

Percent 

Hospital  A 

471 

143 

117 

24.8 

Hospital  B 

844 

93 

76 

9.0 

Hospital  C 

1,163 

89 

73 

6.3 

Hospital  D 

1,153 

217 

178 

15.4 

Total 

3,631 

542 

444 

14.9 

emergency  departments  with  relatively  high  volumes 
of  cases  (Table  1).  Of  this  volume,  the  Medicaid  cases 
represent  17.4  percent. 

All  Medicaid  cases  presenting  to  these  emergency 
departments  in  the  three  months  of  March,  April,  and 
May  1982,  are  included  in  the  overall  sample  (Table  1). 
Given  the  impetus  for  the  institution  of  this  survey 
and  the  general  purposes  of  the  Passaic  Valley  PSRO, 
two  basic  questions  had  to  be  answered  on  each  case: 
is  the  Emergency  Department  visit  medically  neces- 
sary? and,  is  the  care  rendered  to  the  patient  of  good 
quality? 

In  the  interest  of  time  conservation,  several  types  of 
cases  were  exempt  from  review  or  “focused  out”  of 
detailed  emergency  department  review.  The  types  of 
cases  “focused  out”  were:  all  admitted  cases,  lacer- 
ations, and  fractures. 

Table  2 presents  the  number  of  cases  reviewed  and 
“focused  out.” 

A nurse  coordinator  with  considerable  emergency 
department  experience  performed  the  initial  manual 


collection  of  data  When  she  perceived  a potential  ques- 
tion of  quality  of  care,  one  of  a panel  of  physician 
advisors  was  consulted.  The  physician  then  reviewed 
the  emergency  department  record  and  made  a de-  ; 
termination  on  the  acceptability  of  the  treatment.  The 
results  of  these  findings  are  summarized  in  Table  3. 1 
The  data  were  collected  on  a form  that  had  been 
developed  by  physicians  in  the  area  with  an  interest 
in  emergency  medicine.  It  is  derived  from  an  emer-ij 
gency  department  record  devised  by  the  Illinois! 
Trauma  Program  and  has  been  additionally  modified' 
by  the  Passaic  Valley  PSRO  staff.  Its  utilization,  in 
combination  with  a system  for  emergency  conditions 
developed  by  the  Department  of  Health  and  Human; 
Services,®  enables  the  PSRO  to  collect  demographic! 
data  on  each  patient  and  the  presenting  problem,  the! 
time  the  patient  spent  in  the  emergency  department, 
the  diagnostic  and  treatment  efforts  rendered,  and  the! 
final  impression  of  the  treating  physician.  It  alsc; 
enables  the  PSRO  to  determine  essential  review  infor  j 
mation— referral  and  denial.  Further  refinements  olj 
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TABLE  4 

Frequency  Occurrence  of  Final  Impression 

Diagnostic  Impression 

Frequency 

Percent 

Upper  respiratory  infections 

485 

13.99 

Asthma 

195 

5.633 

Head,  neck,  and  face  wounds 

185 

5.344 

Intestinal  infections 

166 

4.795 

Tonsillitis 

134 

3.871 

Diseases  of  the  stomach  and 
digestive  tract 

122 

3.524 

Bronchitis 

112 

3.235 

Otitis  media 

107 

3.091 

General  viral  infection 

105 

3.033 

Anemia 

83 

2.397 

Lower  extremity  contusions 

66 

1.906 

Upper  extremity  contusions 

60 

1.733 

Urinary  tract  infection 

54 

1.560 

Other  diseases  of  skin 

53 

1.531 

Problems,  unspecified  complaints 

47 

1.358 

Ankle  sprain 

45 

1,300 

Sprain,  strain,  other 

44 

1.271 

Headache  pain 

35 

1.011 

Animal  and  human  bites 

35 

1.011 

Carbuncle,  furuncle 

35 

1.01 1 

Abdominal  pain  cramps 

34 

0.982 

Trunk  contusion 

32 

0.924 

Flu 

31 

0.895 

Eczema  and  dermatitis 

31 

0.895 

Allergy,  unspecified 

28 

0.809 

Pelvic  inflammatoiy  disease 

28 

0.809 

Gastrointestinal 

26 

0.751 

Convulsions 

26 

0.751 

Adverse  effect  of  medications 

26 

0.751 

Back  sprain 

26 

0.751 

Neuroses 

26 

0.751 

Anxiety  and  nervous  disorders 

24 

0.693 

this  form  have  been  made  as  practical  experience  has 
been  gained  in  attempting  to  transfer  its  information 
to  a computer. 

Passaic  Valley  PSRO  now  has  begun  the  utilization 
of  a portable  microcomputer  programmed  to  record 
abstract  information  on  site  at  the  emergency  depart- 
ment without  the  traditional  problems  and  delays  of 
keypunch  from  coded  forms. 

The  initial  capacity  of  the  system  enables  Passaic 
Valley  PSRO  to  analyze  the  presenting  problems,  and 
the  final  diagnoses  with  regard  to  the  appropriateness 
of  the  intervening  processes  to  reach  said  diagnosis, 
thus  pinpointing  problem  areas  of  care.  For  example, 
a preponderance  of  referrals  and/or  questions  of  care 
associated  with  a particular  final  impression  would 
indicate  a need  to  consider  carefully  the  correct  emer- 
gency department  treatment  method  for  that  particu- 
lar disease.  Again,  the  occurrence  of  a number  of  de- 
nials within  a specific  time  frame  might  well  indicate 
the  existence  of  a physician  who  is  not  functioning  at 
an  optimal  capacity  in  the  emergency  medical  setting. 

RESULTS 

There  were  25,783  cases  presented  to  the  four 
emergency  departments  in  the  initial  three  months.  Of 
this  number,  4,491  were  Medicaid  cases,  17.4  percent 
of  the  total.  The  case  load  was  first  analyzed  for  the 
frequency  of  visits  by  final  diagnostic  impression. 
These  results  are  presented  in  Table  4. 


There  was  no  demonstrably  significant  variation 
from  hospital  to  hospital  in  this  breakdown.  In  other 
words,  the  case  mix  at  the  four  hospital  emergency 
departments  appeared  to  be  similar. 

The  occurrence  of  upper  respiratory  infection  as  a 
high  frequency  final  impression  raised  a question  as 
to  the  frequency  of  treatment  for  truly  emergent  situ- 
ations. A somewhat  arbitrary  selection  of  final  im- 
pressions was  made  (Table  5)  which  a consensus  of 
staff  and  physicians  felt  represented  truly  emergent 
problems.  These  were  added  to  the  focused  out  group 
and  elevated  the  total  to  29.6  percent  of  the  Medicaid 
emergency  department  load. 

The  Figure  represents  the  times  of  arrival  of  patients 
in  the  emergency  department.  As  can  be  seen,  32  per- 
cent of  the  case  load  presented  between  the  hours  9:00 
A.M.  and  5:00  p.m.  while  34  percent  presented  between 
the  hours  of  5:00  p.m.  and  1 1 :00  p.m.  It  also  is  of  interest 
to  note  that  19  percent  presented  between  midnight 
and  8:00  a.m. 

Comment  has  been  made  within  the  health  field  on 
the  number  of  revisits  made  to  the  emergency  depart- 
ments by  this  group  of  patients  and  this  review  system 
enabled  Passaic  Valley  PSRO  to  document  these.  Two 
extreme  recidivists  were  found.  (These  two  were  found 
to  be  complicated  problems  and,  in  cooperation  with 
the  hospital  involved,  an  alternative  treatment  pro- 
gram has  been  structured  for  them.)  The  capacity  of 
this  system  does  allow  for  cross-checking  patients 
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TABLE  5 

Final  Impressions 


Final  Impression 

% of  Total 
Reviewed 

No. 

Asthma 

5.6 

195 

Abdominal  pains,  and 

pelvic  inflammatory  disease 

1.78 

62 

Head,  neck,  and  face  wounds 

1.3 

45 

Ankle  sprain 

1.3 

45 

Sprain,  strain,  and  other 

1.27 

44 

Infections,  carbuncle,  and  furuncle 

1.2 

41 

Animal  and  human  bites 

1.0 

35 

Epilepsy  and  convulsions 

0.92 

32 

Adverse  effects  of  medication 

0.75 

26 

Pneumonia 

0.63 

22 

Epistaxis 

0.34 

12 

Ischemic  heart  disease 

0.3 

11 

Bums 

0.2 

10 

Eye  injury 

0.2 

8 

Chest  pain 

0.2 

7 

Multiple  injury 

0.2 

7 

Foreign  body,  nose 

0.17 

6 

Rape 

0.14 

5 

Foreign  body,  eye 

0.1 

4 

Total 

17.5 

616 

TABLE  6 

Emergent  and  Nonemergent  Diagnoses  Examples 

Diagnoses 

No.  of  Cases 

Time  Spent 
in  ER  (min.) 

Asthma 

167 

69 

Abdominal  pain,  cramps,  spasms 

29 

86 

Upper  respiratory  infection 

281 

56 

Uncomplicated  hypert'^nsion 

10 

104 

seeking  care  in  emergency  departments  other  than 
that  of  the  initial  visit.  One  such  case  was  found.  The 
total  of  those  obtaining  revisits  represents  18.5  per- 
cent of  the  total  case  load. 

A breakdown  of  the  amount  of  time  patients  spent 
in  the  emergency  department  also  was  done — 48  per- 
cent spent  more  than  one  hour,  28  percent  spent  more 
than  one  and  a half  hours,  17  percent  spent  over  two 
hours,  and  6 percent  spent  over  three  hours.  A com- 
parison was  attempted  to  determine  the  average  time 
spent  for  nonemergent  and  truly  emergent  diagnoses. 
An  example  of  two  emergent  and  two  nonemergent 
diagnoses  are  presented  in  Table  6. 

Finally,  all  the  cases  have  been  reviewed  for  quality 
of  care.  They  have  been  screened  by  a nurse  coordi- 
nator, and  then  questioned  cases  additionally  have 
been  reviewed  by  a physician  who  has  made  the  final 
determination  of  the  acceptability  of  the  care  rendered. 
These  results  are  presented  in  Table  3.  As  can  be  seen, 
the  findings  for  questionable  quality  of  care  varied 
between  hospitals  from  a low  of  9.0  percent  to  a high 
24.8  percent  that  were  of  questionable  quality. 

A breakdown  of  the  case  load  by  the  emergency  de- 
partment physician's  final  impression  reveals  that  the 
emergency  physician  is  treating  a very  broad  range  of 
illnesses  and  accidents.  The  diagnostic  impressions 
accounting  for  70  percent  of  the  total  case  load  are 
presented  in  Table  4. 


The  final  diagnostic  impressions  recorded  by  the 
emergency  department  physicians  have  been  reviewed  j 
by  a panel  of  physicians  and  Passaic  Valley  PSRO  staff,  ! 
as  indicated  previously,  and  these  impressions  have  | 
been  divided  into  two  categories:  nonemergent  and  ; 
emergent.  Table  4 indicates  the  impressions  in  the 
emergent  category.  Among  the  final  impressions  con-  ; 
sidered  as  nonemergent  are:  upper  respiratory  infec-  j 
tion,  menstrual  cramps,  prenatal  and  postoperative  ' 
visits,  skin  rashes,  and  high  blood  pressure.  Seventy  i 
percent  of  the  case  load  are  in  the  nonemergent  group  j 
and  30  percent  in  the  emergent.  j 

Because  of  the  wide  range  of  diagnoses  and  the  high  | 
proportion  of  colds,  tonsillitis,  and  bronchitis  found  in 
the  diagnostic  breakdown,  an  effort  has  been  made  toi|| 
determine  the  percentage  of  pediatric  cases  in  theV 
overall  case  load.  The  number  of  cases  12  years  old  or  jj 
younger  was  43  percent.  i 

DISCUSSION 

On  the  basis  of  the  data  gathered,  the  present  system 
of  emergency  medical  care  for  the  Medicaid  patient  is 
providing  care  for  a high  proportion  of  nonemergent 
illnesses.  It  is  providing  such  care  at  a pedestrian  pace  f 
as  judged  by  the  duration  of  emergency  room  stay  byil 
final  impression.  The  emergency  department  and  itsji  j 
physician  and  nursing  staffs  do  not  deal  in  final  im-|^| 
pressions,  but  in  presenting  problems  and  at  least  30ij 

f 
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Figure — Arrival  times  in  the  emergency  department. 

percent  of  the  case  load  are  true  emergencies  requiring 
prompt  attention. 

The  data  from  this  study  indicate  that  there  are 
approximately  70  percent  of  this  case  load  that  are 
nonemergent — for  the  three-month  period  represented 
in  this  study,  this  represents  3.144  cases.  This  volume 
of  nonemergent  cases  influences  unfavorably  the 
length  of  time  available  to  the  emergency  department 
for  the  treatment  of  truly  emergent  cases. 

The  volume  of  these  cases  may  cause  delays  in  exam- 
ination and  treatment  for  the  individual  potentially 
emergent  patient  (17  percent  over  two  hours).  This  is 
applicable  to  both  the  truly  emergent  as  well  as  the 
nonemergent,  unless  the  patient  is  dramatically  and 
demonstrably  in  a dire  state  of  illness. 

Providing  primaiy  care  through  the  emergency  de- 
partment also  is  a very  expensive  proposition.  The  case 
load  reviewed  represents  an  expenditure  of  at  least 
' $330,855,  based  on  $54/visit.  Considering  just  that 
percentage  treated  for  upper  respiratoiy  infections,  the 
cost  was  $21,825. 

I This  present  practice,  if  allowed  to  continue,  has  the 
potential  for  resulting  in  paralysis  of  the  emergency 
treatment  centers  with  resultant  patient  morbidity 
j and  mortality  for  those  with  truly  emergent  problems. 

When  the  vital  element  of  patient  care  is  added  to 
the  factor  of  a high  expenditure  of  scarce  health 
dollars,  the  need  for  a better  system  seems  apparent, 
particularly  since  the  emergency  department  does  not 
provide  followup  care. 

The  purpose  of  this  paper  is  to  outline  the  results 


of  a method  to  provide  an  accurate  survey  of  the  Medi- 
caid case  load  in  one  area’s  emergency  treatment 
centers — something  that,  heretofore,  has  been  com- 
pletely lacking.  Many  in  the  medical  and  hospital  ad- 
ministration professions  long  have  suspected  the  facts 
reported  in  this  paper.  However,  no  one  has  been  able 
to  cany  out  this  detailed  type  of  survey.  Having  carried 
out  this  survey,  it  is  Passaic  Valley  PSRO’s  intent  to 
develop  its  survey  techniques  further  and  to  carry  out 
analyses  in  terms  of  laboratory  tests  and  x-rays  or- 
dered, as  well  as  to  develop  methods  by  which  the 
appropriateness  of  tests  ordered  and  treatments  given 
can  be  evaluated  in  terms  of  both  the  presenting  pa- 
tient problem  as  well  as  the  final  impression. 

The  results  of  this  limited  survey  indicate  the  ex- 
istence of  a significant  problem  in  the  utilization  of 
emergency  health  care  and  tend  to  define  sharply  that 
problem.  In  truth,  it  defines  two  problems:  the  first  is 
the  provision  of  primary  care  for  the  Medicaid  case 
load  through  the  emergency  department  instead  of  a 
primary  care  center;  the  second  is  the  potential  del- 
eterious effect  that  this  practice  may  have  on  the  de- 
livery of  emergency  care. 

An  alternative  health  care  delivery  system  for  the 
Medicaid  patients’  primary  care  needs  seems  neces- 
sary. Many  tentative  solutions  readily  suggest  them- 
selves— higher  reimbursement  for  physician  office  vis- 
its, establishment  of  more  readily  available  walk-in 
clinics,  and  a clinic  open  24  hours  a day.  All  require 
the  input  of  administrators,  health  insurance  experts, 
and  physicians  through  their  medical  societies. 
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With  this  survey  and  its  facts  in  hand,  the  need 
appears  to  have  been  established  and  a method  has 
been  provided  for  measuring  the  effectiveness  of  the 
solution  developed. 

Change  in  current  perceptions  and  usage  of  emer- 
gency departments  is  a politically  sensitive  issue  as 
well  as  a medical  concern.  However,  these  statistics 
indicate  a need  for  an  alteration  of  both  the  lay  per- 
ception of  emergency  departments  and  a reconsidera- 
tion of  their  role  by  the  medical  profession  and  hospi- 
tal administrators. 

SUMMARY 

A method  of  evaluating  the  care  rendered  in  emer- 
gency departments  has  been  developed  by  the  Passaic 
Valley  PSRO  in  response  to  a need  by  the  New  Jersey 
Medicaid  Agency  for  data  on  such  treatment.  The  por- 
tion of  the  survey  reported  in  this  paper  encompasses 
three  months  and  involves  the  Medicaid  case  load  in 
four  of  the  seven  hospitals  in  the  Passaic  Valley  PSRO 
area 

In  this  period  of  time,  4,419  cases  were  treated,  ot 
which  approximately  30  percent  had  a final  im- 
pression recorded  by  the  emergency  department  phy- 
sician that  was  considered  by  an  independent  panel 
of  physicians  to  be  truly  emergent.  The  average  waiting 
time  for  all  patients  was  approximately  76  minutes 
with  17  percent  waiting  more  that  two  hours.  The 
broad  spectrum  of  final  impressions,  and  the  existence 
of  a high  proportion  (39%)  of  pediatric  cases  give  a 
strong  impression  that  the  emergency  departments 
are  being  used  as  a primary  care  source  by  the  Medi- 
caid-covered population.  The  belief  that  this  is  at- 
tributable to  physicians  using  the  emergency  depart- 
ment for  coverage  seems  unfounded  since  32  percent 
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of  the  case  load  presented  between  9:00  A.M.  and  5:00 
P.M.,  while  34  percent  presented  between  5:00  p.m.  and 
10:00  P.M. 

This  method  allows  for  physician  evaluation  of  the 
care  rendered  and  the  results  of  this  evaluation 
showed  a rate  of  between  10  to  20  percent  where  defi^ 
nite  question  as  to  the  quality  of  care  existed.  Also, 
there  was  18.5  percent  of  revisits  noted. 

The  method  developed  has  raised  some  preliminary  ] 
questions  about  some  of  the  emergency  care  rendered 
because  of  potentials  for  interference  of  nonemergentj 
case  treatment  with  the  urgent  treatment  required  for  i 
emergency  cases.  Above  all  else,  this  method  casts 
sharp  focus  on  the  expenditure  of  scarce  health  dollars  | 
in  an  inappropriate  fashion.  In  the  Committee’s 
opinion,  it  also  provides  a means  to  evaluate  the  effec- 
tiveness of  any  solutions  that  are  developed. 
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Antepartum  Diagnosis:  Biopsy  and  Culture 
OF  First  Trimester  Chorionic  Villi 


Molly  S.  Chatterjee,  m.d.,  Jahir  Sama,  m.d.,  Rina  Schmidt.  m.d.,  Newark* 


Culture  of  chorionic  villi  for  prenatal  diagnosis  has  been 
performed  prior  to  termination  of  pregnancy  under  a research 
protocol.  Investigators  are  cautioned  to  complete  phase  I 
before  adopting  it  on  patients  willing  to  continue  pregnancy 
(phase  n). 


Antepartum  diagnosis  by  culture 
and  analysis  of  trophoblast  cells 
obtained  by  transcervical  biopsy 
j in  early  pregnancy  is  an  important  new  development 
in  matemal-fetal  medicine.  Biopsy  of  chorionic  villi 
historically  was  practiced  in  China  as  a blind 
procedure.'  The  procedure  was  carried  out  under 
ultrasonic  or  embryoscopic  guidance  in  Russia^  Re- 
cently, great  interest  has  been  noted  in  this  field  in  the 
I United  States,  Europe,  and  England.  An  international 
|!  registry  has  been  established  by  Doctors  Bruno  Bram- 
Ijbati  of  Milan,  Italy,  and  Laird  Jackson  of  Jefferson 
University  in  Philadelphia  Pennsylvania  to  start  the 
[procedure  on  a research  protocol  basis.  Until  data  are 
'available  for  the  safety  and  complications  of  the 
{procedure,  it  should  be  done  only  under  a research 
<jprotocol.  At  the  University  of  Medicine  and  Dentistry 
of  New  Jersey-New  Jersey  Medical  School,  we  started 
performing  chorionic  villi  biopsy  (CVS)  since  1982 
under  the  guidance  of  a research  protocol  on  patients 
undergoing  termination  of  pregnancy  (TOP). 

MATERIALS  AND  METHODS 

1 Seventeen  patients  who  had  requested  voluntary 
abortion  at  University  Hospital  of  the  New  Jersey  Medi- 
cal School.  Newark,  agreed  to  submit  to  chorion  biopsy 
Immediately  prior  to  the  actual  evacuation  of  the 
uterine  cavity. 

j Under  ultrasound  guidance  (3.5  MHZ,  ATL,  Sector) 

! 

i 


with  moderately  filled  urinary  bladder  using  Portex 
catheter  (18  X 15  mm)  or  by  hysteroscopic  guidance 
with  biopsy  forceps,  chorion  frondosum  was  biopsied 
and  placed  in  Hank’s  medium.  The  material  was  dis- 
sected under  an  Inverse  microscope  and  subjected  to 
both  “direct”  cytogenetic  analysis  and  culture.  The 
procedure  was  carried  out  in  patients  prior  to  abortion 
according  to  a research  protocol  approved  by  the  re- 
search committee  of  UMDNJ-New  Jers^  Medical 
School,  Newark 

RESULTS 

The  results  are  presented  in  the  Table.  Diagnosis  of 
sex  was  made  in  all  cases.  Culture  report  was  obtained 
in  two  weeks.  We  are  presenting  data  on  17  patients 
who  had  CVS  prior  to  abortion  between  eight  and  ten 
weeks’  gestation.  Hysteroscopy  was  used  for  biopsy  in 
the  first  6 cases.  In  the  last  1 1 cases,  biopsy  was  ob- 
tained by  Portex  eatheter  under  sector  scanner  guid- 
ance. To  obtain  adequate  amount  of  tissue,  biopsy  had 
to  be  repeated  on  two  occasions.  Two  specimens  ac- 
cidentally were  frozen  during  transportation.  There 
were  no  complications  due  to  the  procedure  itself  At- 


*Drs.  Chatterjee  cind  Sama  are  from  the  Department  of  Ob- 
stetrics and  Gynecology,  UMDNJ-New  Jersey  Medical  School, 
Newark,  and  Dr.  Schmidt  Is  from  the  Department  of 
Cytogenetics,  Metpath  Laboratory.  Correspondence  may  be 
addressed  to  Dr.  Chatterjee,  UMDNJ-New  Jersey  Medical 
School,  100  Bergen  Street,  Newark,  NJ  07103. 
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tending  and  resident  staff  members  performed  the 
abortion  procedure  under  direct  ultrasound  vis- 
ualization until  emptying  the  uterine  cavity,  thereby 
minimizing  the  risk  of  perforation. 

As  shown  in  the  Table,  normal  kaiyotype  was  ob- 
tained in  16  cases  who  were  at  no  risk  for  any  genetic 
problems.  A patient  referred  to  us  for  termination  of 
pregnancy  due  to  hemophilia  carrier  state  and  having 
a son  with  hemophilia  was  found  to  have  a small  fetus 
(case  7).  In  one  of  the  17  cases  where  the  patient  was 
37  years  old,  the  karyotype  revealed  a trisomy  21  (case 
12).6 

TABLE 

UMDNJ'S  Experiences  with  Sampling  of  Chorionic  Villi 

GA  at  Sampling 


Case 

(weeks) 

Diagnosis 

1-6 

8-10 

Normal  karyotype 

7 

10 

Male,  fetus,  normal 
karyotype 

8-11 

8-9 

Normal  karyotype 

12 

9 

Trisomy 

13-14 

8-10 

Normal  kaiyotype 

15-17 

8-10 

Normal  karyotype 

DISCUSSION 

Tay  Sach’s  disease,^  hemoglobinopathies,^'*  triploidy, 
and  trisomy  21®^  have  been  diagnosed  by  chorionic 
villus  culture  and  analysis.  Twin  gestations  have  been 
sampled  three  times  in  Europe  and  once  in  the  United 
States. 

CVS  is  accurate  for  the  diagnosis  of  fetal  sex.  In  the 
event  of  an  abnormal  fetus,  the  procedure  permits 
early  counselling  and  termination  of  pregnancy  which 


will  cany  less  risk  and  less  emotional  trauma  to  the 
mother  than  a saline  abortion  at  18  to  20  weeks. 

The  results  of  CVS  studies  have  been  compared  to 
those  obtained  after  midtrimester  amniocentesis  in 
pregnancies^  and  identical  results  have  been  obtained. 
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it  anymore! 

Professional  liability  insurance  is  not 
something  any  of  us  can  just  decide  to  do 
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But  in  today’s  crazy  legal  environment,  the  risk 
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abandoned — without  warning — as  their 
insurance  companies  have  folded  their  tents 
and  slipped  quietly  away  in  the  night. 

Eight  years  ago,  when  the  malpractice 
insurance  industry  fell  completely  apart  in  this 
state,  a group  of  creative  thinkers — doctors  and 
insurance  pro’s — got  together  to  solve 
the  problem. 

We  heat  the  system. 

The  solution  was  and  is  the  Medical  Inter- 
Insurance  Exchange  of  N.J.,  a wholly  doctor- 
owned  cooperative  service  organization 
through  which  we  insure  ourselves  for  our 
own  sake.  We’re  in  it  for  security — not  for 
profit — and  we’ve  put  together  the  absolute 
best  protection  package  available  for  the 
money. 

We  have  no  salespeople.  To  find  out  more 
about  membership,  please  call  TOLL  FREE 
(in  N.J.)  1-800-257-6288  to  speak  directly  to 
our  Vice  President  & Director  of  Policyholder 
Services,  Bill  Reilly.  You’ll  enjoy  straight  talk 
from  someone  with  your  interests  at  heart. 


A professional  service  message  from  the 

Medical  Inter-Insurance  Exchange  of  New  Jersey 
Two  Princess  Road,  Lawrenceville  NJ  08648 
(609)  896-2404. 


534 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSE 


Case  Report: 

Henoch-Schonlein  Purpura  in  Pregnancy 


Robert  R.  Siroty,  m.d.,  dover* 


Henoch-Schonlein  (allergic)  purpura  is  a common  disorder  of 
children.  Its  occurrence  in  pregnancy  has  not  been  reported 
previously.  Our  patient  developed  sidn  eruption  and  abdominal 
painf  prior  to  spontaneous  abortion. 


A29-year-old  female  visited  her  physician  in 
week  18  of  her  first  pregnancy.  She  com- 
plained of  a skin  rash  for  one  day  which 
followed  an  upper  respiratory  tract  infection  and  joint 
pain  for  several  days.  Physical  examination  revealed 
purpura,  primarily  on  the  lower  extremities  and  but- 
tocks. The  lesions  were  violaceous,  flat  and  typical  of 
Henoch-Schonlein  purpura  (Figures  1 and  2).  There 
was  no  palpable  hepatosplenomegaly.  Her  wrists  and 
knees  were  swollen  and  warm,  but  not  red;  her  ankles 
were  tender.  The  uterus  was  enlarged,  almost  to  the 
level  of  the  umbilicus,  and  compatible  with  18  weeks’ 
gestation. 

The  hemogram  and  platelet  count  were  normal.  Uri- 
nalysis revealed  a trace  of  occult  blood.  Tests  for  anti- 
nuclear antibodies  and  for  rheumatoid  factor  were 
negative.  Prothrombin  and  partial  thromboplastin 
times  were  normal. 

On  the  basis  of  the  clinical  appearance,  the  normal 
i hematologic  studies,  the  typical  skin  eruption  and 
! arthritis,  and  the  negative  studies  for  rheumatoid 
arthritis,  a tentative  diagnosis  of  Henoch-Schonlein 
I purpura  was  made. 

The  patient  was  treated  with  penicillin  G,  400,000 
units  four  times  daily,  for  ten  days.  Prednisone  was  not 
given.  Three  days  later,  the  joint  swelling  and  tender- 
ness disappeared.  The  rash  was  more  violaceous  and 
the  patient  complained  of  abdominal  pain.  Some  of  the 
ilesions  had  become  confluent  and  necrotic,  but  the 


joint  findings  were  minimal.  The  patient  had  no  other 
symptoms  and  no  vaginal  bleeding.  Urinalysis  no 
longer  gave  a positive  test  for  blood. 

Because  of  discomfort  acetominophen  and  codeine 
sulfate  were  given  and  penicillin  was  continued.  Her 
obstetrician  found  no  specific  abdominal  ab- 
normalities. Two  days  later,  the  abdominal  pain  be- 
came more  severe;  the  next  day  she  delivered  a four- 
month  male  fetus  and  placenta 

At  the  time  of  the  spontaneous  abortion,  the  hemo- 
gram, platelet  count,  and  coagulation  profile  were  nor- 
mal. Physical  examination  revealed  faded  purpura  on 
the  lower  extremities  without  joint  abnormalities.  The 
abdomen  was  slightly  tender. 

Pathologic  examination  of  the  placenta  and  cord 
showed  evidence  of  immaturity  only,  without  evidence 
of  a hematologic  disorder.  Examination  of  the  fetus 
showed  evidence  of  immaturity.  There  were  no 
pathologic  findings  consistent  with  Henoch-Schonlein 
purpura^ 

After  an  uneventful  hospital  course,  the  patient  was 
discharged  to  outpatient  care,  where  she  had  the  com- 
plete disappearance  of  signs  and  symptoms  of  Henoch- 
Schonlein  purpura  Two  years  later,  she  had  a second 
spontaneous  abortion  at  14  weeks’  gestation,  without 

‘From  the  Department  of  Medicine,  Division  of  Hematology, 
Dover  General  Hospital  and  Medical  Center.  Correspondence 
may  be  addressed  to  Dr.  Siroty,  Dover  Genend  Hospital  and 
Medical  Center,  Dover,  NJ  07801. 
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were  lacking  at  the  onset.  Rash  appeared  first  in  36 
patients;  gastrointestinal  and  abdominal  involvement 
occurred  first  in  6 patients;  and  joints  were  initially 
involved  in  3 patients.  In  addition  to  the  skin, 
pulmonary  problems  were  reported  and  3 patients  de- 
veloped chronic  renal  disease.  None  of  the  77  patients 
was  pregnant. 

The  significance  of  the  abdominal  pain  in  our  pa- 
tient may  have  been  misinterpreted  by  the  internist 
and  the  obstetrician,  as  being  part  of  the  symptom  i 
complex  of  Henoch-Schonlein  purpura  when  the  pain  i 
actually  may  have  represented  early  labor.  Whether  rec- 
ognition of  this  situation  would  have  resulted  in  a ' 
different  outcome  is  questionable.  j 

Treatment  with  penicillin  has  been  recommended 
when  renal  involvement  is  present  because  many  ^ 
episodes  of  Henoch-Schonlein  purpura  are  preceded 
by  streptococcal  infection,  and  may  be  confused  with  ij 
glomerulonephritis.^  Corticosteroid  therapy  was  con- 
sidered, but  was  not  given  because  of  its  lack  of  speci- ' 
ficity  and  lack  of  definitive  evidence  of  efficacy.^  Cream  j 
et  al.  report  the  use  of  steroids  with  no  uniform  pat- 
terns of  improvement*  However,  in  view  of  the  out- 
come of  the  pregnancy  in  the  present  case  and  the  fact 
that  the  patient  was  in  the  early  stages  of  the  middle 
trimester,  reconsideration  might  be  in  order. 

Of  260  pregnant  women  who  received  pharma- 
cologic doses  of  steroids,  Bongiovanni  and  McPadden 
reported  two  infants  bom  with  cleft  palates.  However, 
both  patients  had  been  exposed  to  steroids  before  14 
weeks’  gestation.*^  The  same  authors  identity  one  in- 
fant bom  with  transient  adrenal  insufficiency  after 
maternal  exposure  to  steroids.  Adrenal  hemorrhage: 
was  reported  by  Oppenheimer  in  the  offspring  of  a 
woman  who  had  received  large  doses  of  steroids  during 
pregnancy.'*  Kenney  et  al.  found  that  treatment  of  preg-^ 
nant  mothers  with  pharmacologic  doses  of  cor-: 
ticosteroids  did  not  suppress  the  cortisol  production 
of  their  newborn  infants.^ 

CONCLUSIONS  |j 

The  lack  of  specific  pathologic  findings  might  in  ! 
dicate  that  the  appearance  of  Henoch-Schonlein | 
purpura  in  the  pregnant  woman  was  not  the  cause  ot| 
the  spontaneous  abortion.  However,  we  emphasize  the  I 
occurrence  of  this  entity  during  pregnancy  and  pointj 
out  the  additional  difficulties  encountered  in  man-ij 
aging  such  a patient  and  her  pregnancy.  The  patient 
had  a normal  first  trimester  and  aborted  during  the 
purpuric  episode.  ■. 

Should  consideration  be  given  to  the  use  of  cor 
ticosteroids  however  nonspecific,  in  this  unusual  api 
pearance  of  Henoch-Schonlein  purpura  when  the 
stage  of  pregnancy  permits? 
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Figure  1 — Photograph  showing  distribution  of  the  lesions. 


Figure  2 — Lesion  showing  typical  necrosis  in  Henoch- 
Schonlein  purpura 

evidence  of  Henoch-Schonlein  purpura  She  subse- 
quently delivered  a normal  female  infant  at  term 
without  complications. 

DISCUSSION 

Henoch-Schonlein  purpura  is  diagnosed  by  the 
characteristic  appearance  and  distribution  of 
purpuric  lesions,  which  are  confined  mainly  to  the 
buttocks  and  lower  extremities.  These  lesions  are  ac- 
companied by  painful,  swollen,  and  tender  joints,  and 
possibly  may  be  followed  by  transient  abdominal  pain. 
The  order  of  symptoms  may  be  reversed. 

Cream  et  al.'  described  77  adult  patients  with  Hen- 
och-Schonlein purpura  in  whom  specific  symptoms 


536 


An  unforgettable  holiday  and  lifestyle 
experience  your  family  and  friends  will  never 

forget 

Sail  Away  Yacht  Charters 

Discover  sailing  sunny  Caribbean  waters 

35-80  ft  yachts,  captained  or  bareboats 

For  details: 

26  the  Crescent,  Montclair,  N.J.  07042 
(201)  744-2870 


TAX  PREPARATION  AND  PLANNING 

• Individual,  Partnership,  Corporate,  Business,  Estate 
Services 

• Expert  Services 

• Federal,  Any  State,  Foreign  Taxes  of  any  type 

• All  Year  Service 

• Audit  Representation 

• Tax  Planning  and  Reduction 

• In  Home  or  In  Office  Service 

H.  Michael  Zukowski,  Esq. 

(201)  945-8443 

Licensed  in  N.J.,  N.Y.,  et  al. 


Are  Your  Accounts 
Receivable  Running  Up  Like 
the  Boston  Marathon? 

Let  me  bring  them  down  like  the, space  ship 
“Discovery”:  smoothly,  efficiently,  and  on  time. 
I can  help  with  any  problem  relating  to  the  busi- 
ness side  of  your  medical  practice.  Mary  Ann 
Hamburger,  Associates  knows  where  the  prob- 
lem areas  are  in  a medical  office  and  she  can 
make  sure  that  everything  runs  smoothly  for 
the  physician  and  staff.  She  can  make  your 
billing  systems  up  to  date  and  effective,  im- 
prove your  third  party  billing  system  and  bring 
your  collection  ratio  up  to  the  85-90%  ratio. 

Mary  Ann’s  skills  will  benefit  any  doctor  in  an 
existing  practice  and  any  doctor  who  is  starting 
his  or  her  practice. 

For  further  information  on  the  efficient  man- 
agement of  the  business  side  of  your  medical 
practice,  contact  Mary  Ann  Hamburger,  As- 
sociates at  201-763-7394. 


"YOU’RE  AN  INTERNIST  - " 
NOT  AN  ACCOUNTANT 

Most  supposed  "medical  practice  manage- 
ment" systems  can  only  handle  billing  and  insur- 
ance, and  seem  to  suggest  that  doctors  are  really 
accountants  in  disguise. 

The  CAPS  Internal  Medicine  Patient  Informa- 
tion System  is  a real  medical  practice  manage- 
ment system;  it  handles  both  billing/insurance  and 
completely  stores,  organizes  and  reports  on  your 
entire  patient  medical  record.  CAPS  handles  diag- 
noses, procedures,  progress  notes  and  medica- 
tions. It  can  even  automatically  print  prescriptions, 
and  print  lab  results  as  flow  charts. 

All  of  this  is  in  a plain  English  format,  because 
you're  not  a linguist  either. 

Patient  Information  Systems''' 

106  Woodridge  Place 
Leonia,  N.J.  07605 
[201)592-8857 
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"Unfortunately,  too  many  health 
plans  force  their  participating  phy- 
sicians to  accept  a fixed  monthly 
fee  for  each  patient:  capitation.  No 
matter  how  often  you  see  a pa- 
tient, or  how  much  you  do,  your 
payment  remains  the  same. 

HealthWays,  on  the  other  hand, 
compensates  its  participating  phy- 
sicians as  they  have  always  been 
compensated:  with  fee-for-service. 
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You  perform  a service,  you  are 
paid.  Pure  and  simple.  And  all 
bills  which  are  sent  directly  to 
HealthWays  are  paid  promptly  by 
HealthWays. 

In  these  changing  times,  a phy- 
sician should  not  feel  financially 
compromised  when  working  with 
a health  care  plan.  That's  why  the 
plan  you  work  with  should  be 
HealthWays." 


To  start  HealthWays  working 
you  and  your  patients,  call  Jon 
Marsicano,  M.D.,  Vice 
Medical  Affairs,  at  1 


HealtbM/ays 


THE  WAY  TO  BETTER  V HEALTH 

© 1984  HealthWays,  Inc. 


DOCTORS* 

NOTEBOOK 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

As  a young  and  vigorous  institu- 
tion, UMDNJ  records  “firsts”  with 
heartening  frequency. 

The  University’s  12th  annual  com- 
mencement, held  May  22  at  the  Gar- 
den State  Arts  Center  in  Holmdel, 
produced  two  significant  firsts:  the 
award  of  42  M.D.  degrees  to  the  first 
class  to  graduate  from  UMDNJ- 
Rutgers  Medical  School  at  Camden, 
and  the  presentation  of  the  first  Dis- 
tinguished Alumnus  Award  to 
Gerald  S.  Levey,  ’61,  who  is  chair- 
: man  of  the  department  of  medicine 
i at  the  University  of  Pittsburgh 
School  of  Medicine.  The  award  is 
given  to  an  alumnus  who  has 
i “achieved  eminence  in  professional, 
academic,  scholarly,  or  scientific  ac- 
tivity.” 

UMDNJ’s  new  M.D.s  also  included 
1 59  from  New  Jersey  Medical  School 
in  Newark  and  105  from  Rutgers 
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Medical  School  at  Piscataway/New 
Brunswick.  The  commencement  ex- 
ercises saw  the  award  of  75  D.M.D. 
degrees  by  the  New  Jersey  Dental 
School,  43  D.O.s  by  the  School  of  Os- 
teopathic Medicine,  1 1 Ph.D.s  by  the 
Graduate  School  of  Biomedical  Sci- 
ences, and  160  certificates  by  the 
School  of  Health-Related  Profes- 
sions for  various  allied  health 
specialties. 

This  year  UMDNJ  awarded  an 
honorary  Doctor  of  Science  degree  to 
Robert  Bruce  Merrifield  of  Cresskill 
and  Rockefeller  University,  the  1984 
Nobel  Prize  winner  in  chemistry; 
and  an  honorary  Doctor  of  Humane 
Letters  degree  to  the  Rev.  J.  Bruce 
Ritter,  O.F.M.,  a native  of  Trenton 
who  founded  Covenant  House  in 
New  York  City  as  a shelter  for  run- 
away and  homeless  children  sub- 
jected to  the  violence,  drugs,  and 
sexual  exploitation  of  big-city 
streets. 

Firsts  are  also  a familiar  story  for 
Palma  Formica,  M.D.,  associate 
professor  of  clinical  family  medicine 
at  UMDNJ-Rutgers  Medical  School. 
Dr.  Formica  was  the  first  female 
trustee  of  the  Medical  Society  of  New 
Jersey  and  the  first  woman  to  be 
chairman  of  the  board  of  the  state 
organization.  She  is  the  first  woman 
to  be  elected  president  of  the  medi- 
cal-dental staff  of  St.  Peter’s  Medical 
Center  in  New  Brunswick.  She  may 
be  the  first  woman  elected  to  the 
Board  of  Trustees  of  the  American 
Medical  Association.  Win  or  lose,  she 
is  the  first  female  candidate  for  AMA 
trustee. 

A new  feeling  of  pride  in  UMDNJ 
was  evident  as  the  New  Jersey  Medi- 
cal School’s  pioneering  Class  of 
1960  celebrated  its  25th  An- 
niversaiy  Reunion  in  May.  Of  the  65 
living  graduates  of  the  first  class  to 
graduate  from  the  former  Seton  Hall 
College  of  Medicine,  42  returned  for 
the  reunion  from  places  as  distant 
as  California,  New  Mexico,  Texas, 
and  Florida  Silver  certificates  were 
presented  to  1960  class  members  by 
Assemblymein  Walter  M.D.  Kem. 

For  their  roles  in  supporting  the 
development  of  UMDNJ-New  Jersey 
Medical  School  as  a state  institu- 
tion, Governor  Thomas  Kean  and 
four  living  ex-govemors — Brendan 
Byrne,  William  Cahill,  Richard 
Hughes,  and  Robert  Meyner— were 
made  honorary  members  of  the 
Medical  Alumni  Association. 


AMNJ  Report 

The  Academy  of  Medicine  of  New 
Jersey  honored  Stanley  S.  Bergen, 
Jr.,  M.D.,  of  Englewood  and  Mary 
Mulholland  of  Morristown,  Director 
of  the  Development  Department  at 
Dover  General  Hospital  at  the  An- 
nual Awards  Dinner.  Stanley  S. 
Bergen,  Jr.,  M.D.,  President,  Univer- 
sity of  Medicine  and  Dentistry  of 
New  Jersey  (UMDNJ)  received  the 
Edward  J.  Ill  Award.  The  award, 
named  after  the  Academy’s  first 
president,  is  given  to  a “New  Jersey 
physician  for  dedication  and  ex- 
traordinary service  to  the  profession 
and  to  the  citizens  of  the  state.” 

Dr.  Bergen  is  best  known  as  Presi- 
dent of  UMDNJ  and  for  his  contribu- 
tions to  medical  education;  however 
he  has  had  a profound  effect  on 
medicine  in  many  areas.  Under  his 
dynamic  leadership  UMDNJ  has  ex- 
perienced tremendous  growth.  He  is 
prominent  as  an  active  spokesmsin 
on  many  of  today’s  major  health- 
related  issues  including  the  new 
economics  of  health  care,  medical 
ethics,  and  the  proliferation  of 
academic/industrial  partnerships 
in  the  field  of  biotechnology. 

The  Academy’s  1985  Citizen’s 
Award  will  be  presented  to  Maiy 
Mulholland,  as  “a  citizen  of  New  Jer- 
sey who  has  contributed  in  an 
outstanding  fashion  to  the  solution 
of  health  and  health  care  problems 
in  our  state.”  Mrs.  Mulholland  is 
best  known  as  founder  of  the  “Dope 
Open”  Golf  and  Tennis  Classic.  Her 
fundraising  efforts  have  realized 
over  $400,000  for  drug-related 
causes.  She  is  on  the  boards  of  nu- 
merous philanthropic  organizations 
and  has  demonstrated  an  over- 
whelming commitment  to  the  health 
needs  of  the  citizens  of  New  Jersey. 

The  1985-1986  officers  installed 
at  the  dinner-event  included  Dennis 
Filippone,  M.D.,  of  Short  Hills,  presi- 
dent; Arthur  Krosnick,  M.D.,  of 
Princeton,  president-elect;  Anthony 
B.  Minnefor,  M.D.,  of  Parsippany, 
first  vice-president;  Benjamin  F. 
Rush,  Jr.,  M.D.,  of  Summit,  second 
vice-president;  George  L.  Trieben- 
bacher,  M.D.,  of  Beach  Haven,  Sec- 
retary, and  E.  Charles  Eckstein, 
D.M.D.,  of  Tenafly,  Treasurer. 

The  following  Board  of  Trustees 
members  were  elected  for  a term  of 
three  years:  Augustus  L.  Baker,  Jr., 
M.D.,  Frederick  B.  Cohen,  M.D., 
Armando  Goracci,  M.D.,  Gerard 
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Hansen,  M.D.,  and  Joseph  A.  Lie- 
berman,  III,  M.D. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  writ- 
ten to  the  Ehtecutlve  OfiQces  of  MSNJ 
seeking  information  on  possible  op- 
portunities for  practice  in  New  Jersey. 
The  information  listed  below  has  been 
supplied  by  the  physician.  If  you  are 
interested  in  any  further  Information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ANESTHESIOLOGY— Howard  Yap  Ang, 
M.D.,  2957  Decatur  Ave„  Apt.  C-43, 
Bronx,  NY  10458.  Far  Eastern  Univer- 
sity (Manila)  1976.  Board  eligible.  Solo, 


partnership,  group.  Available. 

Vasant  Chheda,  M.D.,  950  49th  St.,  Apt. 
8K,  Brooklyn,  NY  11219.  G.S.  Medical 
College  (India)  1978.  Fee-for-service, 
solo,  group,  partnership.  Available. 
John  James.  M.D.,  950  49th  St.,  Apt. 
8K,  Brooklyn.  NY  11219.  G.S.  Medical 
College  1978.  Solo,  partnership,  fee-for- 
service,  group.  Available. 

CARDIOLOGY— Bruce  Klein,  M.D.,  438A 
Willow  Turn,  Mt.  Laurel,  NJ  08054. 
SUNY-Downstate  1977.  Also,  pedi- 
atrics. Board  certified  (PD).  Group, 
HMO,  hospital.  Available. 

DERMATOLOGY— Rami  Ephraim  Geff- 
ner,  M.D.,  1 139  N.  Church  St,  Apt  A-3, 
Greensboro,  NC  27401.  UMDNJ  1979. 
Group,  solo,  partnership.  Available. 

FAMILY  MEDICINE— Mark  T.  Bright, 
M.D.,  1718  Afton  Ave.,  Charleston,  SC 


29407.  Georgetown  1978.  Board 
certified.  Group  or  partnership.  Avail- 
able September  1985. 

Steven  Luke,  M.D.,  3246  Abell  Ave.,  Bal- 
timore, MD  21218.  SUNY  1982.  Board 
eligible.  Group  or  HMO.  Available. 
Daniel  Nuchovich,  M.D.,  1006  Bay 
Drive,  ^702,  Miami  Beach,  FL  33141. 
University  of  Uruguay  1980.  Health 
center,  hospital,  underserved  area 
Available. 

INTERNAL  MEDICINE — Diane  Bruzzi, 
M.D.,  638  Colonial  Arms  Rd.,  Union,  NJ  ,j 
07083.  St.  George  University  fWest  In-  i| 
dies)  1982.  Board  eligible.  Group,  part- 
nership, clinic,  nursing  home.  Avail- 1 
able. 

Harold  B.  Ehrlich,  M.D.,  41  Elmwood  ij 
Ave.,  Union,  NJ  07083.  St.  George  Uni- 
versity fWest  Indies)  1982.  Board 
eligible.  Group,  partnership,  clinic,  | 
nursing  home.  Available.  | 


The  Journal  of  the  Medical  Society  of  New  Jersey 
announces  the  reprinting  of  the 


WILLIAM  CARLOS  WILLIAMS 
COMMEMORATIVE  ISSUE 

September,  1983 


Honoring  the  100th  anniversary  of  the  birth  of  New  Jersey’s  prize-winning  poet  and  physician. 
Included  in  this  handsomely  illustrated,  full-color  issue  will  be  original  articles  by  persons 
close  to  William  Carlos  Williams,  artwork  from  his  social  and  intellectual  circle,  and  samples 
of  his  finest  writings. 


Copies  of  this  special  issue  are  available  by  sending  $5.00  for  each  (check  or  money  order) 
to  MSNJ,  Two  Princess  Road,  Lawrenceville,  NJ  08648. 


Please  send  a copy  of  the  William  Carlos  Williams  Commemorative  Issue  to: 


Enclose  a $5.00  check  or  money  order  for  each  copy. 
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Leonid  Goldin,  M.D..  1802  Ocean 

Fkw>’„  Apt.  D2,  Brooklyn,  NY  11223. 
Kursk  (USSR)  1968.  Group,  hospital, 
nursing  home,  institution.  Available. 
Frederic  M.  Heitzer,  M.D.,  3rd  Ave„ 
160B  Borden  Apts.,  Long  Branch.  NJ 
07740.  UMDNJ  1982.  Group,  partner- 
ship, clinic,  industry.  Available. 
Marvin  H.  Lemer,  M.D..  233  E.  32  St., 
^4J,  New  York,  N\'  10016.  Universidad 
Autononia  (Me.xico)  1982.  Board 
eligible.  Group,  partnership,  solo.  Avail- 
able. 

Z.  Shamma-Othman,  M.D.,  533  Ever- 
green Ct„  Bensalem,  PA  19020.  Bagh- 
dad University  (Iraq)  1979.  Group  or 
partnership.  Available. 

NEUROLOGY— Jal  me  Lim,  M.D.,  Sum- 
mit Park  East,  Apt.  F-1,  8201  Henry 
Ave.,  Philadelphia  PA  19128.  Univer- 
sity of  the  East  1980.  Group  or  solo. 
Available. 

Fredric  M.  Radoff,  M.D.,  7832  91  St.,  N„ 
Seminole,  FL  33543.  UMDNJ  1976. 
Board  certified.  Available. 

NUCLEAR  MEDICINE— William  Ganz, 
M.D.,  7476  Ahem  Ct.,  University  City, 
MO  63130.  Also,  radiology.  Hospital  or 
group.  Available. 

PATHOLOGY— Adam  G.  Lang,  M.D., 
1436  Amiacost  Ave.,  Apt.  9,  Los  An- 
geles, CA  90025.  Illinois  1980.  Group 
or  partnership.  Available. 

' Janet  Schneller,  M.D.,  174  E.  206  St., 
Bronx,  NY  10458.  NY  Medical  College 
1979.  Board  eligible.  Hospital  based. 
Available  August  1985. 

PEDIATRICS— Meera  Gupta.  M.D.,  57 
Lawrence  Dr.,  Berkeley  Heights,  NJ 
1 07922.  India  1976.  Board  eligible. 

' Group,  partnership,  hospital.  Available. 

’ Bmce  Klein,  M.D.,  438A  Willow  Turn, 

; Mt.  Laurel,  NJ  08054.  SUNY-Downstate 
I 1977.  Also,  cardiology.  Board  certified. 

Group,  HMO,  hospital.  Available. 

I Edgar  Lyubllng,  M.D.,  1401  Ocean  Ave., 
Apt.  4H,  Brooklyn,  NY  11230.  Moscow 
I (USSR)  1967.  Group  or  partnership. 

I Available. 

; Boroumand  Masood,  M.D.,  85-26  Van 
W^ck  Expwy.,  Apt.  412,  Brlarwood,  NY 
,i  11435.  Tehran  (Iran)  1968.  Board 
; certified.  Group,  partnership,  solo,  hos- 
pltal.  Available. 

■ Pronoti  Nigam,  M.D.,  24  Hart  Blvd., 
Flemlngton,  NJ  08822.  Kanpur  (India). 

: Board  eligible.  Group  or  partnership. 

Available. 

t 

RADIOLOGY- William  Ganz,  M.D.,  7476 
I Ahem  Ct.,  University  City,  MO  63130. 

I Also,  nuclear  medicine.  Hospital  or 
j group.  Available. 

iSURGERY— Dan  S.  Reiner,  M.D.,  7028 
! Waterman  Ave.,  St.  Louis,  MO  63130. 
St.  Louis  1980.  Board  eligible.  Group  or 

■ partnership.  Available. 

l; 

JROLOGY — Barry  R Shepard,  M.D.,  30 
j;  So.  Central  Ave.,  Valley  Stream,  NY 
i 11580.  SUNY  1979.  Board  eligible, 
ij  Available. 


ji 
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A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

UPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25mg. 

Riboflavin  (B-2) 2 mg. 

PyridoxineHCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tabiets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid : 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

tBR^M5fc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Easv  To  Taire 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules' 


I Oral 

^ Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eii  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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CME  Calendar 


Thejollowing  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact 
the  sponsoring 
organization  for  further 
information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 


New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  OfBce  of  Continuing 
Medical  Education  of  the  UMDNJ.  For 
Information  on  accreditation,  please 
contact  the  sponsoring  organization(s). 
Indicated  by  italics — last  line  of  each 
item. 

MEDICINE 

August 

2 Multidisciplinary  Cancer 
Conference 

1 1 A.M.-12  noon— Wallklll  Valley 
General  Hospital  Annex,  Sussex 
fWallkill  Valley  General  Hospital 
and  AMNJ) 

7 Common  ENT  Problems 
21  Chronic  Pain 

1:30-2:30  P.M.— Rutgers 
Community  Health  Plan,  57  U.S. 
Hwy.  1 , New  Brunswick 
(Rutgers  Community  Health  Plan 
and  AMNJ) 

September 

1 8 Hepatitis  B Virus  Infection: 

Implications  for  the  Health  Care 
Professional 

1 -2  P.M.— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital  and 
AMNJ) 

19-  Advances  in  Pain  Management 

20  8 AM.-5  P.M.— Resorts 

International,  Atlantic  City 


(UMDNJ-New  Jersey  Medical 
School  and  AMNJ) 

NEUROLOGY/PSYCHIATRY 

August 

1 Alcoholism  and  the  Elderly 
8 Compulsive  Gambling 
15  Dealing  with  the  Denial  of  the 
Alcoholic 

29  Diagnosis  of  Schizophrenia  in 
1985 

12  noon-1  P.M. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

September 

5 Biological  Markers  in  Psychiatry 
1 2 Allergies  Update  for  the  Physician 
19  Adolescent  Sexuality 

12  noon-1  P.M. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

17-  Second  Annual  Psychiatric 
18  Nursing  S3nmposium 

9 AM.-5  P.M. — Hyatt-Regency  Hotel, 
Princeton 

(Carrier  Foundation  and  NAPPH) 

SURGERY 

September 

10  Expanding  Arthroscopic 
Procedures 

8-10  P.M. —Englewood  Club,  115 
Palisade  Ave.,  Englewood 
(Englewood  Surgical  Society  and 
AMNJ) 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
' junction  with  consultants  in  the  various 

j fields  of  medicine  related  to  infertility. 

\\ 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
I most  tests  required  for  diagnosis  and 
I treatment.  Literature  on  request. 

i 1430  Second  Avenue,  Suite  103 

New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


" YOU’RE  A SURGEON  - 
NOT  AN  ACCOUNTANT 

Designed  specifically  for  surgeons,  the  CAPS 
Surgical  Patient  Information  System  fills  the  needs  of 
surgeons,  not  aocountants.  Therefore,  unlike  most 
supposed  "ottioe  management  systems,"  it  organ- 
izes your  entire  praotice;  medical  records,  billing 
and  insuranoe.  CAPS  will  efficiently  store,  organize 
and  report  on  your  entire  medical  record:  diag- 
noses, prooedures,  progress  notes  and  medioa- 
tions.  It  automatically  prints  descriptions  of  oom- 
plex  surgioal  prooedures  on  bills  and  insuranoe 
forms. 

Of  oourse,  CAPS  recognizes  the  pragmatic 
necessities  of  surgical  practice,  and  our  tinanoial 
system  is  sophistioated,  allowing  automatic  third- 
party  billing,  yet  easy  to  use.  The  whole  system  is  in 
plain  English,  beoause  you're  not  a linguist  either. 

CAlPi 

Patient  Information  Systems^”^ 

106  Woodridge  Plaoe 
Leonia,  N.J.  07605 
(201)592-8857 


!' 
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You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat.  I 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society,  f SOCIETY® 
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BOOK  Reviews 


Abdominal  Ultrasonog- 
raphy; Atlas  of  Aesthetic 
Facial  Surgery;  Atlas  oj 
Osteoarthritis;  Basic 
Procedures  in  Family 
Practice;  Diseases  of  the 
Nose,  Throat,  Ear,  Head 
and  Neck;  Nutrition  and 
Feeding  of  Infants  and 
Toddlers;  Teaching  Atlas 
of  Mammography;  Trauma 
and  Pregnancy 


Abdominal 

Ultrasonography 

Barry  B.  Goldberg  (ed).  New  York, 

I NY,  John  Wiley  & Sons,  1984.  Pp. 
528.  ($55) 

I This  text  offers  the  reader  a 
I clinically  oriented  review  of  ab- 
dominal ultrasonography.  Well-writ- 
i ten  and  informative,  the  book  makes 
a valuable  resource. 

I Its  opening  chapter  on  instrumen- 
tation is  a brief  update  to  current 
I concepts  in  the  field  and  assumes 
some  prior  knowledge  of  the  physics 
I of  ultrasound.  A chapter  on  ab- 
jdominal  anatomy  is  composed  of 
'fair  quality  gross  sections.  The  book 
moves  on  to  the  discussion  of  the 
major  diagnostic  areas  that  are  fam- 
iliar to  the  ultrasonographer.  In  ad- 
dition to  chapters  that  review  the 
vascular,  hepatic-biliary,  and 
gastrointestinal  systems,  a chapter 
on  fluid  collection  is  worthwhile 
reading.  The  chapter  on  the 
.gastrointestinal  system  expands 
I beyond  the  kidney  to  the  bladder, 

! prostate,  and  scrotum.  A short  dis- 
cussion on  aspiration  techniques 
jalso  is  included. 

This  book  is  highly  recommended 
jifor  the  physician  who— after  reading 
"Other  texts — desires  greater  in- 
depth  knowledge  of  the  theory  of  ab- 
dominal ultrasound. 

Neil  B.  Homer,  M.D. 


The  Atltis  of  Aesthetic 
Facial  Surgery 

Douglas  D.  Dedo,  M.D.,  (ed).  New 
York,  NY,  Grune  & Stratton,  1983. 
Pp.  312.  Illustrated.  ($79) 

This  publication  is  one  in  a series 
of  atlases  pertaining  to  otolaryn- 
gology and  head  and  neck  surgery. 
By  virtue  of  being  a comprehensive 
surgical  atlas,  it  is  by  necessity  very 
schematic  and  limited  in  scope.  DiT 
ferent  aesthetic  facial  surgical  pro- 
cedures are  demonstrated  using 
drawings  with  very  little  comments 
regarding  expected  results  and 
potential  complications.  It  seems 
that  in  the  field  of  aesthetic  facial 
surgery  such  an  approach  is  insuffi- 
cient without  adequate  preoperative 
and  postoperative  photographs  of 
each  procedure  described.  On^y  the 
chapter  on  rhinoplasty  has  some 
preoperative  and  postoperative  pho- 
tographs. 

Because  of  this,  the  book  is  too 
schematic  for  a beginning  facial 
aesthetic  surgeon  and,  on  the  other 
hand,  seems  to  be  of  little  value  for 
the  more  experienced  one. 

Robby  Meijer,  M.D. 

Atlas  of  Osteoarthritis 

Allen  D.  Meisel,  M.D.,  and  Peter  G. 
BullougK  M.D.  Philadelphia.  PA, 
Lea  & Febiger,  1984.  Pp.  132.  Il- 
lustrated. ($29.50) 

I found  this  review  of  os- 
teoarthritis to  be  very  stimulating. 
Excellent  radiographs  accompanied 
by  precise  diagrams  depicting  the 
pathology  help  the  reader  to  under- 
stand the  subtle  changes  seen  in 
various  osteoarthritic  joints.  Excep- 
tions to  this  are  the  two  poor  repro- 
ductions on  page  7.18  concerning 
oblique  views  of  the  cervical  spine. 

The  atlas  is  divided  into  different 
regions  of  the  body  with  each 
chapter  containing  an  abundance  of 
beautiful  tables  and  charts  to  go 
along  with  the  various  pathologic, 
clinical,  and  radiographic  photo- 
graphs. Chapters  7 and  8 of  the 
cervical  and  lumbar  spine  particu- 
larly are  well  done  in  this  regard.  The 
script  is  easy  to  read  and  although 
not  all-inclusive,  gives  the  reader 
enough  “meat”  to  go  along  with  the 
pictures.  A nice  change  of  pace  near 
the  book's  completion  is  a chapter 
on  osteoarthritis  and  sports-related 
injuries.  My  only  criticism  is  of  the 
last  chapter  on  treatment  which  is 


rather  sketchy  and  not  very  informa- 
tive. 

I strongly  would  urge  any  physi- 
cian dealing  with  musculoskeletal 
problems,  l.e.  family  physician,  or- 
thopedist, rheumatologist,  to  pur- 
chase this  book. 

Sheldon  D.  Solomon,  M.D. 

Basic  Procedures  in 
Family  Practice 

Harry  E.  Mayhew,  M.D.,  and  Leroy 
A.  Rodgers,  M.D.,  (eds).  New  York, 
NY,  John  Wiley  & Sons,  1984.  Pp. 
276.  Illustrated. 

Drs.  Mayhew  and  Rodgers,  na- 
tionally acclaimed  family  practice 
educators,  have  contributed  a sig- 
nificant manual  to  the  expanding 
literature  on  the  practice  of  family 
medicine  and  primary  care.  Using 
the  expertise  of  multiple  authors 
they  have  constructed  a ready  refer- 
ence on  the  performance  of  approx- 
imately 40  procedures  commonly 
employed  by  family  and  other  pri- 
mary care  physicians  in  the  day-to- 
day  practice  of  medicine.  The  value 
of  using  multiple  authors  with  dem- 
onstrated competency  is  enhanced 
by  a consistency  of  format  that  mini- 
mizes the  possibility  of  this  work  be- 
coming inconsistent  and  unread- 
able. Although  there  is  some  un- 
evenness from  author  to  author,  the 
design  of  each  chapter,  which  forces 
brevity,  has  reduced  this  to  a minor 
problem. 

This  manual  is  not  recommended 
as  an  all-encompassing  approach  to 
what  technically  can  be  complicated 
and  difficult  procedures.  The  as- 
sumption is  that  anyone  employing 
this  manual  already  has  had  de- 
tailed instruction  and  has  reviewed 
the  considerable  literature  on  each 
of  these  procedures.  With  that  as  a 
background,  the  manual  serves  ad- 
mirably as  an  Instant  refresher  on  a 
given  procedure  and  should  be  in 
every  family  practice  and  primary 
care  physician’s  office. 

The  only  significant  difficulty  en- 
countered with  the  manual  is  the 
inclusion  of  a relatively  lengthy  sec- 
tion on  obstetrical  and  gynecological 
procedures.  These  procedures  are 
too  involved  for  this  type  of  publi- 
cation and,  therefore,  as  presented 
are  not  nearly  detailed  enough  to 
adequately  cover  the  field  even  from 
the  perspective  of  a “refresher." 
However,  in  spite  of  this  criticism 
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the  book  answers  the  need  for  a pub- 
lication of  this  sort  and  should  go  a 
long  way  toward  filling  that  need. 

Joseph  A.  Lieberman,  III,  M.D. 

Diseases  of  the  Nose^ 
Throat,  Ear,  Head  and 
Neck,  1 3th  Edition 

John  Jacob  Ballenger,  M.D.,  (ed). 
Philadelphia,  PA,  Lea  & Febiger, 
1985.  Pp.  1.432.  Illustrated.  ($110) 

Time  tested  as  to  its  usefulness 
and  value,  this  13th  edition  of  a 
classic  volume  in  otolaryngology- 
head  and  neck  surgery  should  pro- 
vide the  student  and  the  ENT  resi- 
dent with  a definitive  and  com- 
prehensive text  and  provide  the 
practitioner  with  an  authoritative 
reference  book. 

This  revised  edition  has  eight  new 
chapters  as  it  attempts  to  furnish 
current  material  on  this  rapidly  ad- 
vancing and  changing  medical- 
surglcaJ  specialty.  The  chapter  on 
computerized  tomography  and  Its 
application  in  otolaryngology  is  cur- 
rent, comprehensive,  and  under- 
standable and,  therefore,  quite  prac- 
tical. New  sections  on  immunology 
and  the  uses  of  the  laser  have  been 
added.  Revisions  of  the  sections  on 
audiology,  chemotherapy,  endos- 
copy, and  oncology  have  helped  to 
make  this  reference  work  by  33  con- 
tributing authors  up-to-date  and 
consequently  most  helpful  to  the 
practitioner. 

Ballenger  has  provided  a com- 
prehensive reference  source  of  cur- 
rent material  in  the  field  of 
otolaryngology  in  one  volume.  This 
helps  to  increase  accessibility  and 
utilization  of  the  material.  There- 
fore, the  relatively  high  cost  of  the 
book  becomes  a worthwhile  invest- 
ment for  all  those  dealing  with  dis- 
eases of  the  ear,  nose,  throat,  head, 
and  neck. 

Raymond  B.  Strauss,  M.D.,  Ph.D. 


Nutrition  and  Feeding  of 
Infants  and  Toddlers 

R.B.  Howard,  M.P.H.,  and  H.S.  Win- 
ter, M.D.  Boston,  MA  Little,  Brown 
and  Co.,  1984.  Pp.  476.  Illustrated. 
($39.50) 

Twenty  authors,  mainly  gastro- 
enterologists and  nutritionists, 
shared  their  expertise  by  writing 
this  textbook  that  is  timely  in  publi- 
cation. The  material  is  enhanced  by 


writers  knowledgeable  in  Infant  de- 
velopment (Brazelton),  pediatric  hy- 
pertension (Ingelfinger),  cystic  fibro- 
sis (Schwachman),  and  obesity 
(Dietz),  to  name  a few. 

The  book  basically  has  three 
themes.  The  psychosocial  aspects  of 
infant  feeding  are  followed  by  an  ex- 
tensive review  of  normal  nutrition  in 
infants  and  toddlers.  Coverage  in- 
cludes detailed  nutritional  require- 
ments of  calories,  proteins,  fats, 
carbohydrates,  and  minerals.  This  is 
complemented  by  controversial  is- 
sues including:  food  additives,  pre- 
servatives, sodium  content  of  baby 
foods,  introduction  of  solid  foods. 
Breast  feeding  versus  formula  feed- 
ing is  treated  adequately. 

The  next  theme  deals  with  the 
pathophysiology  of  certain  diseases 
with  emphasis  on  nutritional  as- 
pects of  treatment.  Common  sub- 
jects such  as  infantile  diarrhea  iron 
deficiency,  obesity,  and  cow’s  milk 
sensitivity  are  covered  in  a clear  and 
concise  manner.  More  esoteric  dis- 
eases discussed  are  short  bowel  syn- 
drome, cystic  fibrosis,  aminoacid- 
urias, and  home  care  parenteral 
nutrition. 

To  complete  the  text,  which 
already  is  laced  with  figures,  tables, 
and  extensive  bibliography,  the  last 
section  includes  an  appendix  which 
is  an  excellent  reference  to  topics 
such  as  food  composition,  thera- 
peutic diets,  drugs  excreted  in 
breast  milk  (very  comprehensive), 
and  community  nutritional  re- 
sources. 

Generally  speaking,  this  book 
should  be  received  almost  as  well  as 
Foman’s  book.  Infant  Nutrition,  and 
is  highly  recommended  to  the  pedi- 
atric community. 

Frank  C.  Vanore,  M.D. 


Teaching  Atlas  of 
Mammography 

Laszlo  Tabar  and  Peter  B.  Dean, 
New  York,  NY,  Thieme-Stratton,  Inc., 
1983.  Pp.  222.  ($78) 

This  monograph,  co-authored  by 
two  Scandinavian  physicians,  is  de- 
signed to  teach  physicians  how  to 
evaluate  mammograms  by  utilizing 
both  explanations  and  interpreta- 
tions, along  with  152  well-chosen 
case  studies.  Its  approach  to  the 
field  is  well-prepared  and  system- 
atic. 

The  book  opens  with  a brief  dis- 
cussion of  the  anatomy  of  the  breast. 


It  moves  next  to  chapters  that  review 
possible  radiographic  abnormal- 
ities: circumscribed  lesions,  stellate 
lesions,  calcifications,  and  thick- 
ened skin  syndrome.  Emphasis  is 
directed  to  the  analytical  approach. 
The  case  studies  of  these  chapters 
focus  on  high-quality  radiographs. 

I found  this  a very  instructive  text, 
fulfilling  its  intended  purpose:  to  as- 
sist the  physician  on  the  route  to 
diagnosis  through  a step-by-step  ap- 
proach to  the  abnormal  mammo- 
gram. I 

Neil  B.  Homer,  M.D.  ' 


Trauma  and  Pregnancy 

Christine  E.  Haycock,  M.D.,  (ed).  Lit- 
tleton, MA,  PSG  Publishing  Co.,  Inc., 
1985.  Pp.  208.  Illustrated.  ($25) 

Doctor  Haycock  has  obtained  con- 
tributions in  the  form  of  chapters 
from  her  colleagues  at  University 
Hospital,  Newark,  where  trauma- 
tized pregnancies  probably  occur 
more  frequently  and  more  regularly 
than  anywhere  else  in  New  Jersey. 
Their  vast  experience  has  permitted 
them  to  produce  a very  thorough  re- 
view of  pregnancy  complicated  by 
trauma  covering  practically  every 
possible  damage  to  every  organ  sys- 
tem. These  experts  have  established 
protocols  for  evaluation  and  man- 
agement in  this  compact  volume 
and  are  sharing  their  knowledge 
and  their  experiences  with  any 
physician  who  may  be  called  upon  tol 
deal  with  such  serious  problems. 

There  are  only  two  minor  criti- 
cisms which  are  not  intended  to  de 
tract  from  the  value  of  this  well 
prepared  concise  little  volume:  1)  the] 
Seldinger  technique  for  catheter  in-i 
sertion  into  the  peritoneal  cavity  de- 
serves a full,  detailed  descriptionj 
with  appropriate  references,  particu 
larly  for  the  physician  less  familiar 
with  trauma  and  2)  two  chapters 
seemed  to  have  escaped  editoriai 
scmtiny  and  contain  incorrect  anc 
strange  idiomatic  expressions 
which  possibly  may  be  acceptabk| 
when  spoken  in  certain  areas  bu  j 
are  confusing,  if  not  ludicrous,  whert| 
appearing  in  print. 

As  stated  in  the  preface,  this  bool 
is  intended  for  any  specialist  whci 
may  be  summoned  to  consult  ano 
participate  in  the  diagnosis  ant 
management  of  trauma  during  preg 
nancy,  and  it  is  so  recommended.  | 
Jerome  Abrams,  M.E 
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RARE  COINS  FOR  INVESTMENT 

Solomon  Brothers,  Facts  Magazine  and  others  have  tracked 
the  investment  performance  of  rare  coins  and  have  concluded 
that  rare  silver  and  gold  coins  have  out-performed  stocks, 
bonds,  real  estate,  inflation  and  virtually  all  other  investment 
media  over  the  past  10  and  25  year  periods. 

The  Charles  Coin  Company  is  one  of  the  few  dozen  major 
wholesale  coin  dealers  in  the  U.S.  We  are  now  involved  in 
establishing  investment  grade  coin  portfolios  for  professionals 
and  other  individuals  interested  in  investing  a portion  of  their 
assets  in  rare  coins. 

For  information  call  201-744-6011. 


Kirwan  Financial  Croup,  Inc. 

Financial  Planners 
for  the 

Medical  Profession 

Investments,  Pensions,  Insurance,  Etc. 

• Honest 

• Sophisticated 

• Profusely  Referenced 

609-778-4388 


Magnetic 

resonance  imaging 
as  Close  as  Trenton, 
as  competent  as  our 
15-year  tradition. 


AldGNETIC 

mdGING 

A SERVICE  OF  R4D14TION  NUCLE/1R /ISSOCMTES 


800  Brunswick  Ave.,  Trenton,  NJ  08638  (609)  989-7077/9 


We  are  Healthways  and  HMO  of  New  Jersey  members. 
Our  machine  is  FDA  approved. 

MRI  is  also  reimbursable  under  most  insurance  programs. 

Bernard  M.  Schnur,  M.D.,  Consultant  for  MRI  Mammography. 


YOU’RE  A RESIDENCY 
PROGRAM  DIRECTOR  - 
NOT  AN  ACCOUNTANT 

You  don't  have  time  to  calculate  experience  re- 
ports, evaluations,  facilities  usage  and  all  the  other  re- 
ports necessary  for  program  management  — that's 
why  you  need  the  CAPS  Surgical  Residency  Documen- 
tation System. 

The  CAPS  software  package  completely  moni- 
tors the  progress  of  doctors  In  residency,  including 
demographic  information,  scholarly  activities,  intra- 
operative records,  morbidity  and  mortality  reports, 
and  assessments.  The  system  is  then  able  to  generate 
reports  Including  operative  experience,  resident  re- 
ports to  board,  facilities  usage  and  operative  severity 
analyses. 

The  system  is  entirely  in  English,  and  so,  can  be 
used  by  relatively  untrained  volunteers.  To  make  in- 
ternal program  management  and  reports  to  board 
simple,  just  put  CAPS  on  your  residency  program, 

CiiiPs 

Patient  Information  Systems^^ 

106  Woodridge  Place 
Leonia,  N.J.  07605 
(201)592-8857 
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Obituaries 


Drs.  Anuario;  Beling; 
Catanzaro;  Christian; 
Fischman;  Gennell; 
Gilbertson;  Harms; 
Henshaw;  Lathrop; 
Moress;  Morris;  Palmer; 
Seltzer;  Whitman 


Dr.  Charles  B.  Anuario 

Charles  Benedict  Anuario,  M.D.,  a 
general  practitioner  In  Orange  for 
many  years  prior  to  his  retirement 
In  the  mid-1970s,  died  on  January 
20,  1985.  Bom  at  the  turn  of  the 
century.  In  Orange,  Dr.  Anuario  was 
graduated  from  George  Washington 
University  School  of  Medicine  In  the 
District  of  Columbia  In  1 925.  He  was 
a member  of  our  Essex  County  com- 
ponent and  a member  of  the  Ameri- 
can Medical  Association.  Dr.  Anu- 
ario had  been  affiliated  with  St. 
Mary’s  Hospital,  Passaic  and  the 
Hospital  Center  at  Orange,  and  with 
East  Orange  General  Hospital.  In 
1975,  the  Medical  Society  conferred 
on  Dr.  Anuario  Its  Golden  Merit 
Award,  honoring  his  50  years  In 
medicine. 

Dr.  Christopher  A.  Beling 

Christopher  Abbott  Beling,  M.D., 
formerly  a surgeon  In  Blalrstown, 
presently  living  In  Virginia  Beach, 
Virginia,  died  on  March  22,  1985.  A 
native  of  New  Jersey,  bom  In  1906, 
Dr.  Beling  received  his  medical 
degree  from  Columbia  University 
College  of  Physicians  and  Surgeons, 
In  1931.  He  was  a member  of  our 
Essex  County  component,  and  a 
member  of  the  American  Medical  As- 
sociation. Dr.  Beling  was  board 
certified  in  his  specialty,  and  was  a 


Fellow  of  the  American  College  of 
Surgeons  and  of  the  American  Col- 
lege of  Gastroenterology.  He  had 
been  affiliated  with  St.  Vincent’s  and 
Mountainside  Hospitals,  Montclair; 
Saint  Barnabas  Medical  Center,  Liv- 
ingston; and  Community  General 
Hospital,  Hackettstown.  In  1981,  Dr. 
Beling  was  a recipient  of  MSNJ’s 
Golden  Merit  Award,  honoring  his 
50  years  as  a physician. 

Dr.  Charles  Catanzaro 

Charles  Catanzaro,  M.D.,  a retired 
pathologist,  died  on  April  1,  1985,  at 
the  age  of  65.  Bom  in  Norristown, 
Pennsylvania,  Dr.  Catanzaro  re- 
ceived his  medical  degree  from  Jef- 
ferson Medical  College,  Philadelphia, 
In  1946.  In  the  early  years  of  his  ca- 
reer, he  had  practiced  In  the  states 
of  Florida  and  Pennsylvania,  until 
1961  when  he  became  a member  of 
our  Atlantic  County  component;  he 
later  transferred  his  membership  to 
the  Burlington  County  Medical  So- 
ciety. Dr.  Catanzaro  had  been  af- 
filiated with  Shore  Memorial  Hospi- 
tal, Somers  Point,  and  Burlington 
County  Memorial  Hospital,  Mount 
Holly.  He  was  board  certified  In  his 
specialty. 

Dr.  Henry  A.  Christian 

A member  of  our  Hudson  County 
component,  Henry  Arthur  Christian, 
M.D.,  died  in  Monmouth  Medical 
Center,  Long  Branch,  on  March  23, 
1985,  at  the  venerable  age  of  83.  A 
native  of  Jersey  City,  Dr.  Christian 
was  graduated  from  Cornell  Univer- 
sity Medical  School  in  1927.  A 
specialist  In  Industrial  medicine,  he 
had  been  medical  director  for  Merrill 
Lynch,  and  also  had  been  affiliated 
with  Consolidated  Edison  Company. 
From  1968  until  his  retirement  in 
1972,  Dr.  Christian  had  been  hospi- 
tal director  for  the  Hunterdon  State 
School  serving  the  mentally  re- 
tarded. He  was  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians.  Dr. 
Christian  was  honored  with  MSNJ’s 
Golden  Merit  Award  In  1977  in  rec- 
ognition of  his  50  years  in  medicine. 

Dr.  Harold  H.  Fischman 

On  April  14,  1985,  Harold  H. 
Fischman,  M.D.,  died  at  the  vener- 
able age  of  81.  A native  of  Newark, 
Dr.  Fischman  received  his  medical 
degree  from  the  University  of 


Maryland  School  of  Medicine  in 
1925.  He  established  his  practice  In 
Internal  medicine  and  cardiology  in 
his  native  city,  and  became  board 
certified  In  his  specialty  In  1948.  He, 
was  a member  of  our  Essex  County  ^ 
component,  and  a member  of  thel 
American  Medical  Association.  Hef 
had  affiliations  with  Newark  Beth  Is- 
rael  Medical  Center  and  Martland^- 
(now  University  Hospital,  Newark). 
Dr.  Fischman  had  been  a clinical  in-  i 
structor  in  medicine  at  UMDNJ-New 
Jersey  Medical  School,  Newark.  He' 
was  a recipient  of  MSNJ’s  Golden 
Merit  Award  in  1975,  In  recognition  ; 
of  his  50  years  of  medical  practice. 

I 

Dr.  Ernest  Gennell  ^ 

A general  practitioner  who  had 
retired  to  St.  Petersburg,  Florida, 
Ernest  Gennell,  M.D.,  died  on  De-  ; 
cember  24,  1 984,  at  the  remarkable  ^ 
age  of  94.  A native  of  Italy,  Dr.  Gen- 
nell earned  his  medical  degree  at  the  ' 
University  of  Pennsylvania’s  School  i 
of  Medicine,  Philadelphia,  and  was  , 
graduated  in  1915.  He  established ; 
his  practice  in  Newark  and  became 
a member  of  our  Essex  County  com- } 
ponent  and  of  the  American  Medical ; 
Association.  Dr.  Gennell  was  a Fel-  j 
low  of  the  American  College  of  Sur-  * 
geons,  and  had  been  affiliated  with  i 
Saint  Michael’s  Medical  Center  and  ' 
Columbus  Hospital,  both  in  Newark. 
In  1965,  the  Medical  Society  be-  ; 
stowed  its  Golden  Merit  Award  on 
Dr.  Gennell  in  honor  of  his  50  years 
of  medical  practice. 

Dr.  Robert  L.  Gilbertson 

A retired  ophthalmologist,  who 
practiced  for  many  years  In  Mor- 
ristown, Robert  Laird  Gilbertson, 
M.D.,  died  on  April  13,  1985.  Bom  at 
the  turn  of  the  century  In  Canada, 
Dr.  Gilbertson  was  graduated  from  j 
the  medical  school  at  the  University 
of  Toronto,  Canada,  In  1923.  He  was  i 
a member  of  our  Morris  County  | 
component,  and  a member  of  the  ! 
American  Medical  Association.  Dr.  | 
Gilbertson  had  been  affiliated  with  j 
Morristown  Memorial  Hospital.  In  j 
1973,  he  was  a recipient  of  MSNJ’s  i 
Golden  Merit  Award,  In  recognition  | 
of  his  50  years  in  medicine.  i 

Dr.  Charles  R.  Harms 

A retired  member  of  our  Essex  ! 
County  component,  Charles  Richard 
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Harms.  M.D.,  died  on  March  3,  1985. 
Bom  in  1914  in  New  York  City,  Dr. 
Harms  completed  his  medical 
education  at  Yale  Medical  School  in 
1942.  A family  physician.  Dr.  Hanns 
was  affiliated  with  The  Moun- 
tainside Hospital,  Montclair.  Dr. 
Harms  was  a member  of  the  Ameri- 
can Medical  Association. 

Dr.  George  R.  Henshaw 

On  March  29,  1985,  a family  prac- 
titioner in  Montclair,  George  Russell 
Henshaw,  M.D.,  died  at  the  venerable 
age  of  88.  Bom  in  Uniontown,  Penn- 
sylvania Dr.  Henshaw  received  his 
medical  degree  from  Ohio  State  Uni- 
versity Medical  College  in  1922.  A 
member  of  our  Essex  County  com- 
ponent, and  a member  of  the  Ameri- 
can Medical  Association,  Dr.  Hen- 
shaw had  affiliations  with  The 
Mountainside  Hospital  and  Com- 
munity Hospital,  both  in  Montclair. 
He  was  a recipient  of  MSNJ’s  Golden 
Merit  Award  honoring  his  50  years 
as  a physician  in  1972. 

Dr.  Frederic  W.  Lathrop 

Frederic  William  Lathrop,  M.D.,  a 
well-known  pediatrician  in  Plain- 
field,  died  in  Hillsboro  Beach, 
Florida,  on  April  2,  1985.  Bom  in 
1899,  in  New  Haven,  Connecticut, 
Dr.  Lathrop  received  his  medical 
degree  at  Harvard  Medical  School  in 
1924.  A member  of  our  Union  Coun- 
I ty  component.  Dr.  Lathrop  had  been 
' affiliated  with  Muhlenberg  Hospital, 

: Plainfield,  until  his  retirement  in 
the  mid-1970s.  He  was  board 
I certified  in  his  specialty,  and  was  a 
I Fellow  of  the  American  Academy  of 
[ Pediatrics.  He  had  been  active  in  the 
: Union  County  Medical  Society,  ser- 
; vlng  as  secretary  and  president,  and 
[also  had  been  president  of  Plaln- 
j field’s  board  of  health.  Dr.  Lathrop  is 
j survived  by  three  sons,  all  of  whom 
(are  medical  doctors:  Frederic  W. 
(Lathrop,  Jr.,  M.D.;  Richard  G. 
(Lathrop,  M.D.,  both  of  whom  prac- 
tice in  Plainfield;  and  Donald  B. 

^ Lathrop,  M.D. 


Dr.  Edward  J.  Moress 

Forced  to  retire  two  years  ago  be- 
cause of  ill  health,  Edward  Joseph 
Moress,  M.D.,  died  on  Febmary  9, 
1985,  at  the  age  of  79.  A native  of 
New  York  City,  Dr.  Moress  earned 
his  medical  degree  at  Cornell  Univer- 
sity Medical  College  in  1930.  He  es- 
tablished a practice  in  family  medi- 
cine in  Hillside  and  was  a member 
of  our  Essex  County  component.  Dr. 
Moress  had  been  affiliated  with 
Newark  Beth  Israel  Medical  Center. 
In  1980,  the  Medical  Society  con- 
ferred on  Dr.  Moress  its  Golden 
Merit  Award  in  recognition  of  his  50 
years  in  medicine. 


Dr.  Harold  E.  Morris 

At  the  untimely  age  of  56,  Harold 
E.  Morris,  M.D.,  died  in  Zurbmgg 
Memorial  Hospital’s  Rancocas  Valley 
Division,  Willlngboro,  on  April  22, 
1985.  A native  of  Bullskin  Township, 
Pennsylvania,  Dr.  Morris  received 
his  medical  degree  at  Temple  Uni- 
versity School  of  Medicine,  Philadel- 
phia, in  1954.  A general  practitioner, 
he  established  his  practice  in  Flor- 
ence. Dr.  Morris  was  a member  of 
our  Mercer  County  component  and 
of  the  American  Medical  Associa- 
tion. He  had  been  affiliated  with 
Mercer  Medical  Center,  Trenton,  and 
the  hospital  where  he  died. 


Dr.  Francis  R.  Palmer 

We  just  have  learned  of  the  death 
on  January  8,  1985,  of  Francis  R 
Palmer,  M.D.,  a general  practitioner 
who  specialized  in  dermatology  in 
Passaic  until  his  retirement.  Bom  in 
1895  in  Hungary,  Dr.  Palmer  re- 
ceived his  medical  degree  from  the 
University  of  Budapest  in  that  coun- 
try, in  1919.  He  emigrated  to  the 
United  States  in  the  early  1920s  and 
became  a member  of  our  Passaic 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Palmer  had  been  affiliated  with  Beth 
Israel  Hospital,  Passaic.  The  Medical 
Society  of  New  Jersey  bestowed  its 


Golden  Merit  Award  upon  Dr. 
Palmer  in  1969  to  honor  his  50 
years  as  a physician. 

Dr.  Jacob  Seltzer 

At  the  untimely  age  of  56,  Jacob 
Seltzer,  M.D.,  died  on  March  19, 
1985,  at  Temple  University  Hospitcil, 
Philadelphia  A native  of  Philadel- 
phia Dr.  Seltzer  earned  his  medical 
degree  at  Temple  University  School 
of  Medicine  and  was  graduated  in 
1954.  He  established  a practice  in 
orthopedic  surgery  in  Toms  River, 
and  became  affiliated  with  Kimball 
Medical  Center,  Lakewood,  and 
Community  Memorial  Hospital, 
Toms  River.  At  the  former  facility  he 
had  served  at  various  periods  as 
chief  of  surgery  and  orthopedics.  At 
the  latter  hospital.  Dr.  Seltzer  had 
been  chief  of  staff  and  of  surgery.  He 
had  introduced  hip  replacement 
surgery  at  Kimball  Medical  Center. 
He  also  had  been  affiliated  with 
Point  Pleasant  Hospital  and  John  F. 
Kennedy  Medical  Center,  Edison.  Dr. 
Seltzer  was  a member  of  our  Ocean 
County  component.  He  was  board 
certified  in  his  specialty,  and  was  a 
Fellow  of  the  American  College  of 
Surgeons,  of  the  American  Academy 
of  Chest  Physicians,  of  the  American 
Academy  of  Orthopedic  Surgeons, 
and  of  the  Latin  American  Society  of 
Orthopedic  Surgery  and  Trauma- 
tology. 

Dr.  Lloyd  B.  Whitman 

A retired  proctologist,  living  in 
Florida  for  the  past  25  years,  Lloyd 
Baldwin  Whitman,  M.D.,  died  in 
Delray  Beach,  Florida  on  April  6, 
1985.  A native  of  East  Orange,  bom 
in  1894,  Dr.  Whitman  received  his 
medical  degree  from  New  York  Medi- 
cal College  in  1916.  He  had  been  a 
member  of  our  Bergen  County  com- 
ponent, and  a member  of  the  Ameri- 
can Medical  Association.  In  1966, 
Dr.  Whitman  was  honored  with 
MSNJ’s  Golden  Merit  Award  in  rec- 
ognition of  his  50  years  as  a phy- 
sician. 
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nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  The  Journal  of 
the  Medical  Society  of  New  Jersey 
must  contain  the  following  language 
and  must  be  signed  by  all  authors; 

“In  consideration  of  The  Journal 
of  the  Medical  Society  of  New  Jersey 
taking  action  in  reviewing  and  edit- 
ing my  submission,  the  author(s) 
undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all 
copyright  ownership  to  the  Medical 
Society  of  New  Jersey,  in  the  event 
that  such  work  is  published  in  The 
Journal,  MSNJ.” 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2'’  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost ;; 
of  color  photographs  must  be  borne  ,i 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated^ 
parenthetically  or  as  a footnote  with  i| 
the  first  use  of  the  generic  name.  || 
Proprietaiy  names  of  devices  should:! 
be  indicated  by  the  registration  sym-i 
bol — ®.  ! 

The  summary  of  the  article  should: 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35, 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parenthesesj 
at  the  end  of  the  sentence.  The  refer-' 
ence  list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in  f 
which  they  are  first  cited  in  the  textjl 
The  style  of  reference  is  that  of  Zndex  | 
Medicos:  ! 

I 

1.  Goldwyn  RM;  Subcutaneous); 

mastectomy.  J Med  Soc  Njj 
74;1050-1052,  1977.  | 

2.  Dixon  WJ,  Massey  FJ;  Introduc- 1 

tion  to  Statistical  Analysis.  New  j 
York,  NY,  McGraw-Hill,  1969,  pp.  j 
42-48.  j| 

PUBUCATION  POLICY  || 

Receipt  of  each  manuscript  will  be  | 
acknowledged  and  a copy  delivered  j 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re-  | 
served  for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re-M 
viewers’  comments.  The  publication  1 
lag  for  original  articles  may  be  stxii 
months  or  more.  Galley  proofs  will  m 
be  submitted  to  the  author  for  cor-  j 
rection  of  typographical  errors.  j 

REPRINT  ORDERS  1 

Reprints  may  be  ordered  after  the  ■ 
author  is  notified  that  the  article  | 
has  been  selected  for  a specific  issue  j 
of  JMSNJ.  A check  for  the  cost  of  ; 
reprints  including  remake  charge  if| 
order  is  received  after  due  date  mustf 
accompany  the  order.  ; 

I 

COMMUNICATIONS  ! 

All  communications  should  be 
sent  to  the  Editor,  The  Journal). 
MSNJ,  2 Princess  Road,  Law-| 
renceville,  NJ  08648.  j 
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Transactions 

1985  House  Of  Delegates 


1984  TRANSACTIONS 

At  its  first  session  on  May  2,  1985,  the  House  of  Delegates  approved  the  Transactions  of  the  1984  House  of  Delegates 
as  published  in  the  July  1984  Transactions  of  The  Journal. 


ACTION  TO  LIMIT  DEBATE 

At  its  first  session  on  May  2,  1985,  the  House  of  Delegates  agreed,  upon  motion,  that  no  one  may  speak  more 
than  once  on  any  given  subject  except  in  rebuttal  or  by  express  permission  of  the  House,  and  that  floor  time 
in  each  instance  shall  be  limited  to  four  minutes  unless  exception  is  made  by  the  House. 


REPORTS  AND  RESOLUTIONS 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  Reference  Committee  to  which  they 
were  assigned.  The  House  takes  action  only  on  the  resolved  sections  of  a resolution. 
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Memorial  Resolution 


KENNETH  E.  Gardner,  m.d.,  1903-1984 


Whereas,  the  Almighty  has  chosen  to  call  from  us  His 
loyal  servant,  Kenneth  E.  Gardner,  M.D.;  and 
Whereas,  as  an  Officer  and  Fellow  of  the  Medical 
Society  of  New  Jersey,  Doctor  Gardner  served  the  mem- 
bers of  this  Society  and  the  people  of  New  Jersey;  and 
Whereas,  by  his  example  he  demonstrated  the  at- 
tributes of  a humanitarian  and  concerned  practi- 
tioner; now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 


expresses  its  sorrow  at  the  death  of  Kenneth  E.  Gard- 
ner, M.D.,  and  extends  its  sympathy  to  his  beloved 
family;  and  be  it  further 

Resolved,  that  this  Resolution  be  spread  upon  the 
minutes  of  this  meeting  and  a copy,  suitably  prepared, 
be  presented  to  his  bereaved  family  in  heartfelt  sym- 
pathy. 

Received  by  the  House  with  sorrowful  concur- 
rence. 


Memorial  Resolution 


John  F.  kustrup,  Sr„  m.d.,  1907-1984 


Whereas,  the  Almighty  has  chosen  to  call  from  us  His 
loyal  servant,  John  F.  Kustrup,  Sr.,  M.D.;  and 

Whereas,  as  a Fellow,  Officer,  and  AMA  Delegate 
of  the  Medical  Society  of  New  Jersey,  Doctor  Kustrup 
served  the  members  of  this  Society  and  the  people  of 
New  Jersey;  and 

Whereas,  by  his  example  he  demonstrated  the  at- 
tributes of  a humanitarian  and  a concerned  and  car- 
ing physicicin;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
expresses  its  profound  sorrow  at  the  death  of  John  F. 
Kustrup,  Sr.,  M.D.,  and  expresses  its  sympathy  to  his 
beloved  family;  and  be  it  further 
Resolved,  that  this  Resolution  be  spread  upon  the 
minutes  of  this  meeting  and  a copy,  suitably  prepared, 
be  presented  to  his  bereaved  family  in  heartfelt  sym- 
pathy. 

Received  by  the  House  with  sorrowful  concur- 
rence. 


Memorial  Resolution 

Albert  F.  moriconi,  m.d.,  1902-1985 


Whereas,  the  Almighty  has  chosen  to  call  from  us  his 
loyal  servant,  Albert  F.  Moriconi,  M.D.;  and 

Whereas,  by  his  example  and  life  he  demonstrated 
the  attributes  of  citizenship,  humanitarlanism,  and 
healer;  and 

Whereas,  as  an  Officer  and  Judicial  Councilor  of  the 
Medical  Society  of  New  Jersey,  Doctor  Moriconi  served 
the  members  of  this  Society  and  the  people  of  New 
Jersey;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
expresses  its  sorrow  at  the  death  of  Albert  F.  Moriconi, 
M.D.,  and  extends  its  sympathy  to  his  beloved  family; 
and  be  it  further 

Resolved,  that  this  Resolution  be  spread  upon  the 
minutes  of  this  meeting  and  a copy,  suitably  prepared, 
be  presented  to  his  bereaved  family  in  heartfelt  sym- 
pathy. 

Received  by  the  House  with  sorrowful  concur- 
rence. 
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Resolution  of  Recognition 


James  S.  Todd,  m.d.,  honorary  Fellow 


Whereas,  James  S.  Todd,  M.D.,  has  served  as  Trustee 
and  Chairman  of  the  Board  of  Trustees  of  the  Medical 
Society  of  New  Jersey;  and 
Whereas,  Doctor  Todd  so  distinguished  himself  in 
those  posts  and  as  a delegate  to  the  AMA  that  he  was 
elected  to  the  Board  of  Trustees  of  the  AMA  and 
Whereas,  Doctor  Todd  was  a founding  member  and 
Chairman  of  the  Board  of  the  New  Jersey  State  Medical 
Underwriters,  Inc.,  a nationally  recognized  professional 
liability  insurance  company:  and 
Whereas,  Doctor  Todd  has  served  as  President  of  the 
Physicians  Insurance  Association  of  America;  and 
Whereas,  Doctor  Todd  recently  has  been  named 
Senior  Deputy  Executive  Vice-President  of  the  AMA 
and 


Whereas,  Doctor  Todd  has  served  as  a commissioner 
to  the  Joint  Commission  on  Accreditation  of  Hospitals; 
and 

Whereas,  Doctor  Todd’s  service  to  the  Medical  So- 
ciety of  New  Jersey  and  its  members  can  only  be  de- 
scribed as  the  embodiment  of  “the  pursuit  of  excel- 
lence”: now  therefore  be  it 

Resolved,  that  in  recognition  of  these  achievements 
the  House  of  Delegates  of  the  Medical  Society  of  New 
Jersey  proclaims  and  bestows  upon  James  S.  Todd, 
M.D.,  the  singular  title  of  “Honorary  Fellow  of  the  Medi- 
cal Society  of  New  Jersey.” 

The  resolution  was  adopted  by  acclamation  by  the 
House. 


Resolution  of  Endorsement 


Palma  E.  Formica,  m.d. 

Whereas,  Palma  E.  FormiCcU  M.D.,  has  served  as  a 
Trustee  and  Officer  of  the  Medical  Society  of  New  Jer- 
sey; and 

Whereas,  Doctor  Formica  has  served  as  Chairman  of 
the  Board  of  Trustees  of  the  Medical  Society  of  New 
Jersey  and  presently  serves  as  a delegate  to  the  Ameri- 
can Medical  Association;  and 

Whereas,  Doctor  Formica  has  rendered  consistently 
outstanding  and  dedicated  representation  to  the  phy- 
sicians of  New  Jersey;  and 


Whereas,  Doctor  Formica  currently  is  a candidate  for 
the  Board  of  Trustees  of  the  American  Medical  Associa- 
tion; now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the  Medical  I 
Society  of  New  Jersey  strongly,  unanimously,  and  vig- 
orously supports  Palma  E.  Formica,  M.D.,  as  a can- 
didate for  the  AMA  Board  of  Trustees. 

The  resolution  was  adopted  by  acclamation  by  the  i 
House. 


Specialty  Society  Representation; 
Board  Of  Trustees 


Frank  Y.  Watson,  M.D.,  Chairman,  Montclair 

Specialty  Society  Representation  in  the  Medical 
Society  of  New  Jersey  House  of  Delegates.  Petitions 
for  seating  in  the  Medical  Society  of  New  Jersey  House 
of  Delegates  were  received  from  the  Vascular  Society 
of  New  Jersey  and  the  New  Jersey  Chapter,  American 
Academy  of  Pediatrics.  Applying  the  eriteria  estab- 
lished in  the  Bylaws,  the  following  recommendations 
are  submitted  by  the  Board  of  Trustees: 

1 . Vascular  Society  of  New  Jersey  (117  members; 
95  percent  membership  in  the  Medical  Society  of  New 
Jersey). 

RECOMMENDATION:  That  the  Vascular  Society  of 
New  Jersey  be  granted  representation  in  the  House  of 
Delegates. 

2.  New  Jersey  Chapter,  American  Academy  of 
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Pediatrics  (590  members;  64  percent  membership  in  | 
the  Medical  Society  of  New  Jersey).  [ 

RECOMMENDATION:  That  the  New  Jersey  Chap-  | 
ter,  American  Academy  of  Pediatrics  not  be  granted  | 
representation  in  the  House  of  Delegates  at  this  time,  j 
since  it  does  not  meet  the  Bylaw  criteria*  || 

At  the  first  session,  the  House  of  Delegates  acted  i 
as  a committee  of  the  vdiole  and  granted  represen-  j 
tation  in  the  House  of  Delegates  to  the  Vascular  So-  i. 
ciety  of  New  Jersey. 


* Bylaw  Criteria:  a)  Membership  exceeding  200,  or  evidence  || 
that  200  physicians  do  not  practice  that  specialty  within  New 
Jersey,  with  b)  at  least  80  percent  belonging  to  the  Medical t; 
Society  of  New  Jersey.  4 
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Reference  Committee  “A” 


Reports:  PRESIDENT/CHAIRMAN  OF  THE 
BOARD  OF  TRUSTEES 
JUDICIAL  COUNCIL 
AMA  DELEGATION 
EXECUTIVE  DIRECTOR 
COMMITTEE  ON  LONG-RANGE 
PLANNING  AND  DEVELOPMENT 
COMMITTEE  ON  IMPAIRED  PHYSICIANS 
RESOLUTIONS  *1,  2,  3,  5,  6,  10,  13,  15, 
19,  20 


Members: 

Arthur  Ginsburg,  M.D.,  Chairman,  Morris 
John  C.  Baker,  M.D.,  Atlantic 
E.  Arthur  Kratzman,  M.D.,  Union 
Giovanni  Lima,  M.D.,  Essex 
Jeffrey  M.  Solomon,  M.D.,  Cumberland 
Patricia  G.  Klein,  M.D.,  Alternate,  Bergen 


PRESroENT  AND 

Chairman  of  the  Board  of  Trustees 


Frank  Y.  Watson,  m.d.,  montclair 

(Reference  Committee  “A”) 

i 

For  several  years  the  principal  activity  of  the  Medical 
, Society  of  New  Jers^  has  been  dealing  with  govern- 
ment, or  so  it  seems  when  one  notes  the  large  number 
' of  items  on  the  agendas  of  the  Board  of  Trustees’  meet- 
ings in  which  the  Medical  Society  is  asking  the  govem- 
i ment  to  do  something,  is  opposing  something  the  gov- 
jemment  has  done,  or  is  attempting  to  cope  with  prob- 
lems arising  from  governmental  action  or  inaction. 

The  work  of  the  Board  of  Trustees  during  the  past 
I year  has  been  no  exception.  Several  items  addressed 
by  the  Board  follow.  A considerable  amount  of  time  and 
I effort  by  members  of  the  Board  of  Trustees  and  by 
members  of  the  staff  of  the  Medical  Society  was  re- 
iqulred  to  assist  members  of  the  Medical  Society  in 
understanding  these  matters  and  in  assisting  the 
members  in  dealing  with  them. 

* 1.  Beginning  July  1,  1984,  the  federal  government 

Ifroze  Medicare  reimbursement  levels  for  physlcans’ 
[services  for  a period  of  15  months  and  created  two 
classes  of  physicians,  namely  “participating”  and 
“nonparticipating”  physicians. 

2.  On  or  about  October  15,  1984,  the  PRO  of  New 
Jersey  notified  the  hospitals  throughout  the  state  that, 
^retroactively  as  of  October  1,  1984,  PSRO  review  of 
Medicare  cases  would  be  replaced  by  PRO  review  under 
much  more  stringent  criteria  than  were  used  in  PSRO 
review.  The  concurrent  review  that  was  an  integral 
part  of  PSRO  was  replaced  with  post  facto  review  cou- 
jpled  with  retroactive  denial  of  payments  for  services 
Irendered  in  those  cases  found  not  to  meet  the  more 
Istrlngent  utilization  criteria,  thus  placing  the  hospital 
jat  considerable  potential  financial  risk, 
j 3.  TEFRA  regulations  mandating  a new  form  of  re- 
limbursement  for  hospital-based  physicians  were  im- 
plemented as  of  January  1,  1985.  These  regulations 
mandated  itemized  billing  to  Part  B for  all  services 
provided  personally  by  a physician  directly  to  or  for  a 
pcirticular  patient. 

4.  Dealing  with  the  avalanche  of  proposed  state 
rr  6 


legislation  having  a potential  impact  in  the  health  care 
field  continues  to  be  a major  ongoing  challenge.  From 
the  thousands  of  bills  introduced  into  the  legislature 
this  year,  the  Council  on  Legislation  culled  several 
hundred  on  which  they  recommended  a position  and 
action  for  the  Board  of  Trustees  to  consider.  Among 
those  bills  are  numerous  ones  seeking  a license  for  or 
seeking  to  expand  the  license  of  paramedical  person- 
nel. Particularly  active  this  year  were  the  chiropractors, 
respiratory  therapists,  radiologic  technicians,  op- 
tometrists, and  physicians’  assistants. 

5.  The  escalating  cost  of  professional  liability  is  an 
ongoing  concern  of  the  Board  of  Trustees.  While  the 
Medical-Inter  Insurance  Exchange  of  New  Jersey  is 
sound  financially  and  has  one  of  the  most  sophisti- 
cated, efficient,  and  cost-effective  claims  processing 
programs  of  any  professional  liability  insurance  com- 
pany in  the  United  States,  the  overall  cost  of  pro- 
fessional liability  insurance  continues  to  rise  due  to 
the  increasing  number  of  claims  and  to  the  significant 
Increases  in  the  size  of  awards  made  by  juries.  This 
is  being  addressed  through  an  intensification  of  the 
Risk  Control  Program  conducted  by  MIIENJ  and  MSNJ 
and  through  tort  reform  legislation  which  seeks  modi- 
fication of  the  current  statute  of  limitations,  a con- 
sideration of  collateral  source  payments  in  the  satis- 
faction of  an  award,  a provision  for  structured  settle- 
ments in  cases  of  permanent  disability  requiring  long- 
term care,  and  an  affidavit  of  a credentlaled  expert  on 
behalf  of  a plaintiff  filing  a lawsuit. 

6.  This  year  we  also  learned  that  professional  liab- 
ility can  arise  from  sources  other  than  the  claims  of 
malpractice  by  a patient.  Kevin  D.  Marin,  the  Com- 
missioner of  Insurance,  in  considering  possible 
alternatives  to  recapture  the  loss  experienced  by  the 
State  Reinsurance  Association,  gave  thought  to 
assessing  all  physicians  in  the  state  as  a convenient 
way  to  reduce  the  $50 -t-  million  deficit  faced  by  the 
State  Reinsurance  Association. 
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7.  Furthermore,  the  Commissioner,  by  equating 
with  Incompetence  the  settlement  of  a claim  or  loss  of 
a case  In  court,  slmpllstlcally  reasoned  that  the  pro- 
fessional liability  problem  could  be  solved  by  finding 
the  “bad  apples”  and  removing  them  from  the  barrel. 
Following  negotiations  with  the  Commissioner  by  rep- 
resentatives of  MSNJ  and  MIIENJ,  the  Commissioner 
appointed  a task  force  to  study  the  medical  malprac- 
tice deficit  of  the  Reinsurance  Association  and  other 
matters  that  may  be  contributing  to  the  overall  pro- 
fessional liability  problem.  Representatives  from  MSNJ 
and  MIIENJ  were  appointed  to  the  task  force,  the  work 
of  which  still  is  in  progress  at  this  time. 

8.  The  attempt  by  the  Internal  Revenue  Service  to 
reject  as  a business  expense  the  payment  of  the 
subordinated  loan  by  physicians  who  originally 
purchased  professional  liability  coverage  through 
MIIENJ  has  been  challenged  in  court  by  the  Medical 
Society.  This  has  required  ongoing  monitoring  by  the 
Board  of  Trustees.  At  risk  is  approximately  $22  million. 
So  far,  approximately  $18  million  have  been  exempted 
from  taxation  through  expiration  of  the  statute  of  limi- 
tations, negotiation  with  the  Internal  Revenue  Service, 
or  by  a favorable  ruling  of  the  court.  The  status  of  the 
remaining  $4  million  is  to  be  determined. 

9.  The  resolution  adopted  by  the  1984  House  of  Del- 
egates pertaining  to  a study  regarding  the  feasibility 
of  having  a collective  bargaining  agent  for  physicians’ 
services  attracted  the  attention  of  the  Federal  Trade 
Commission,  which  conducted  an  investigation  of  the 
Medical  Society  of  New  Jersey  related  to  the  potential 
violation  of  price  fixing  and  market  restraint.  Only 
after  considerable  correspondence  and  negotiation 
over  a stx-month  period  did  the  New  York  office  of  the 
FTC  conclude  that  they  had  found  no  evidence  that  the 
Medical  Society  had  acted  unlawfully  and  recommend- 
ed that  the  file  on  our  case  be  closed.  I observe  with 
some  uneasiness  that  this  investigation  did  occur  in 
1984. 

Recognizing  that  the  New  Jersey  Hospital  Associa- 
tion and  the  Medical  Society  of  New  Jersey  are  the  two 
principal  organizations  in  the  state  primarily  devoted 
to  health  care,  and  further  recognizing  that  both  or- 
ganizations should  work  together  as  closely  as  possible 
in  dealing  with  the  health  care  issues  within  the  state, 
their  respective  Boards  of  Trustees  have  continued  to 
seek  ways  of  constructively  addressing  issues  of 
mutual  concern.  Your  President  served  as  an  ex-officio 
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member  of  the  Board  of  Trustees  of  the  Hospital  As-  a 
soclatlon,  and  Mr.  Louis  Sclbetta,  President  of  the  New ! 
Jersey  Hospital  Association,  attended  the  meetings  of 
our  Board  of  Trustees  and  actlvefy  participated  in  its  i 
deliberations.  The  Executive  Committees  of  both 
Boards  met  perlodlcalty,  and  this  year  there  was  a joint 
meeting  of  the  Boards  of  Trustees.  Furthermore,  con-i 
tact  between  members  of  the  staff  of  both  organlza-i 
tlons  is  occurring  with  Increasing  frequency. 

While  attendance  at  the  meetings  of  the  Board  of 
Trustees  each  month  by  Interested  members  of  thei 
Medical  Society  and  participation  in  the  deliberation! 
of  the  Board  by  these  attendees  remains  high,  the’ 
Board  encourages  further  attendance,  particularly  by  i 
the  leadership  of  all  county  medical  societies  and  alll 
medical  specialty  societies.  The  Board  feels  that  such 
attendance  and  participation  in  the  deliberations  ofi 
the  Board  is  probably  the  single  most  effective  means 
of  communication  between  the  Board  of  Trustees  andi 
the  members  at  large. 

The  combining  of  the  position  of  President  and 
Chairman  of  the  Board  of  Trustees  of  the  Medical  So- 
ciety of  New  Jersey  seems  to  have  met  the  expectations 
of  those  that  proposed  it.  The  line  of  responsibility  and 
accountability  has  been  clear,  and  the  flow  of  work 
between  the  President  and  the  staff  has  gone  smooth^.! 
While  this  new  arrangement  has  required  additional 
preparation  by  the  President  in  anticipation  of  presid- 
ing at  the  monthly  meetings  of  the  Board,  I have  not 
found  this  to  be  a burden. 

For  a full  accounting  regarding  the  tremendous  vol- 
ume, variety,  and  complexity  of  issues  dealt  with  by  the 
Board  of  Trustees,  reference  should  be  made  to  the 
summaries  of  the  minutes  of  the  Board  of  Trustees’ 
meetings  published  monthly  in  The  Journal  of  the 
Medical  Society  of  New  Jersey. 

This  report  would  not  be  complete  without  an  ac- 
knowledgement and  a very  sincere  thanks  to  the  nu-i 
merous  members  of  the  Society  who  served  so  diligent-i  ■ 
ly  and  effectively  on  the  numerous  councils  and  com-j 
mlttees  of  the  Medical  Society  and  to  the  members  ofj 
the  staff  whose  diligent,  skillful,  and  competent  woricj 
goes  largely  unobserved,  and  yet  is  absolutely  essentialj 
to  the  smooth  functioning  of  the  MSNJ.  j 

The  Reference  Committee  recommends  that  the  rei 
port  be  filed,  with  commendation  to  the  President,  j 
HOUSE  ACTION:  Filed,  with  commendation  to  thi; 
President.  i 
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Judicial  Council 

Frederick  W.  Durham,  m.d.,  chairman,  haddonfield 

(Reference  Committee  “A") 


Apart  from  its  work  as  an  appellate  tribunal,  con- 
sidering matters  originally  handled  by  county  judicial 
committees,  the  Judicial  Council  has  responsibility, 
under  the  Bylaws,  to  supervise,  direct,  and  keep  re- 
cords of  all  complaints  dealt  with  by  county  judicial 
committees.  However,  the  volume  of  business  requir- 
ing its  attention  has  necessitated  fewer  meetings  this 
year. 

FYom  the  official  findings,  the  Council  hereby  pres- 
ents a summary  of  its  operations  and  those  of  judicial 
committees  from  May  5,  1984,  to  March  1,  1985. 


By  Judicial  Committees 

Complaints  reported  as  disposed  of  42 

Alleging: 

Dissatisfaction  concerning  fees  ..  20 

Dissatisfaction  concerning  medical 

procedures  7 

Unprofessional  conduct  7 

Dissatisfaction  concerning 

professional  ethics  8 

By  Judicial  Council 

Meetings  held  1 

Official  communications  acted 

upon  125 

Appeal  hearings  requested  1 

Appeal  hearings  granted  0 

Formal  opinions  rendered  0 

RESOLUTION  18— FEE  DISPUTES 


The  1984  House  of  Delegates  adopted  the  following 
amended  version  of  Resolution  ^18: 

Resolved,  that  the  Medical  Society  of  New  Jersey  re- 
mind all  county  societies  that  they  must  conform  to 
the  judicial  mechanism  as  outlined  In  Judicial  Coun- 
cil Opinion  No.  29  (January  21,  1981)  when  dealing 


with  excessive  fee  disputes;  and  be  it  further 
Resolved,  that  an  additional  protocol  be  established 
to  allow  review  of  fee  complaints  against  physicians 
made  to  the  Board  of  Medical  Examiners  when  such 
complaints  are  forwarded  by  the  respondent  (defen- 
dant) physician. 

All  county  societies  are  reminded  that  fee  disputes 
must  be  processed  in  accordance  with  Opinion  No.  29. 

Additionally,  if  a member  who  is  a defendant  in  a 
State  Board  of  Medical  Examiners’  review  wishes  to 
have  that  situation  reviewed  and  commented  upon  by 
his  Judicial  Committee,  that  Committee  should  honor 
his/her  request. 

OPINION  NO.  29:  OFFICIALLY  ADOPTED 
JANUARY  21,  1981 

A number  of  Inquiries  have  been  received  by  the 
Judicial  Council  regarding  the  appropriateness  of  es- 
tablishing “Fee  Review  Committees.” 

The  Judicial  Council  requested  legal  counsel  to  ad- 
vise us  in  this  regard  since  there  are  questions  related 
to  antitrust  and  the  Federal  Trade  Commission. 

Legal  counsel  has  advised  that  questions  and  com- 
plaints regarding  fees  are  specifically  within  the 
jurisdiction  of  the  judicial  mechanism  of  the  Medical 
Society  of  New  Jersey  and  the  judicial  committees  of 
the  component  societies  and  should  be  treated  accord- 
ingly as  questions  of  ethics  and  professional  conduct. 

County  society  judicial  committees  should  conduct 
themselves  accordingly.  They,  of  course,  may  utilize  the 
opinions  of  specialists  or  advisory  committees  in 
reaching  their  determinations. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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AMA  Delegation 

WQ.LIAM  J.  D’EUA,  M.D.,  CHAIRMAN.  SPRING  LAKE 

(Reference  Committee  “A”) 

The  AMA  Delegation  of  the  Medical  Society  of  New 
Jersey  Is  pleased  to  submit  this  annual  report.  Major 
Items  before  the  AMA  House  of  Delegates  during  this 
past  year  are  listed  below: 

1.  PRO  Regulation.  The  AMA  Is  opposing  the  Ad- 
ministration’s use  of  arbltraiy  admission  and  quality 
objectives  In  PROs,  will  monitor  PRO  activities,  and 
will  seek  remedial  legislation  to  correct  deficiencies. 

2.  Hospital  Medical  Staff  Joint  Ventures.  The  AMA 
Board  of  Trustees  will  review  this  Issue  and  consider 
the  development  of  guidelines  for  use  by  hospital  medi- 
cal staffs. 

3.  Board  Imposed  Bylaws.  The  AMA  Board  of 
Trustees  Is  considering  entering  a lawsuit  In  support 
of  the  medical  staff  of  Methodist  Hospital,  Philadel- 
phia. regarding  unilateral  changes  In  the  medical  staff 
bylaws. 

4.  Media  Campaign  to  E^nhance  Physician  Image. 

The  AMA  will  begin  a program  of  public  education  to 
Increase  public  awareness  that  physicians  are  patient 


EixECUTivE  Director 

Vincent  A.  Maressa.  lawrenceville 

(Reference  Committee  “A”) 

Management  of  the  affairs  of  the  Society  continues 
to  be  a pleasurable  experience  for  me,  although  the 
Issues  confronting  the  membership  often  are  Irritating 
and  distasteful.  During  this  past  year,  a considerable 
amount  of  energy  and  resources  has  been  spent  on 
Medicare  reimbursement  and  all  It  entails,  along  with 
the  worsening  professional  liability  situation. 

The  difficulties  of  bringing  federal  Medicare  expen- 
ditures under  control  will  continue  to  produce  many 
misdirected  and  misguided  solutions.  Having  initially 
underestimated  the  potential  field  of  eliglbles  and  the 
frequency  and  severity  of  services,  the  government  is 
well  on  its  way — through  PRO — to  rationing  those  ser- 
vices. There  is  no  realistic  probability  of  PRO  being 
repealed  or  significantly  altered  via  litigation.  The 
course  we  will  have  to  follow  Is  meaningful  adjustment 
and  management.  A concerted  effort  by  the  AMA  and 
state  societies,  1 believe,  can  produce  such  a result. 

Professional  liability  continues  to  be  a highly  visible 
and  obnoxious  problem.  The  AMA  recently  has  com- 
pleted an  exhaustive  study  and  will  be  recommending 
a wide  range  of  solutions.  The  ultimate  solution,  from 
my  perspective,  rests  with  the  physician  community. 
At  this  point  we  simply  have  not  seen  the  medical 
community  commit  itself  to  expending  the  necessary 
effort. 

Objective  analysis  leads  one  to  the  conclusion  that 
there  are  three  possible  solutions:  1)  reduce  the  fre- 
quency of  negligent  practice;  2)  convince  patients  not 
to  assert  claims;  3)  passage  through  the  legislative 
process  of  meaningful  tort  reform. 


advocates. 

5.  Relative  Value  Scales.  Adopted  a resolution  op- 
posing the  compulsory  use  of  any  relative  value  scales 
for  determining  physician  fees. 

6.  Federal  Mandate  for  Pluralism.  Adopted  a reso- 
lution that  requires  the  Association  to  seek  legislation  j 
to  mandate  employers  to  offer  their  employees  various 
types  of  health  service  designs  Including  traditional  1 
Indemnity  Insurance. 

There  are  many  more  actions  that  could  be  dis- 1 
cussed,  but  time  and  space  are  limited.  1 am  pleased 
to  report  that  Doctor  Frank  Campo  has  been  appointed 
to  the  AMA  Ad  Hoc  Committee  on  Foreign  Medical 
Graduates  and  that  Doctor  Palma  E.  Formica  has  been 
appointed  to  the  AMA  Council  on  Long-Range  Plan- 
ning and  Development.  ' 

The  Reference  Committee  recommends  that  the  re-j| 
port  be  filed. 

HOUSE  ACTION:  Filed. 


I personally  feel  we  must  pursue  all  three  with  equal 
vigor.  The  first  area  is  true  risk  prevention  and  be- 
comes a quality  of  care  issue.  We  know  it  works  be- 
cause anesthesiologists  in  New  Jersey  have  been  work- 
ing at  It  for  seven  years  and  have  produced  convincing 
proof.  While  the  Medical  Inter-lnsurance  Exchange  ol 
New  Jersey  data  produced  higher  rates  ( + 24. 1 percent 
for  all  other  specialties  in  February  1985,  anes  i 
thesiologists  experienced  not  only  a stabilization  bu| 
a minor  reduction  from  1984  rates.  The  second  arcc 
also  Is  risk  prevention  through  physician-patient  rap| 
port.  The  attitude  and  demeanor  of  the  physician  ai’ 
perceived  by  the  patient  is  as  great  a factor  in  clalni 
production  as  the  perception  of  a real  or  Imaglnec 
negligent  act.  The  third  area  Is  tort  reform.  The  legla 
lature  responds  to  pressure.  No  member  of  the  legla 
lature  is  going  to  become  an  advocate  of  tort  refom^ 
without  pressure  from  local  physicians.  While  th^ 
Medical  Society  of  New  Jersey  and  the  Medical  Intei; 
Insurance  Exchange  of  New  Jersey  can  assisj 


thousands  of  doctors  must  call  or  write  the  member 
of  the  Senate  and  Assembly  to  request  favorable  actio 
on  the  bills  currently  pending. 

All  three  of  the  above  can  and  would  produce  meai 
Ingful  results.  All  three  are  within  the  grasp  of  th 
membership.  The  result  obtained  will  be  related  direc 
ly  to  the  effort  expended. 

Pnmmittpp  recommends  that  the  r 


port  be  filed. 

HOUSE  ACTION:  Filed,  with  commendation  to  th  | 
Executive  Director. 


VOL.  82— NUMBER  7— JULY  TRANSACTIONS  1985 


Tl; 


Committee  on  Long-Range  Planning 
AND  Development 


Bernard  Robins,  m.d.,  chairman.  Springfield 

(Reference  Committee  “A") 

The  Committee  met  on  October  24.  1984,  and  Janu- 
ary 10.  1985.  Attendance  was  satisfactory. 

1.  Procedure  for  Processing  Physician  Appli- 
cations for  Membership.  A communication  was  re- 
ceived from  the  Resident  Governing  Council,  indicat- 
ing their  Interest  in  discussing  with  the  Committee 
the  formation  of  a resident  physician  section  at  the 
state  level,  similar  to  the  medical  student  section. 

The  Council  was  concerned  with  the  length  of  time 
it  takes  for  a resident  to  become  a member  of  the 
county  and  state  societies  after  making  application  for 
membership  at  the  county  level.  It  was  pointed  out  that 
a delay  of  from  6 to  12  months  in  the  process  is  not 
uncommon.  To  expedite  the  procedure  for  the  appli- 
cant, it  was  suggested  by  the  Council  that  the  appli- 
cation be  processed  at  the  state  level. 

In  its  discussion,  the  Committee  considered  the 
possibility  of  processing  the  application  for  member- 
ship at  MSNJ  and  the  concept  of  placing  residents  in 
the  category  of  provisional  members  pending  accep- 
tance at  the  county  level. 

It  has  been  estimated  that  approximately  80  percent 
of  residents  who  become  members  of  a medical  society 
retain  membership  in  the  organization  on  completion 
of  their  residencies.  Therefore,  the  Committee  believes 
it  would  be  advantageous  to  the  county  societies  if  the 
credentialing  process  was  expedited,  as  it  would  result 
in  increased  memberships.  It  was  emphasized,  how- 
ever, that  the  interview  process  should  be  continued 
at  the  county  level. 

There  are  approximately  3,000  resident  physicians 
in  New  Jersey,  1,050  of  whom  are  members  of  the  AMA, 
but  only  120  are  members  of  the  Medical  Society  of 
New  Jersey.  It  was  felt  that  the  potential  resident  phy- 
sician membership  would  be  enhanced  if  a more  ex- 
peditious application  procedure  was  developed. 

The  following  recommendations  of  the  Committee 
on  Long-Range  Planning  and  Development  were  ap- 
proved by  the  Board  of  Trustees  on  November  18,  1984: 
1 ) That  resident  physician  applications  for  provisional 
membership  be  processed  at  the  state  level.  (The  inter- 
view portion  of  the  credentialing  process  is  to  be  com- 
pleted at  the  county  level);  2)  That  simultaneously  with 
the  application  to  the  state  for  provisional  member- 
ship, an  application  for  membership  also  is  to  be  sub- 
mitted to  the  county  society;  3)  That  after  satisfactory 
completion  of  the  application  at  the  state  level,  a resi- 
dent physician  shall  be  admitted  as  a provisional  mem- 
ber for  a period  up  to  six  months,  with  the  proviso  that 
within  the  six-month  period  he  or  she  must  become 
a member  of  the  county  society  in  order  to  reach  full 
member  status  at  the  state  level;  and  4)  That  county 
societies  be  urged  to  expedite  the  credentialing  pro- 
cess. 

The  recommendations  are  being  referred  to  the 
Committee  on  Revision  of  Constitution  and  Bylaws  for 
processing  of  an  appropriate  amendment  to  the 
Bylaws. 


The  recommendation  of  the  Committee  on  Long- 
Range  Planning  and  Development  that  there  be  a stan- 
dard dues  assessment  of  $20  for  resident  physicians 
at  the  county  level  was  disapproved  as  the  Board  of 
Trustees  was  of  the  opinion  that  the  dues  assessment 
should  be  left  to  the  discretion  of  the  county  societies. 

2.  Review  of  MSNJ's  Councils  and  Committees. 
Overall,  the  Committee  agreed  that  the  Society’s  coun- 
cil and  committee  structure  is  an  efficient  organiza- 
tional format. 

One  major  point  with  reference  to  the  Society’s  coun- 
cils and  committees,  relating  to  member  benefits  and 
endorsed  programs,  was  brought  to  the  Committee’s 
attention. 

It  was  pointed  out  that  the  goal  of  having  Society- 
endorsed  programs  is  to  provide  members  with  high- 
quality  goods  and  services  at  the  lowest  cost  available, 
while  generally  producing  royalty  income,  l.e.,  the  sell- 
ing of  the  goodwill  and  name  of  the  Society  in  endors- 
ing a product  or  service. 

Currently,  the  Society’s  non-dues  income  is 
$721,000,  which  translates  to  26  percent  of  the  operat- 
ing budget.  Of  that  amount  $1 10,000  is  derived  from 
endorsed  programs.  Staff  believes  the  consistent  and 
comprehensive  management  of  this  area  would 
produce  a stabilization  of  dues  while  avoiding  a 
curtailment  of  services. 

The  Committee  on  Long-Range  Planning  and  De- 
velopment recognized  that  limitations  will  have  to  be 
set  as  to  what  items  will  be  acceptable.  In  particular, 
it  was  felt  that,  for  ethical  and  legal  reasons,  medical 
practice  items  should  be  excluded.  The  competitive 
aspect  also  will  have  to  be  taken  into  consideration. 
The  Committee  is  aware  that  in  certain  instances  de- 
cisions will  have  to  be  made  as  to  whether  the 
proposed  offering  is  a unique  item,  or  one  that  should 
be  open  to  competitive  bidding.  All  programs  will  re- 
quire the  approval  of  the  Board  of  Trustees. 

The  following  recommendations  were  approved  by 
the  Board  of  Trustees  at  their  February  1985  meeting; 
1 ) That  the  name  of  the  Committee  on  Medical  Defense 
and  Insurance  be  changed  to  the  Committee  on  Mem- 
bership Services;  and  2)  That  the  Committee  on  Mem- 
bership Services  be  responsible  for  monitoring  and 
reporting  on  all  endorsed  programs  of  the  Society 
(which  currently  include  the  physician  insurance  pro- 
grams, Legal  Services  Plan,  and  1.  C.  System,  Inc.),  for 
screening  all  new  offerings  of  products  or  services 
proposed  as  Society-endorsed  membership  benefit 
programs,  and  for  making  recommendations  on  these 
items  to  the  Board  of  Trustees. 

Criteria  for  evaluating  programs  for  MSNJ  sponsor- 
ship include; 

1 ) The  program  must  offer  goods  or  services  needed 
by  physicians  in  the  practice  of  their  profession  and 
the  management  of  their  practices. 

2)  The  goods  and  services  must  be  of  the  highest 
quality  and  must  be  priced  through  the  Society  at 
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rates  lower  than  those  generally  available  through 
market  sources. 

3)  No  program  shall  be  offered  which  competes  with 
the  professional  medical  services  of  any  member. 

4)  One  or  more  suppliers  of  the  goods  and  services 
are  to  be  studied  for  feasibility  and  desirability. 

5)  The  Committee  on  Membership  Services  should 
conduct  ongoing  review  of  all  programs.  All  endorsed 
programs  must  be  evaluated  at  least  annually. 

3.  Monitoring  of  Current  Medical  Society  of  New 
Jersey  Positions.  It  was  agreed  that  when  a standing 
position  of  the  Society  is  perceived  as  generating  a 
negative  image,  It  would  be  appropriate  for  the  Com- 
mittee on  Long-Range  Planning  and  Development  to 
recommend  that  the  position  be  revised  in  a positive 
way. 

4.  DRG  Position.  The  Committee  discussed  the  So- 
ciety’s present  position  on  DRGs:  ‘The  Society  Is  op- 
posed to  the  concept  of  DRG  methodology  and  will 
assume  a leadership  role  in  coordinating  opposition  to 
DRGs  and  in  supplying  data  to  the  legislature. 


The  Committee  observed  that  no  documented  data 
are  available  at  the  present  time  to  substantiate  the 
Society’s  objections  to  the  program. 

Since  DRGs  now  are  a fact  of  life,  It  was  felt  that 
perhaps  the  Society  should  assume  a more  positive 
Image,  but,  at  the  same  time,  maintain  the  integrity 
of  Its  position. 

The  Board  referred  the  question  of  the  current  pos- 
ition on  DRGs  to  the  Ad  Hoc  Committee  on  Presen-  i 
tation  of  MSNJ  DRG  Position  for  consideration  and  Ij 
report  back  to  the  Board  of  Trustees  In  March. 

The  Reference  Committee  noted  that  many  of  the  i 
recommendations  of  the  Committee  on  Long-Range  i. 
Planning  and  Development  have  received  serious  con- 
sideration and  implementation  by  the  Board  of : 
Trustees,  indicating  a process  of  careful  thought  and 
deliberation. 

The  Reference  Committee  recommends  that  the  re- 1 
port  be  filed. 

HOUSE  ACTION:  Filed. 
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Committee  On  Impaired  Physicians 

Boris  G.  Ivovich,  m.d.,  chairman,  clinton 

(Reference  Committee  “A”) 


The  Impaired  Physicians  Program  of  the  Medical 
Society  of  New  Jersey  has  continued  to  grow  in  both 
the  numbers  of  physicians  referred  as  well  as  in  na- 
itlonal  recognition  and  prestige.  The  following  are  some 
iof  the  highlights  of  the  past  yean 

1.  The  Sixth  AMA  Meeting  on  the  Impaired  Phy- 
Isician.  In  recognition  of  the  New  Jersey  leadership  In 
the  field,  the  AMA  selected  New  Jers^  as  the  site  of 
jthe  6th  national  meeting  on  the  Impaired  physician. 
^The  main  agenda  Involved  a comparison  of  the  pro- 
grams In  California,  Georgia,  and  New  Jers^.  The  par- 
ticipants left  with  a heightened  awareness  of  the  en- 
lightened stance  of  MSNJ  in  contributing  to  the  sup- 
port of  the  New  Jersty  program  which  provides  an 
excellent  model  for  other  states  to  replicate, 
j 2.  Treatment  Protocols.  The  Committee  has  de- 
moted considerable  time  to  the  development  of 
protocols  for  the  management  of:  a)  physicians  alleged 
|to  be  neurologlcally  impaired  or  senile  and  no  longer 
competent  practitioners;  b)  physicians  with  physical 
idlsabllltles  that  produce  Impairment  of  professional 
berformance:  and  c)  physicians  accused  of  sexual  mis- 
ponduct. 

I 3.  Treatment  Loan  Fund.  Increased  efforts  have 
oeen  made  to  expand  the  fund  In  order  to  be  able  to 
assist  our  “fallen  comrades”  In  meeting  the  costs  of 
:helr  rehabilitation.  An  ad  and  article  in  The  Journal 
jnet  with  very  limited  success.  Interest  on  advanced 
grant  funds  has  netted  several  thousand  dollars  for 
j:his  fund.  Further  fundraising  efforts  are  planned. 

; 4.  Auxiliary  Involvement.  An  increased  role  of  the 
kuxlliarles  in  case  detection,  family  involvement,  and 
undralslng  for  the  Treatment  Loan  Fund  has  been 
bstered.  A joint  educational  and  fundraising  con- 
erence  on  the  “Medical  Family:  Its  Strengths,  Its  Weak- 
lesses  and  Insuring  Its  Survival"  is  being  cosponsored 
yy  the  Auxiliaries  of  MSNJ  and  NJAOPS  with  the  Im- 
jalred  Physicians  Program. 

5.  State  Board  of  Medical  Examiners.  Improved 
laison  between  the  State  Board  of  Medical  Examiners 
ind  the  Impaired  Physicians  Program  has  become  a 
[eallty.  A breakfast  meeting  this  fall  opened  new  av- 
l:nues  of  dialogue  and  may  culminate  in  a formal 
I ducational  program  for  all  the  professional  licensing 
)oards. 

6.  Statistical  Summary— September  7,  1982,  to 
lecember  31, 1984.  Our  activities  best  are  Illustrated 
»y  the  following  statistics  on  the  program  activities  for 
he  last  yean 


I'otal  Cases 

Old  Cases  (prior  to  12/31/83)  129 

1984  Cases  69 

198 


M.D 169 

D.0 19 

D.V.M 4 

Student  3 

Other  3 

198 

Male  188 

Female  10 

1^ 


Impairment  (primary  illness) 


Alcohol  alone  

56 

/Ucohol/drugs  

14 

Alcohol/psychlatrlc  

3 

Subtotal 

73 

36.9% 

Drugs  alone  

41 

Drugs/alcohol  

17 

Drugs/psychiatric  

5 

Subtotal 

63 

31.8% 

Psychiatric  alone  

34 

Psychiatric/alcohol  

5 

Psychiatric/drugs  

4 

Subtotal 

43 

21.7% 

Senility  

9 

Physical  

9 

Other  

1 

Subtotal 

19 

9.6% 

Total 

100.0% 

Hospitalized 

Detox/rehab  

47 

Psychiatric  

14 

Present  Practice  Status 

In  active  practice  

. 141 

71.2% 

Seeking  employment  .. 

. 18 

9.1% 

Disabled/retired  

. 16 

8.1% 

License  suspended/ 

revoked/retired  

11 

5.6% 

Unable  to  locate  

8 

4.0% 

Deceased  

4 

2.0% 

100.0% 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Introduced  by;  Bergen  County  Medical  Society 
Subject:  Conflict  of  Interest 

Referred  to:  Reference  Committee  “A” 

Whereas,  there  are  many  systems  to  be  used  by  phy- 
sicians to  deliver  health  care;  and 
Whereas,  the  traditional  method  of  practice  for  most 
New  Jersey  physicians  has  been  private  practice;  and 
Whereas,  the  official  position  of  the  Medical  Society 
of  New  Jersey  is  to  support  a pluralistic  approach  to 
the  deliveiy  of  medical  services  without  advancing  one 
form  over  another;  and 

Whereas,  various  past  and  present  officers,  commit- 
tee and  council  members,  and  representatives  of  the 
Society  actively  have  advertised  for  various  alternative 
methods  of  health  care  delivery;  now  therefore  be  it 
Resolved,  that  officers,  representatives,  and  council 
and  committee  members  of  the  Medical  Society  of  New 
Jersey  actively  shall  not  advertise  any  system  of  health 
care  delivery  or  insurance  coverage  not  approved  of- 
ficially by  the  Society;  and  be  it  further 

Resolved,  that  any  individual  violating  the  above 
resolved  is  guilty  of  a conflict  of  interest  and  immedi- 


Resolution  *2 

Introduced  by;  Bergen  County  Medical  Society 

Subject:  Quality  of  Care 

Referred  to:  Reference  Committee  “A” 

Whereas,  the  stipulated  purpose  of  the  PRO  compo- 
nent of  the  recent  Medicare  amendments  is  to  contain 
costs;  and 

'Whereas,  the  AMA  actively  is  opposed  to  the  arbitrary 
admission  and  quality  objectives  in  the  activities  of 
PROS;  and 

Whereas,  the  Medical  Society  of  New  Jersey  House 
of  Delegates  previously  has  taken  a position  opposing 
government-mandated  peer  review;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
advise  the  Society  membership  that  it  is  inappropriate 
to  be  in  the  employ  of  the  PRO  while  active  within 
Medical  Society  of  New  Jersey  offices,  councils,  com- 


ately must  vacate  any  elective  or  appointive  position’ 
within  the  Society.  ; 

Resolution  ^1  was  considered  with  Resolution  ^3i 
The  Reference  Committee  felt  a physician  could  not 
precluded  from  advertising  a particular  type  of  health! 
care  delivery  system  or  insurance  coverage  and  stating 
his  or  her  past  or  present  affiliation  with  the  Medical 
Society  of  New  Jersey.  |; 

The  Reference  Committee  recommends  that  the  foLj| 
lowing  Substitute  Resolution  rather  than  Resolution;: 
^1  and  ^3  be  adopted. 

Resolved,  that  when  members  of  MSNJ  adverti&j 
any  system  of  health  care  delivery  or  fiscal  intermedii 
ary  and  state  their  present  or  past  affiliation  with 
MSNJ,  that  such  advertisement  should  include  a dis 
claimer  that  this  is  not  an  endorsement  by  MSNJ. , 

HOUSE  ACTION:  Not  adopted.  Resolution  ^1  wai 
rejected. 


mittees,  and  representative  positions. 

This  Resolution  generated  much  discussion,  witlj 
very  cogent  arguments  advanced.  The  Reference  Coir 
mittee  was  advised  by  the  President  that  the  Board  d 
Trustees  presently  is  working  on  a policy  to  encompass  j 
the  entire  conflict  of  interest  issue. 

The  Reference  Committee  recommends  that  Resei 
lution  ^2  be  referred  to  the  Board  of  Trustees  with  thl 
request  that  a report  be  made  to  the  entire  membe'i 
ship  as  soon  as  the  conflict  of  interest  policy  is  foi 
mulated. 

HOUSE  ACTION:  Adopted. 
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Resolution 

Introduced  by:  Union  County  Medical  Society 

Subject:  Advertisement  of  Society  Office  (Conflict  of  Interest) 

Referred  to:  Reference  Committee  “A” 


Whereas,  many  physician  members  of  the  Medical 
Society  of  New  Jersey  have  exercised  their  right  to 
jadvertise  their  participation  in  various  health  plans, 
!HMOs,  PPOs,  or  like  entities  in  advertisements  for 
(those  entities;  and 

Whereas,  identification  of  the  physician  as  the  pres- 
jent  or  former  holder  of  an  office  or  position  in  the 
|Medical  Society  of  New  Jersey  or  a component  society 
Imay  lead  the  public  to  assume  endorsement  by  the 
{Society  of  such  entity;  now  therefore  be  it 

Resolved,  that  members  of  the  Medical  Society  of 
iNew  Jersey  are  precluded  from  proclamation  of  their 
iposition,  present  or  former,  in  the  Medical  Society  of 
,New  Jersey  or  component  society  as  part  of  an 
I advertisement  for  any  health  plan,  fiscal  intermediary, 
HMO,  PPO,  or  like  entity  unless  that  entity  has  received 

I 
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the  specific  endorsement  of  MSNJ. 

Resolution  ^3  was  considered  with  Resolution  ^1. 
The  Reference  Committee  felt  a physician  could  not  be 
precluded  from  advertising  a particular  type  of  health 
care  delivery  system  or  insurance  coverage  and  stating 
his  or  her  past  or  present  affiliation  with  MSNJ. 

The  Reference  Committee  recommends  that  the 
Substitute  Resolution  rather  than  Resolutions  ^3  and 
^1  be  adopted: 

Resolved,  that  when  members  of  MSNJ  adyei:tise 
any  system  of  health  care  deliveiyjit4isc'Srintermedi- 
ary  and  state  thei£_p£eserrT'oi^ast  affiliation  with 
MSN<Tthat-8«t’I1’’a^  should  include  a dis- 

claimer that  this  is  not  an  endorsement  by  MSNJ. 

HOUSE  ACTION:  Not  adopted.  Resolution  ^3  was 
adopted  as  originally  submitted. 


Resolution  ^5 

Introduced  by:  Hospital  Medical  Staff  Section 

Subject:  Long-Range  Planning  for  Redistricting  of  Component  Societies 

Referred  to:  Reference  Committee  “A” 


: Whereas,  rapid  changes  in  law,  business,  and  general 

public  opinion  require  that  physicians  have  immedi- 
ate access  to  information  about  such  changes;  and 

Whereas,  professional  staff  with  the  ability  to  inter- 
pret such  data  and  carry  out  the  policies  of  the  Society 
I swiftly  and  with  a high  level  of  sophistication  absolute- 
ly are  necessary  in  the  future  together  with  modem 
! communication  equipment;  and 

Whereas,  the  present  county  setup  of  societies  can- 
not meet  the  challenge  of  the  1990s  because  small 
county  societies  do  not  have  the  financial  resources  to 
! provide  their  members  with  such  staff  and  equipment; 

I now  therefore  be  it 

Resolved,  that  the  Committee  on  Long-Rangg.£iarr 
ning  and  Development  be  empo\yp;®d'T5''study  the 
feasibility  of  restructiitiftg'TRe’TOmponent  societies 
along  populatkrrrTin^  rather  than  county  lines  with 
F©trgTTI>^qual  regions  of  perhaps  800  to  900  phy- 


sicians each;  such  regions  will  be  so  nearlyeguaLthat 
no  advantage  will  accme_toj3jae--f=eglT5frm^  another 
and  eachj;egio»-wrtH5e'abk  to  afford  a smoothly  oper- 
aHTTg''communications  and  information  center. 

The  Reference  Committee  felt  the  idea  of  restmctur- 
ing  was  sound  but  that  the  suggested  lines  should  not 
be  the  guiding  principle  in  such  restmctuiing. 

The  Reference  Committee  recommends  that  the  fol- 
lowing Substitute  Resolution  for  Resolution  be 
adopted: 

Resolved,  that  the  Committee  on  Long-Range  Plan- 
ning and  Development  consider -ether  methods  to  im- 
prove representation  of  all  members  of  MSNJ  but  that 
the  present  structure  of  the  county  and  medical  so- 
cieties not  be  disrupted  taking  into  consideration 
population  densities  and  practice  patterns. 

HOUSE  ACTION:  Adopted  Substitute  Resolution  as 
amended  by  the  House  of  Delegates. 
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Resolution  ^*^6 

Introduced  by:  Hospital  Medical  Staff  Section 

Subject;  Composition  of  the  Board  of  Trustees  of  MSNJ 

Referred  to:  Reference  Committee  “A” 


Whereas,  the  Committee  on  Long-Range  Planning 
and  Development  has  held  that  there  should  be  an 
equitable  method  of  selecting  trustees  that  more 
directly  will  reflect  present-day  needs  of  the  member- 
ship: and 

Whereas,  line  accountability  will  be  improved  if  each 
trustee  has  a direct  connection  with  the  component 
society  he  represents;  and 
Whereas,  component  societies  are  in  the  best  posi- 
tion to  judge  the  qualifications  of  nominees  who  are 
known  to  them;  now  therefore  be  it 
Resolved,  that  the  present  election  process  for 
trustees  be  changed  to  permit  each  component  society 
to  elect  one  trustee  from  among  their  membership, 
except  that  any  component  society  with  more  than  750 
members  shall  elect  a maximum  of  two  representa- 
tives; and  be  it  further 

Resolved,  that  this  resolution  be  referred  to  the 


Resolution  ^10 

Introduced  by: 

Subject: 

Referred  to: 

Whereas,  the  current  process  of  electing  MSNJ 
trustees  by  the  House  of  Delegates  on  the  judicial  dis- 
trict basis  may  not  provide  for  direct  accountability  to 
the  individual  county  medical  societies:  and 

Whereas,  the  concept  of  having  each  county  medical 
society  elect  their  own  trustee  would  provide  equal 
representation  of  county  medical  societies  on  the 
Board  of  Trustees:  and 

Whereas,  this  election  of  the  trustees  by  the  county 
medical  societies  would  result  in  direct  accountability 
of  each  trustee  to  his  county  medical  society;  now 
therefore  be  it 

Resolved,  that  the  present  election  process  of 
trustees  by  the  House  of  Delegates  on  the  judicial  dis- 
trict basis  be  changed  so  that  each  county  medical 
society  having  fewer  than  750  members  will  elect  one 
trustee  to  the  MSNJ  Board  of  Trustees;  and  be  it 
further 

Resolved,  that  a county  medical  society  with  more 


Committee  on  Revision  of  Constitution  and  Bylaws  for 
immediate  action  to  amend  the  Bylaws. 

Resolutions  ^6,  ^10,  and  ’^13  are  essentially  thel 
same.  Therefore,  the  Reference  Committee  considered 
them  as  one  resolution.  Although  there  was  mucK! 
debate,  the  members  of  the  Reference  Committee  felt! 
that  the  majority  of  those  present  favored  the  basic 
concept  of  the  Resolutions  and  that  Resolution  ^is! 
best  expressed  the  recommended  change.  The  Refer  j 
ence  Committee  believes  especially  that  the  third  Re-1 
solved  of  Resolution  ^13  would  help  to  achieve  a bettei 
dissemination  of  the  actions  of  the  Board  of  Trustees 
to  the  county  medical  societies. 

The  Reference  Committee  recommends  that  Reso 
lution  ^6  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  *6  was  re- 
jected. 


than  750  members  will  elect  two  trustees,  with  the 
proviso  that  no  county  will  have  more  than  two 
trustees  elected. 

Resolutions  ^6,  ^10,  and  ^13  are  essentially  th( 
same.  Therefore,  the  Reference  Committee  considerec 
them  as  one  resolution.  Although  there  was  much 
debate,  the  members  of  the  Reference  Committee  feh 
that  the  majority  of  those  present  favored  the  basic 
concept  of  the  Resolutions  and  that  Resolution  ^ll! 
best  expressed  the  recommended  change.  The  Refer 
ence  Committee  believes  especially  that  the  third  Rei 
solved  of  Resolution  ^13  would  help  to  achieve  a bette? 
dissemination  of  the  actions  of  the  Board  of  Trustees 
to  the  county  medical  societies. 

The  Reference  Committee  recommends  that  Reso 
lution  ^10  be  rejected.  j 

HOUSE  ACTION:  Adopted.  Resolution  ^10  was  ret 
jected. 


Tr  1' 


Bergen  County  Medical  Society 

Election  of  MSNJ  Trustees  by  County  Medical  Societies 
Reference  Committee  “A” 
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Resolution  ^13 

Introduced  by:  Monmouth  County  Medical  Society 
Subject;  Change  in  Election  Process  of  Trustees 

ReCeired  to:  Reference  Committee  “A" 

Whereas,  a recommendation  was  proposed  by  the 
Committee  on  Long-Range  Planning  and  Development 
that  the  election  of  trustees  by  the  House  of  Delegates 
be  discontinued:  and 

Whereas,  a change  in  the  present  election  process 
, would  afford  a more  democratic  procedure  of  election 
and  provide  equal  representation  of  the  county  medi- 
iCal  societies  on  the  Board  of  Trustees;  and 

Whereas,  the  decisions  of  the  Board  of  Trustees  are 
becoming  increasingly  more  important  to  the  everyday 
practice  of  medicine  and  their  input  and  information 
■ necessary  to  the  decision-making  process;  now  there- 
fore be  it 

Resolved,  that  the  House  of  Delegates  change  the 
present  election  process  for  trustees;  and  be  it  further 

Resolved,  that  each  county  medical  society  has  the 
responsibility  to  elect  or  appoint  one  trustee,  with  the 
provision  that  any  county  with  more  than  750  active 
members  shall  be  entitled  to  an  additional  trustee, 
with  a limitation  of  two  trustees  from  any  given  coun- 


Resolution ^*^15 

Introduced  by:  Monmouth  County  Medical  Society 
Subject:  MSNJ— One-Day  Seminar 

Referred  to:  Reference  Committee  “A” 

Whereas,  the  art  and  science  of  medicine  as  de- 
veloped over  the  centuries  by  our  predecessors  and  the 
application  of  the  art  and  science  of  medicine  as  mani- 
fest in  its  most  effective  and  personal  form  by  the 
physicians  of  New  Jersey  currently  is  being  under- 
mined. debased,  and  disrupted  by  well-intended,  but 
nonetheless  erroneous  and  at  times  dlscistrous.  inter- 
ference with  both  the  delivery  of  health  care,  as  well 
as  the  performance  of  health  care;  and 

Whereas,  there  has  been  a certain  lethargy  mani- 
fested by  the  body  of  the  medical  profession,  as  well 
as  a lack  of  unity  of  purpose  arid  a lack  of  strength 
of  voice,  and  an  absence  of  a slrigle  forum  which  has 
spoken  of  the  enormity  of  the  problems  facing  medi- 
cine as  seen  by  its  practitioners;  and 

Whereas,  the  lay  public,  patients,  legislators,  econ- 
omists, and  so  on,  and  even  our  own  uninformed  fellow 
physicians,  should  interpret  the  above-mentioned 
lethargy  to  be  our  measure  of  the  extent  of  the  problem; 
now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  call  on  all  of 
its  own  members,  its  fellow  members  of  the  Medical 


ty;  and  be  it  further 

Resolved,  that  said  trustee(s)  would  sit  on  the  ex- 
ecutive board  of  his  respective  county  medical  society 
thereby  being  directly  accountable  to  his  fellow  phy- 
sicians. 

Resolutions  ^6,  ^10,  and  ^13  are  essentially  the 
same.  Therefore,  the  Reference  Committee  considered 
them  as  one  resolution.  Although  there  was  much 
debate,  the  members  of  the  Reference  Committee  felt 
that  the  majority  of  those  present  favored  the  basic 
concept  of  the  Resolutions  and  that  Resolution  ^13 
best  expressed  the  recommended  change.  The  Referen- 
ce Committee  believes  especially  that  the  third  Re- 
solved of  Resolution  ^13  would  help  to  achieve  a better 
dissemination  of  the  actions  of  the  Boeird  of  Trustees 
to  the  county  medical  societies. 

The  Reference  Committee  recommends  that  Reso- 
lution ^13  be  adopted. 

HOUSE  ACTION:  Not  adopted.  Resolution  ^13  was 
rejected. 


Society  of  New  Jersey,  and  its  fellow  physicians  who 
are  not  members  of  the  Medical  Society  of  New  Jersey, 
to  attend  a one-day  seminar  in  New  Jersey;  such  sem- 
inar to  require  confirmation  of  attendance  by  all  re- 
quested to  come  and  to  be  held  on  a weekday  and  the 
agenda  to  be  drawn  up  by  the  Board  of  Trustees,  but 
to  include  the  areas  of  malpractice,  fee  controls,  and 
governmental  attempts  at  regulating  medical  judg- 
ment and  practice  at  the  expense  of  patient  well-being 
as  in  the  PRO  regulations. 

There  was  confusion  as  to  what  was  meant  by  this 
Resolution.  The  original  sponsor  was  not  present  to 
address  the  Resolution.  When  a delegate  from  Mon- 
mouth County  was  Informed  that  the  word  seminar 
was  Inappropriate  and  that  a protest  demonstration 
was  the  intent  of  the  Resolution.  The  Reference  Com- 
mittee felt  that,  at  this  time,  there  was  no  specific 
issue  to  engender  a successful  protest. 

The  Reference  Committee  recommends  that  Reso- 
lution ^15  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  ^15  was  re- 
jected. 
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THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Resolution  ^^^19 

Introduced  by:  E^sex  County  Medical  Society 

Subject:  Terminating  the  Use  of  Artificial  Feeding  and  Hydration  Methods  In  Patients 

Who  Have  Severe  Brain  Damage  or  Deterioration 
Referred  to:  Reference  Committee  “A” 


Whereas,  along  with  the  explosion  of  medical  care 
technology  over  the  last  several  decades  there  has  been 
a marked  increase  in  the  ability  to  sustain  life  over 
long  periods  of  time  by  artificial  supports,  particularly 
exemplified  by  the  mechanical  respirator  but  also  by 
feeding  and  hydration  methods  ranging  from  simple 
intravenous  fluids  to  eentral  venous  catheter  hyper- 
alimentation, and  also  refinements  on  the  old 
nasogastric  and  gastrostomy  feeding  tubes,  all  sup- 
plemented with  antibiotics  whenever  infection  super- 
venes; and 

Whereas,  it  would  appear  that  this  ability  to  sustain 
bodily  functions  almost  has  become  an  end  in  itself, 
forgetting  the  basic  condition  of  the  individual  patient 
and  the  possible  long-term  effects;  and 

Whereas,  prolonged  artificial  feeding  methods,  par- 
ticularly when  the  patient  has  severe  brain  damage  or 
dysfunction,  have  been  used  to  sustain  life  where  there 
are  no  signs  of  cognitive  living,  often  to  the  extreme 
anguish  of  the  families  of  such  patients,  let  alone  the 
apparent  useless  heavy  expenditure  of  capital  and  gov- 
ernmental funds;  and 

Whereas,  there  have  been  cases  of  severe  cere- 
brovascular accidents  with  persistent  total  coma  that 
have  been  maintained  for  a year  or  more  on 
nasogastric  tubes  or  other  artificial  feeding  methods, 
at  horrendous  expense  and  with  no  possibility  that  the 
patient  would  return  to  any  semblance  of  cognitive 
living;  and 

Whereas,  there  have  been  many  instances  when  fam- 
ilies of  such  deteriorated  patients  have  requested  that 
artificial  feeding  be  discontinued,  only  to  be  told  in  a 
condescending  “we- know-best"  manner  that  “one  can- 
not do  that  . . . feedings  must  be  eontinued  . . . where 
there  is  a spark  of  life,  there  is  a soul,”  and  other  sueh 
suggestively  self-serving  statements;  and 

Whereas,  New  Jersey  again  has  set  precedent  with 
the  recent  high  court  decision  in  the  Conroy  case 
which  stated  that  a nursing  home  patient,  eomatose, 
need  not  have  the  nasogastric  tube  feeding  continued 
against  the  family’s  wishes  since  there  had  been  an 
expressed  desire  by  the  patient  prior  to  her  coma  ill- 


ness that  no  heroic  support  measures  be  used  on  her.il 
and  this  feeding  method,  certainly  not  a natural  one,: 
was  deemed  heroic  when  used  to  sustain  her  state  ofi 
nonexistence  for  months  and  months;  and  i 

Whereas,  society  now  is  coming  to  realize  more  and' 
more  that  quality  of  life  is  much  more  important  than! 
just  its  simple  prolongation  when  there  has  been  in-, 
creasing  irreversible  deterioration  of  all  thought  pro-j 
cesses;  now  therefore  be  it  i 

Resolved,  that  the  standards  of  good  medical  prac-j 
tice  in  the  long-term  care  of  patients  who  have  severe 
brain  damage  or  dysfunction  and  who  show  no| 
evidence  that  they  ever  will  be  able  to  return  to  a state 
of  vital  cognitive  life  and  who  cannot  or  will  not  take 
oral  fluids  and  nourishment  no  longer  should  include 
forced  artificial  alimentation  and  hydration  on  a con- 
tinued basis,  such  as  by  the  intravenous  or  central 
catheter  routes,  or  nasogastrie  or  gastrostomy  tube 
feeding,  or  any  other  invasive  methods,  all  of  which 
simply  would  prolong  bodily  existence  but  not  life;  and 
be  it  further 

Resolved,  that  previously  expressed  desires  of  pa- 
tients and  certainly  the  wishes  of  responsible  family 
members  who  request  termination  of  artificial  feeding 
should  be  heeded,  and  no  longer  should  medical  and 
health  facility  personnel  try  to  force  continuation  of 
such  alimentation  against  the  wishes  of  the  family  or 
other  persons  responsible;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
and  in  turn  the  American  Medical  Association  should 
promote  and  publicize  these  concepts  of  caring  and 
kindness  to  patients  and  their  concerned  families. 

Resolutions  ^19  and  ^20  were  considered  together 
by  the  Reference  Committee. 

Because  of  the  complexity  of  the  issues  involved,  the 
Reference  Committee  recommends  that  Resolutions 
*^19  and  ^20  be  referred  to  the  Committee  on{ 
Biomedical  Ethics,  which  actively  is  addressing  these! 
issues  in  light  of  present  legislation  and  social  at-j 

titude.  I 

HOUSE  ACTION:  Adopted.  Resolution  *19  was  re-! 
ferred  to  the  Committee  on  Biomedical  Ethics. 


I 
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Resolution  *20 

Introduced  by:  Essex  County  Medical  Society 

Subject:  Withholding  of  Acute  Care  to  Patients  with  Irreversible  Severe  Brain  Dysfunction 

Referred  to:  Reference  Committee  “A” 


Whereas,  many  of  the  advances  in  medical  therapy 
and  care  over  the  past  generation  have  caused  marked 
improvement  in  survival  from  serious  illness  (which  is 
wonderful  for  patients  who  have  been  able  to  get  back 
to  vital  active  living),  but,  also,  these  have  had  the  very 
negative  effect  of  prolonging  the  unhappy  lives  of  many 
patients  who  have  severe  irreversible  brain  dys- 
function and  who  normally  would  have  succumbed  to 
pneumonia  or  other  acute  illnesses;  and 
Whereas,  there  is  an  increasing  population  of  these 
persons,  often  bedridden,  usually  existing  in  nursing 
institutions  in  a noncognitive  and  noncornmunicative 
state,  requiring  total  care,  and  imposing  a tremendous 
emotional  and  financial  drain  on  their  families  and 
;others  responsible  for  them;  and 

Whereas,  there  have  been  more  and  more  thoughtful 
discussions  and  expressions  on  the  part  of  patients, 
'families,  theologians,  philosophers,  and  all  those  in- 
volved in  caring  for  these  patients  as  to  how  to  give 
.them  good  care  but  not  prolong  their  sad  existence  in 
a live  body  but  with  a mind  that  long  since  totally  and 
‘irretrievably  has  gone;  now  therefore  be  it 
I Resolved,  that,  in  the  light  of  evolving  philosophical, 
('ethical,  and  legal  principles,  there  are  new  standards 
emerging  regarding  the  withholding  of  life-saving 
acute  care  treatment  for  chronically  ill  patients  who 
have  severe  irreversible  brain  dysfunction,  and  these 
need  to  be  promulgated  more  widely,  starting  with  the 
I Medical  Society  of  New  Jersey  and  the  American  Medi- 
‘cal  Association  as  well  as  hospital,  nursing,  religious, 
land  other  groups;  and  be  it  further 

Resolved,  that,  with  the  particular  instance  of  an 
.acute  illness  (infectious  or  cardiovascular)  striking  a 
I chronically  ill  institutionalized  or  home-nursed  pa- 


tient who  has  had  progressive  severe  brain  dys- 
function and  has  lost  all  cognitive  life,  just  existing  to 
be  fed  and  diapered,  the  proper  ethical  and  caring 
reaction  to  such  an  event  for  those  involved  would  be 
as  follows; 

For  the  attending  physician;  It  should  be  deemed 
ethically  correct  and  within  the  standards  of  good 
medical  practice  for  him  to  withhold  antibiotic  and 
other  acute  curative  and  special  support  therapy,  but 
make  sure  that  good  nursing  care  is  continued. 

For  the  nursing  facility;  The  urge  to  shift  the  patient 
to  an  acute  care  hospital  in  order  to  “do  something” 
should  be  avoided,  as  long  as  good  nursing  care  is 
present  or  can  be  arranged. 

For  the  family  (if  there  is  one)  and  others  respon- 
sible; To  be  avoided  staunchly  is  acquiescing  to  heroic 
measures  just  to  have  the  patient  survive  in  a still 
further  depleted  state  until  the  next  episode. 

For  the  patient:  This  individual  noncognitive  person 
should  be  allowed  to  “let  nature  take  its  course”  with 
tender  nursing  care  and  proper  medications  for  com- 
fort but  not  for  further  extension  of  sad  survival  days 
in  an  un-living  state. 

Resolutions  ^19  and  *20  were  considered  together 
by  the  Reference  Committee. 

Because  of  the  complexity  of  the  issues  involved,  the 
Reference  Committee  recommends  that  Resolutions 
^19  and  *20  be  referred  to  the  Committee  on 
Biomedical  Ethics,  which  actively  is  addressing  these 
issues  in  light  of  present  legislation  and  social  at- 
titude. 

HOUSE  ACTION:  Adopted.  Resolution  *20  was  re- 
ferred to  the  Committee  on  Biomedical  Ethics. 


i 
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Reference  Committee  “B” 


Reports:  SECRETARY 
TREASURER 

COMMITTEE  ON  FINANCE  AND  BUDGET 
COMMITTEE  ON  ANNUAL  MEETING 
NOMINATIONS  FOR  EMERITUS 
MEMBERSHIP 
RESOLUTION  ^27 


Members: 

John  W.  Holdcrajt,  M.D.,  Chairman,  Gloucester 
Angelo  S.  Agro,  M.D.,  Camden 
Fred  M.  Palace,  M.D.,  Morris 
Benjamin  I.  Smolenski,  M.D.,  Burlington 
Joseph  P.  Zawadsky,  M.D.,  Middlesex 
Rudolf  E.  Schwaeble,  M.D.,  Alternate 
(absent),  Morris 


Secretary 


Arthur  Bernstein,  m.d.,  millburn 

(Reference  Committee  “B”) 


The  office  of  the  Secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of  member- 
ship records,  correspondence,  minutes  of  Board  of 
Trustees’  meetings,  telephone  inquiries,  and  comple- 
tion of  numerous  questionnaires  originating  from 
various  sources. 

During  the  administrative  year,  the  Secretary  at- 
tended the  meetings  of  the  Board  of  Trustees  and  the 
several  committees  of  which  he  is  chairman,  member, 
or  advisor. 

MEMBERSHIP  (AS  OF  DECEMBER  31.  1984) 


Active:  Paid  7,609 

Exempt  922 

Resident:  Paid  Ill  8,642*** 

*Associate:  Paid  30 

**Affiliate:  Paid  95 

Exempt  4 

State  emeritus  771 

Total  of  above  9,542 

State  honorary  8 

New  and  reinstated  members: 

Active  523 

Resident  76 

State  emeritus  1 

* Associate  31 

** Affiliate  2 

Change  of  status  19 

Transfers  within  the  state  38 

Transfers  out-of-state  and 

resignations  87 

Members  deceased  131 

Members  dropped  130 

Active: 

a Nonpayment  of  dues  95 

b.  Did  not  comply  with  Bylaw 

requirements  regarding 
continuing  medical 

education  28 

c.  New  Jersey  license  voluntarily 

surrendered  2 

d.  New  Jersey  license 

suspended  1 
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e.  New  Jersey  license 

retired  1 

f New  Jersey  license 

ineligible  2 

**Affillate  (nonpayment  of  dues)  ....  2 


*Assoclate  membership  (nonllcensed  in  New  Jersey; 
designates  interns  and  residents. 

** Affiliate  membership  physicians  who  no  longer  praci 
tlce  in  New  Jersey. 

***Adjusted  for  transfers  out-of-state,  resignations 
and  deaths. 

A comparison  of  December  31,  1984,  to  Decembei 
31,  1983,  by  county,  shows  the  following  net  changes* 
of  active  paid  memberships: 

Atlantic 
Bergen 
Burlington 
Camden 
Cape  May 
Cumberland 
Essex 
Gloucester 
Hudson 
Hunterdon 
Mercer 
Middlesex 
Monmouth 
Morris 
Ocean 
Passaic 
Salem 
Somerset 
Sussex 
Union 
Warren 

AMA  MEMBERSHIP 

A total  of  8,269  members  of  MSNJ  maintain  active 
membership  in  the  AMA  The  Society’s  representatlor 
in  the  AMA  House  of  Delegates  stands  at  nine  del 
egates — one  for  each  thousand  members,  or  fractlor 
thereof 

j 

CREDENTIALS 

The  Committee  on  Credentials  throughout  the  yea 
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- 4 
-1-26 
-1-12 
+ 6 

- 1 
0 

-34 

-t-12 

-12 

-HI 

+ 3 ! 

-1-22  I 

-1-26 
+ 17 
-1-15 
-10 
- 1 
-I-  1 

- 2 ] 

- 2 I 
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TABLE 


Received: 

^Associate 

Residents 

Licensed 

Residents 

Active 

Grand 

Total 

48 

103 

457 

608 

Reviewed  and  found: 

^Associate 

Residents 

Licensed 

Residents 

Active 

Grand 

Total 

(A)  Satisfactory 

42 

95 

430 

567 

(B)  Unsatisfactory 

0 

0 

0 

0 

Pending: 

0 

5 

17 

22 

Withdrew; 

6 

3 

10 

19 

Grand  Total 

103 

457 

608 

*Assoclate  membership  (nonllcensed  in  New  Jersey)  designates  interns  and  residents. 


reviewed  and  acted  upon  membership  applications 
and  their  supporting  credentials  as  submitted 
through  the  component  societies.  The  statistical 
breakdown  in  the  Table  reflects  the  Committee’s  ac- 
tivities during  the  period  February  15,  1984,  through 
February  14,  1985. 

The  Committee  extends  appreciation  to  the  directors 
and  the  secretaries  of  component  societies,  and  to 
those  who  assist  them,  as  well  as  the  County  Creden- 
tials Committees,  for  their  cooperation  in  processing 
membership  applications.  It  especially  would  be  help- 
ful to  the  Credentials  Committee  of  MSNJ  if  those  who 
process  credentials  in  the  component  societies  would 
call  specific  attention  to  any  deficiencies  or  question- 
able data  being  submitted  on  the  application  form. 
This  procedure  will  help  insure  more  accurate  and 
speedy  evaluation  of  credentials.  The  chairman  wishes 
to  thank  his  Committee  members  and  MSNJ  staff  for 


their  diligence  and  cooperation. 

MEMBERSHIP  DIRECTORY 

The  1985  edition  of  the  Membership  Directory  has 
been  completed  and  distributed  to  all  members.  This 
edition  has  been  revised  to  Include  a page  number 
index  for  easy  location  of  member  listings  in  the  bio- 
graphical section.  As  a result  of  Increased  costs  relative 
to  production  of  the  Directory,  it  was  necessary  to 
Increase  the  sale  price  to  $35  (plus  tax)  per  copy.  Ad- 
ditional copies  of  the  Membership  Directory  are  avail- 
able, for  a fee,  by  contacting  Mrs.  Guest  at  MSNJ  head- 
quarters, Lawrencevllle.  There  were  2,565  copies  of  the 
1983  edition  sold  to  nonmembers. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Treasurer 


Paul  J.  Hirsch,  m.d.,  Treasurer,  Bridgewater 

(Reference  Committee  “B”) 


These  interim  financial  statements,  prepared  in  accordance  with  generally  accepted  accounting  principles,  I 
reflect  the  financial  position  and  results  of  operations  of  the  Medical  Society  of  New  Jersey  through  February  ' 
28,  1985. 

Since  they  are  interim  statements  the  figures  are  unaudited.  A complete  audit  will  be  conducted  of  the  books 
of  the  Society  as  of  May  31,  1985,  and  an  audited  report  prepared  as  of  that  date.  A complete  audit  was  made 
as  of  May  31,  1984. 


Balance  Sheet 
February  28,  1985 
(unaudited) 


Assets 

Cash 

Investments  in  money  market  fund 

Marketable  securities— at  cost 
(approximate  market) 

Accounts  receivable — member 
assessments 

Medical  student  loans  (net  allowance 
for  doubtful  loans  of  $30,000) 


$ 77,705 

1,349,018 


Liabilities  and  Fund  Balance 

Accounts  payable  and  accrued 
expenses 

Assessments  collected  for  AMA 


271,270  ; 
27,555 


235,000 

546,150 

402,508 


Property,  plant,  and  equipment 


Land 

Building  and 
improvements 
Furniture  and  fixtures 


$ 150,000 


Mortgage  payable 

Deferred  revenue  from  member 
assessments 

Deferred  professional  liability  assessments 
Deferred  revenue — other 


298,825 

1,495,893 


1,718,750 

24,522 

82,332 


Fund  balance 


1,730,479 


2,551,229 

410,089 


$5,350,801 


Less  allowance  for 
depreciation 

Prepaid  expenses 

Other  assets 


3,111,318 

(558,771) 


2,552,607 

44,583 

143,230 


$5,350,801 


Statement  of  Revenue  and  Ebcpenses 
9 Months  Ended  February  28,  1985 
(unaudited) 


Revenue 


Membership  dues 

$1,467,548 

Publication  sales  and  advertising 

income 

230,451 

Amortization  of  professional 

liability  assessments 

73,985 

Amortization  of  Impaired 

Physicians  Program 

129,168 

Investment  income 

81,521 

Royalty  income 

116,589 

Rental  income 

74,658 

Annual  Meeting 

35,190 

Other  income 

62.357 

Total  revenue 

2,271,467 

Expenses 

Conferences  and  meetings 
Member  services 


302,848 

554,353 


Total  program  expenses  857,201 


General  and  administrative 

Interest 

Depreciation 

Total  expenses 


1,014,167^^ 

112,226 

79,426 


Excess  of  revenue  over  expenses 
Fund  balance  at  June  1,  1984 
Fund  balance  at  February  28,  1985 


2,063,020 

$ 208,447| 
1,522,032)1 


$1,730,479 


The  Reference  Committee  recommends  that  the  report  be  filed. 

HOUSE  ACTION:  Fiied. 
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Finance  And  Budget 


Harry  M.  Carnes,  m.d.,  Chairman,  audubon 

(Reference  Committee  “B”) 

The  Committee  on  Finance  and  Budget  met  on 
Thursday,  March  28,  1985,  for  the  purpose  of  review- 
ing the  proposed  budget  for  the  1985  to  1986  fiscal 
year. 

The  proposed  budget  and  the  following  recommen- 
dations were  approved  by  the  Board  of  Trustees  on 
April  14,  1985,  and  are  submitted  to  the  House  of 
Delegates  for  approval. 

RECOMMENDATIONS 

1.  The  Budget  for  fiscal  year  beginning  June  1, 
1985,  and  ending  May  31,  1986,  in  the  amount  of 
$2,936,000  with  $2,125,000  to  be  raised  through 
member  assessments,  be  adopted. 


2.  The  1986  assessment  be  set  at  $295  per  regular 
dues-paying  members  (1985  assessment — $275). 

3.  The  1986  assessment  be  set  at  $40  per  member 
for  affiliate  members  (no  longer  practicing  in  New  Jer- 
sey) (1985  assessment — $25). 

4.  The  1986  assessment  for  associate  members  (in- 
tems-residents  nonlicensed  in  New  Jersey)  be  set  at 
$25  per  member  (no  change). 

5.  There  be  an  assessment  for  1986  of  $25  per  mem- 
ber for  licensed  residents  provided  the  individual  is  in 
a residency  program  entered  upon  within  a reasonable 
time  after  his  or  her  graduation  from  medical  school 
(no  change). 

6.  The  1986  assessment  be  at  $10  per  student  for 
medical  students  (no  change). 


Statement  of  Revenue  and  Expenses 
for  Proposed  Budget 
Fiscal  Year  Ending  May  31,  1986 


Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income  $ 302,000 

Amortization  of  Impaired  Physicians  Program  177,000 

Investment  income  55,000 

Royalty  income  127,000 

Rental  income  100,000 

Annual  Meeting  15,000 

Membership  Directory  sales  30,000 

Other  income  5,000 


Total  Revenue  811 ,000 


Elxpenses 

Conferences  and  meetings  537,500 

Member  services  422,000 

Publications  296,000 

Grant  to  MSNJ  medical  student  loan  fund  3,000 

Total  Program  E^xpenses  1,258,500 


General  and  administrative  1,422,700 

Interest  147,800 

Depreciation  107,000 

Total  Expenses  2,936,000 


Amount  of  expenses  over  revenue  to  be  raised 

thru  member  assessments  (including  The  Journal  

subscriptions  and  Annual  Meeting  assessment)  $2,125,000 


Revenue  From  Member  Assessment 
Fiscal  Year  Ending  May  31,  1986 


(7  months)  6/1/85  thru  12/31/85  & $275  x 7,500  members  $1,203,056 

(5  months)  1/1/86  thru  5/31/86  & $295  x 7,500  members  921,949 


$2,125,005 
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Proposed  Budget 
Fiscal  Year  Ending  May  31,  1986 


Compensation 

Salaries 
Pension  Plan 

Professional  Fees 

Audit 

Legal 

Actuarial 

Special  Consultants 

Councils  and  Committees 

Public  Relations 
Legislation 

President  & Presidential  Officers 

AMA  Delegates 

MSNJ  Auxiliaiy 

Medical  Education 

Board  of  Trustees 

Judicial  Council 

Reimbursement  of  Reps,  to  Mtgs. 

Other  Councils  and  Committees 
Medical  Student  Association 

Member  Services 

Impaired  Physicians 
Annual  Meeting 
Professional  Liability 
Membership  Directory 

Publications 

The  Journal 

Donations 

Grant  to  MSNJ  Medical  Student  Loan  Fund 

General  Administrative 
and  Operating  Expenses 

Building  operations — 

(including  depreciation) 

Insurance 
Payroll  taxes 

Other  general  office  costs 


Approved 

Estimate 

Proposal  i| 

Budget 

For  Y/E 

Budget  i 

1984/85 

5/31/85 

1985/861 

(as  revised) 

$ 793,000 

$ 795,200 

$ 825,000 

102,700 

96,342 

105,000 

895,700 

891,542 

930,000 

16,500 

16,500 

i7,ooo:i 

45,000 

11,000 

25,000 

1,800 

2,061 

2,000 

8,000 

1,500 

6,000 

71,300 

31,061 

50,000 

160,000 

160,000 

: 

225,000' 

32,000 

28,000 

63,000:' 

40,000 

37,000 

40,000 

84,000 

70,000 

90,000 

20,000 

20,000 

23,5001 

30,000 

30,000 

32,000 

20,000 

20,000 

20,0001 

1,200 

1,000 

1,000 

4,000 

2,000 

4,000 

20,000 

25,000 

25,000 

15,000 

14,000 

14,000 

426,200 

407,000 

537,500 

215,000 

215,000 

237,000 

100,000 

90,000 

110,000 

96,000 

96,000 

40,000 

37,000 

33,000 

35,000 

448,000 

434,000 

422,000 

251,400 

294,750 

296,000 

3,000 

3,000 

3,000 

392,300 

379,263 

385,800 

95,500 

93,500 

99,00C' 

64,000 

64,000 

69,000 

141,360 

146,160 

143,700! 

693,160 

682,923 

697,500 1 

$2,788,400 

$2,744,276 

$2,936,0001 

Total 


The  Committee  was  concerned  with  the  need  for  raising  the  dues  by  $20  a year.  However,  the  Committee: 
was  informed  that  the  dues  have  not  been  raised  for  two  years  and  that  it  was  difficult  for  the  Committee  tcj 
avoid  raising  the  dues  more  than  $20. 

The  Reference  Committee  recommends  approval  of  recommendations  1 through  6.  Ii 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  report  be  filed.  j 

HOUSE  ACTION:  Filed.  | 
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Gommittee  On  Annual  Meeting 


Frank  R.  Romano  Sr.,  m.d..  Chairman,  dunellen 

(Reference  Committee  “B") 

The  Committee  reviewed  suggestions  and  comments 
received  In  an  effort  to  Implement  changes  that  will 
accelerate  Interest  In  attending  the  Annual  Meeting. 
Revisions  In  the  format  have  been  accomplished  and 
the  schedule  of  the  House  has  been  changed  to  accom- 
modate the  delegates. 

The  1985  House  of  Delegates  will  meet  on  three  con- 
secutive days,  beginning  with  its  opening  session  on 
Thursday  afternoon,  May  2.  The  election  will  be  held 
on  FYiday,  May  3,  and  the  last  session  of  the  House  will 
be  held  on  Saturday,  May  4.  Reference  committees  are 
scheduled  to  meet  on  Thursday  and  Friday  afternoons 
(May  2 and  3).  The  Inaugural  Reception  and  Dinner- 
Dance  will  be  held  on  Saturday,  May  4. 

Suggestions  and  comments  received  indicated  that 
at  the  1985  Annual  Meeting,  instead  of  individual 
scientific  sessions  for  each  of  the  specialty  groups,  one 
major  program  be  presented  on  a socioeconomic  issue 
facing  the  medical  profession.  The  program  is  sched- 
uled for  8:30  A.M..  Sunday,  May  5,  and  the  topic  chosen 
for  the  program  will  be  “Appropriate  Medical  Care  Dur- 
ing the  Last  Year  of  Life.” 

JEMPAC’s  Political  Forum  will  be  at  5:00  p.m.  on  Fri- 
day, May  3,  to  be  followed  by  the  JEMPAC  Wine  and 
Cheese  Reception  at  5:45  p.m. 

The  American  Association  of  Medical  Assistants, 
State  of  New  Jersey,  Inc.  again  will  sponsor  the 
Message  Center. 

The  Advance  Convention  Program  was  mailed  in  late 
March. 

Housing  applications  were  sent  to  all  component 
medical  societies,  and  copies  have  appeared  in  several 
issues  of  The  Journal. 

Arrangements  have  been  made  for  a meeting  pack- 


age rate  at  the  Americana  Host  Farm  Resort  based  on 
the  modified  American  plan,  including  dinner  and 
breakfast  daily,  the  Cabaret  entertainment  featuring  a 
different  show  each  evening  at  no  extra  cost,  state  sales 
tax,  and  all  gratuities  covering  bellmen  for  in/out  lug- 
gage service,  chambermaids,  and  all  meal  service  as 
outlined,  with  the  cost  of  the  Inaugural  Dinner  on 
Saturday  included. 

There  will  be  adequate  space  for  Informational, 
Scientific,  and  Technical  Exhibits  in  the  Exhibit  Hall. 

The  Medical  Inter-Insurance  Exchange  of  New  Jersey 
will  sponsor  a Coffee  Lounge  in  the  Exhibit  Haill. 

The  Committee  has  investigated  possible  sites  for 
the  Annual  Meeting  in  New  Jersey  but  has  not  been 
successful  in  finding  sites  in  New  Jersey  which  would 
be  suitable  for  the  Society’s  needs  for  the  1986  meet- 
ing. 

RECOMMENDATIONS 

1.  That  the  1986  Annual  Meeting  be  held  in  Phila- 
delphia, Pennsylvania,  at  a site  and  on  dates  to  be 
determined  by  the  Board  of  Trustees  pursuant  to  the 
report  and  recommendations  of  the  staff  and  the  Com- 
mittee on  Annual  Meeting. 

2.  That  the  dally  schedule  for  the  220th  Annual 
Meeting  follow  closely  that  which  was  approved  for  the 
219th  Annual  Meeting. 

The  Reference  Committee  recommends  that  the 
recommendations  be  approved. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Nominations  for  Emeritus  Membership 

(Reference  Committee  “B”) 


The  following  nominations  for  election  to  emeritus 
membership  at  the  1985  Annual  Meeting  have  been 
received  from  the  component  societies.  Conforming  to 
the  provisions  of  the  ^laws,  Chapter  I — Membership, 
Section  1 — Composition  (d),  all  nominees  have  been 
members  In  good  standing  of  a component  society  and 
who  by  reason  of  age  or  Infirmity  have  retired  from  the 
active  practice  of  medicine,  or  members  of  this  Society 
who  have  been  disabled  by  reason  of  mllitaiy  service. 

Atlantic  County 

Edward  H.  Dyer,  M.D.,  Ventnor  City:  age  77 
Hany  P.  Goodman,  M.D.,  Margate  City;  age  66 
Martin  Green,  M.D.,  Margate  City;  age  73 
Peter  H.  Marvel,  M.D.,  Greenville,  DE  (formerly 
Northfleld):  age  78 

Samuel  A Shuster,  M.D.,  Margate  City:  age  72 


Bergen  County 

Paul  F.  Caruso,  M.D.,  Rutherford;  age  76 
RIaz  A Chaudry,  M.D.,  Fair  Lawn;  age  44 
Margaret  A Clark,  M.D.,  Ridgewood;  age  69 
Harold  Davis,  M.D.,  Bergenfield;  age  74 
Gerald  J.  Dolan,  M.D.,  Hillsdale;  age  73 
Basil  J.  Ellmers,  M.D.,  Oradell;  age  80 
Donald  A Fonda  M.D.,  Ridgewood;  age  70 
Peter  E.  Hanlon,  M.D.,  Easton,  MD  (formerly 
Ridgewood):  age  67 

William  K.  Hanyman,  Jr.,  M.D.,  Oradell;  age  70 
George  Horoshowskl,  M.D.,  Rutherford:  age  64 
Emil  J.  Kakasclk,  M.D.,  Garfield;  age  76 
Robert  A PCrltzler,  M.D.,  Ridgewood;  age  70 
Samuel  F.  Legato,  M.D.,  Cllffside  Park;  age  83 
D.  McCullagh  Mayer,  M.D.,  HoHoKus;  age  84 
Nathan  W.  Nemiroff,  M.D.,  Oradell;  age  75 
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Robert  J.  Neville,  M.D.,  Hackensack;  age  76 
William  J.  O’Hare,  M.D.,  Ramsey;  age  63 
FYank  A.  Patti,  M.D.,  Leonia;  age  79 
Doris  E.  Rappaport,  M.D.,  Loveladles;  age  69 
Francis  Rosner,  M.D.,  Maywood:  age  68 
Leo  P.  Schultz,  M.D.,  Allendale;  age  74 
Anthony  V.  Stassl,  M.D.,  Lodi;  age  73 
Ivory  U.  Sully,  M.D.,  Leonl£i;  age  69 
Relnold  W.  ter  Kulle,  M.D.,  Ridgewood;  age  82 
Edward  F.  Vanderbush,  M.D.,  Mahwah;  age  65 
Alfred  R Wollack,  M.D.,  Park  Ridge;  age  68 
Ruth  Zuckerman,  M.D.,  Teaneck;  age  70 

Burlington  County 

Frederick  D.  Fahrenbmch,  M.D.,  Moorestown;  age  84 
Aida  H.  Harrington,  M.D.,  Moorestown:  age  66 

Camden  County 

Thomas  M.  Kain,  Jr.,  M.D.,  Haddonfleld;  age  68 
Matthew  A Olivo,  M.D.,  Westmont;  age  70 
Reginald  J.  I^ban,  M.D.,  Cherry  Hill;  age  66 
Fred  A Valusek,  M.D.,  Cherry  Hill;  age  67 

Essex  Coimty 

Lewis  F.  Baum,  M.D.,  Vineyard  Haven,  MA  (formerly 
West  Orange):  age  70 

Edward  N.  Comando,  M.D.,  Livingston;  age  66 
Robert  E.  Erler,  M.D.,  Bricktown;  age  69 
Aberi  C.  Grunow,  M.D.,  Rumson;  age  64 
Roger  P.  Lochhead,  M.D.,  Essex  Fells;  age  61 
Sidney  E.  Pendexter,  Jr.,  M.D.,  West  Orange;  age  69 
Athanaislos  P.  Roumanas,  M.D.,  Livingston;  age  64 
Adele  S.  Vail,  M.D.,  Short  Hills;  age  66 
Frank  A Williams,  M.D.,  South  Orange;  age  72 

Gloucester  County 

James  G.  Kehler,  Jr.,  M.D.,  Woodbury;  age  67 

Hudson  County 

Dorothy  L.  Aymar,  M.D.,  Toms  River;  age  65 
Selig  L.  Brauer,  M.D.,  Jersey  City;  age  80 
Morris  B.  Feldman,  M.D.,  Jersey  City;  age  70 
Francisco  A Flgurelll,  M.D.,  Jersey  City;  age  7 1 
John  J.  Muccia,  M.D.,  Jersey  City;  age  79 
John  P Rlordan,  M.D.,  North  CaldweU;  age  70 


Middlesex  County 

George  M.  Benko,  M.D.,  Woodbridge;  age  66 
Mauro  M.  DeGirolamo,  M.D.,  Venice,  FL  (formerly 
Parlin):  age  65 

William  B.  Greenberg,  M.D.,  Perth  Amboy;  age  66 

Jack  A C.  King,  M.D.,  Metuchen;  age  65 

Maria  G.  Koroljow,  M.D.,  New  Brunswick;  age  68 

Steven  Sawchuck,  M.D.,  Sklllmain;  age  69 

Edward  S.  Sherwood,  M.D.,  East  Brunswick;  age  60 

Isabelo  S.  Torio,  M.D.,  Edison;  age  65 

George  J.  Urban,  M.D.,  Fords;  age  67 

John  S.  Van  Mater,  M.D.,  Jamesburg;  age  69 

Monmouth  County 

Louis  F.  Abright,  M.D.,  Spring  Lake;  age  79 
Irving  Baer,  M.D.,  Toms  River;  age  70 
Douglas  W.  Payne,  M.D.,  Spring  Lake;  age  68 

Morris  County 

Leon  D.  Rivas,  M.D.,  Parsippany;  age  70 

Passaic  County 

Jerome  Brawer,  M.D.,  Hawthorne;  age  68 
Frank  A DeDominicls,  M.D.,  Hawthorne;  age  68 
Kurt  Manrodt,  M.D.,  Pompton  Plains;  age  69 
Morris  H.  Saffron,  M.D.,  New  York,  NY  (formerly 
Clifton);  age  80 

M.  Bernard  Winkler,  M.D.,  Fair  Lawn;  age  64 

Somerset  County 

Bernard  Marcus,  M.D.,  Somerville:  age  7 1 
Jon  M.  Wilson,  M.D.,  Bound  Brook;  age  63 

Union 

Elizabeth  N.  Conover,  M.D.,  Berkeley  Heights;  age  69 

Jose  Garcia,  M.D.,  Hillside;  age  53 

Israel  A Hernandez,  M.D.,  Elizabeth;  age  66 

Philip  J.  G.  Quigl^,  M.D.,  Point  Pleasant  Beach;  age  55 

Charles  R Ream,  M.D.,  Lebanon;  age  66 

The  Reference  Committee  recommends  that  the  f 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 


Supplemental  Report  ^1 
Nominations  For  Emeritus  Membership 


(Reference  Committee  “B”) 

The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Bergen  County 

Joseph  Solomon,  M.D.,  Tenafly;  age  74 
Charlotte  A Kleiner,  M.D.,  Leonia;  age  63 
J.  John  Kristal,  M.D.,  Hackensack;  age  75 

Morris  County 

George  Babcock,  M.D.,  Kinnelon;  age  69 
Donald  P.  Burt,  M.D.,  Morristown;  age  62 


Afred  T.  DeVito,  M.D.,  Basking  Ridge;  age  68 
E.  Philip  Gelvin,  M.D.,  South  Orange;  age  7 1 
Charles  E.  Hough,  M.D.,  Orlando,  FL 
(formerly  Bloomfield);  age  67 
Stanley  Kordys,  M.D.,  Newark;  age  62 
Abert  N.  Morgese,  M.D.,  San  Francisco,  CA 
(formerly  Morris  Plains);  age  61 
Walter  A Reiter,  M.D.,  Summit;  age  62 
William  G.  Talmage,  M.D.,  Succasunna;  age  82 
John  L.  Tyler,  M.D.,  Sparta'  age  69 
Arthur  D.L.  Zampella  M.D.,  Newfoundland;  age  68 
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Passaic  County  The  Reference  Committee  recommends  that  the 

Perry  D.  Cohn,  M.D.  Passaic;  age  67  nominations  be  approved. 

Alfred  P.  Griffith,  M.D.,  Toms  River;  age  64  HOUSE  ACTION;  Approved. 

Herbert  N.  Kohn,  M.D.,  Passaic;  age  73 

Union  County 

Ellis  J.  Mischel,  M.D.,  Summit;  age  67 


Supplemental  Report  *2 
Nominations  For  Emeritus  Membership 


(Reference  Committee  “B”) 

The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Camden  County 

Robert  A.  Haines,  M.D.,  Cheny  Hill;  age  64 

Essex  County 

Edward  F.  McMahon,  M.D.,  Somerville,  age  68 


Robert  J.  Waldron,  M.D.,  Upper  Montclair;  age  6 1 

Salem  County 

Maiy  T.  DiMedio,  M.D.,  Salem;  age  65 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 


Supplemental  Report  *3 
Nominations  For  Emeritus  Membership 


(Reference  Committee  “B”) 

The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Bergen  County 

Joseph  Ferrante,  M.D.,  Ridgefield:  age  74 


Resolution  *27 

Introduced  by:  Hudson  County  Medical  Society 
Subject:  Return  Annual  Meeting  to  New  Jersey 

Referred  to:  Reference  Committee  “B” 

Whereas,  the  Medical  Society  of  New  Jersey  is  the 
oldest  medical  society  in  the  country;  and 

Whereas,  the  Medical  Society  for  many  years  enjoyed 
the  atmosphere  and  facilities  at  Atlantic  City  for  its 
Annual  Meeting;  and 

Whereas,  the  physicians  of  New  Jersey  prefer  to  meet 
in  their  native  state;  and 

Whereas,  no  other  place  in  the  eastern  United  States 
has  as  many  and  varied  attractions  as  Atlantic  City; 
now  therefore  be  it 

Rssolvd;  that  the  Annual  Mooting  bo  returned  to 


Essex  County 

William  J.  Duffy,  M.D.,  Locust;  age  64 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 


Atlantic  Citji'  at  the  oorlicot  poooible  date. 

The  Reference  Committee  heard  a good  deal  of  testi- 
mony in  favor  of  returning  the  Annual  Meeting  to  a 
site  in  New  Jersey,  but  there  was  less  strong  support 
for  a return  to  Atlantic  City  specifically. 

The  Reference  Committee  recommends  that  the  fol- 
lowing Substitute  Resolution  for  Resolution  *27  be 
adopted: 

Resolved,  that  the  Annual  Meeting  be  returned  to 
New  Jersey  at  the  earliest  possible  date. 

HOUSE  ACTION:  Adopted  Substitute  Resolution. 
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Reference  Committee  “C” 


Reports:  COUNCIL  ON  MEDICAL  SERVICES 
BOARD  OF  TRUSTEES’  ITEMS 
NEW  JERSEY  STATE  MEDICAL 
UNDERWRITERS,  INC. 

RESOLUTIONS  *7,  8,  9,  1 1,  12,  14,  21, 
22,  25,  26,  28,  29E,  30E 


Members: 

Anthony  P.  Caggiano,  Jr.,  M.D.,  Chairman,  Essex 

Allan  L.  Gardner,  M.D.,  Morris 

Felix  G.  Salerno,  M.D.,  Hunterdon 

Bessie  M.  Sullivan,  M.D.,  Union 

Charles  J.  Zwerling,  M.D.,  Monmouth 

Meyer  L.  Abrams,  M.D.,  Alternate,  Burlington 


Council  on  Medical  Services 


Joseph  Fleisher,  m.d.,  chairman,  bayonne 

(Reference  Committee  “C") 

The  Council  Is  charged  with  the  responsibility  of 
studying  and  evaluating  matters  relevant  to  mainten- 
ance and  advancement  of  the  standards  and  character 
of  medical  practice  In  New  Jersey  and  the  Investigation 
of  the  economic  and  social  aspects  of  medical  care. 

1.  Board  of  Trustees’  Referral— Resolutions  *14, 
*15,  and  ^16,  1983  House  of  Delegates.  The  Board 
of  Trustees,  at  Its  meeting  on  May  2,  1983,  referred 
Resolutions  ^14,  ^15,  and  ^16  to  the  Council  on  Medi- 
cal Services  for  study  and  report.  The  Council  sub- 
mitted a report  dated  October  12,  1983,  to  the  Board 
of  Trustees,  which,  at  Its  meeting  on  November  20, 
1983,  was  referred  back  to  the  Council  for  review  and 
restatement. 

The  sponsor  of  the  resolutions  spoke  to  the  Council, 
pointing  out  that  under  the  present  system  of  required 
substitution  of  generic  drugs  under  Medicaid  and 
other  drug  programs,  the  physician  Is  unaware  of  any 
substitution  and  should  not  be  held  liable  for  any  re- 
sulting adverse  or  different  reaction  to  the  generic 
drug  that  would  not  have  taken  place  If  the  brand 
name  drug  had  been  dispensed  as  he  had  wished.  It 
was  felt  that  drug  companies  producing  brand  name 
drugs  are  held  to  much  higher  standards  than  those 
manufacturing  generic  brands. 

After  careful  consideration,  the  Council  agreed  to 
resubmit  Its  recommendation  with  the  clarification 
that  It  Is  based  on  the  fact  that  the  Food  and  Drug 
Administration  does  not  impose  nor  does  the  manu- 
facturer necessarily  cany  out  in  the  production  of 
most  generic  drugs  the  same  standards  and  rigid 
quality  review  as  the  manufacturer  of  brand  name 
drugs.  Also,  the  pharmacists’  possible  frequent 
switching  of  generic  drugs  when  filling  prescriptions 
without  the  physician’s  knowledge,  produces  the  jeop- 
ardy of  the  mlsidentiflcatlon  of  drugs  by  patient  and 
physician. 

The  Council  recommended  that  the  Board  of 
Trustees  strongly  protest  the  legislation  that  now  gov- 
erns the  generic  prescribing  system  on  the  grounds 
that  it  has  the  potential  to  affect  adversely  the  quality 
of  medical  care  and  increase  physician  liability  In 
prescribing  drugs  over  which  he  has  very  little  control. 

It  was  the  opinion  of  the  Board  that  Resolution  ^14, 
^15,  and  ^16  should  not  be  implemented  because 
there  is  no  evidence  of  a documented  problem  in  New 
Jersey. 
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2.  Medicaid’s  Denial  of  Payment  for  Attending 
Phjrsician  Care.  The  Council  reviewed  correspondence 
regarding  Medicaid’s  denial  for  payment  of  a doctor’s 
services  as  attending  physician  because  the  hospital 
claim  for  the  corresponding  period  was  denied.  The 
doctor  explained  that  his  main  complaint  was  that 
approximately  two  years  had  passed  between  the  time 
the  care  was  rendered,  and  the  time  the  claim  was 
denied  and  collection  of  an  overpayment  was  requested 
of  him.  The  Council  recommended  that  the  Board  of 
Trustees  protest  the  delay  in  requesting  a refund  from 
the  doctor  and  supported  and  urged  that  a re- 
consideration hearing  be  granted  the  doctor.  The  rec- 
ommendation was  approved  by  the  Board  of  Trustees. 

3.  Board  of  Trustees’  Referral— Resolution  ^9, 
1984  House  of  Delegates— Prevention  of  Windfall 
Profits.  The  discussion  of  this  issue  was  postponed 
pending  documentation  from  the  author  of  Resolution 
*9  containing  specific  data  to  the  effect  that  the  prob- 
lem of  differences  in  fee  schedules  does  exist.  When 
Resolution  *9  is  reviewed,  a recommendation  will  be 
made  to  the  Board  of  Trustees. 

4.  Board  of  Trustees’  Referral— Development  of! 
Relative  Value  Guidelines.  The  Board  of  Trustees,  at ' 
its  meeting  on  October  21,  1984,  directed  the  Council 
on  Medical  Services  to  research  and  consider  the  de- 
velopment of  suggested  relative  value  guidelines  for  the  ■ 
various  specialties  in  New  Jersey. 

It  was  reported  that  the  AMA  has  submitted  ai 
proposal  to  the  Health  Care  Financing  Administration ! 
to  allow  them  to  set  up  relative  value  guidelines. 

The  Council  approved  the  proposal  in  principle,  and  i ' 
will  advise  the  Board  of  Trustees  that  it  is  in  the  pro-  g 
cess  of  researching  the  problem.  The  discussion  of  „ 
relative  value  guidelines  will  continue  at  future  meet- 1 
ings  of  the  Council.  P 

5.  New  Jersey  Academy  of  Family  Physicians’  Res-  |j 

olution— Medication  Expiration  Dates  on  Prescrip- i 
tion  Labels.  The  Council  recommended  and  the  Board  | 
of  Trustees  approved  support  of  the  Resolution  passed  ,i, 
by  the  New  Jersey  Academy  of  Family  Physicians  1984  ■ 
House  of  Delegates  regarding  required  expiration  date  i 
labeling  of  prescription  medication.  ; 

The  Reference  Committee  recommends  that  the  re-  : 
port  be  filed. 

HOUSE  ACTION:  Filed. 
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Supplemental  Report 
Council  On  Medical  Services 


Joseph  Fleisher,  m.d..  Chairman,  bayonne 

(Reference  Committee  “C”) 

The  following  items  from  the  Council  on  Medical 
Services  meeting  on  January  9,  1985,  were  approved 
by  the  Board  of  Trustees  at  its  meeting  on  March  17, 
1985. 

Corporate  Restructuring  of  New  Jersey  Hospitals. 

The  Board  of  Trustees,  at  its  meeting  on  April  15,  1984, 
approved  a recommendation  from  the  Council  that  the 
Medical  Society  of  New  Jersey  maintain  that  the  assets 
of  unbundled  hospital  corporations  should  be  in- 
cluded in  the  assets  and  income  of  the  hospital  for 
purposes  of  rate  development. 

Hospitals  are  continuing  to  unbundle.  The  Council 
requested  the  Board  again  to  notify  the  Commissioner 
of  Health,  the  New  Jersey  Hospital  Association,  and 
Governor  Kean  of  the  position  of  the  Society  in  this 
matter  and  that  active  efforts  be  taken  to  bring  about 
a change. 

Ph3Tsicians'  DEA  Numbers  on  Medication  Labels.  It 

was  reported  that  with  the  advent  of  computers  in 


pharmacies,  prescription  labels  also  contain  the 
prescribing  physician's  DEA  number. 

The  Council  felt  that  this  is  an  extremely  careless 
practice  which  could  encourage  counterfeit  prescrip- 
tions. It  was  recommended  that  the  Board  of  Trustees 
protest  to  the  New  Jersey  State  Board  of  Pharmacy  the 
availability  of  physicians’  prescription  (DEA)  numbers 
on  medication  prescription  labels. 

The  Board  of  Trustees  noted  that  a state  statute 
requires  the  label  to  carry  the  DEA  number.  Therefore, 
the  Society  has  joined  with  the  State  Board  of  Medical 
Examiners  and  the  Department  of  Health  to  change 
the  requirement.  A bill  has  been  introduced  into  the 
Legislature  which  would  prohibit  the  placing  of  DEIA 
numbers  on  medication  labels. 

The  Reference  Committee  recommends  that  the 
supplemental  report  be  filed. 

HOUSE  ACTION:  Filed. 


Board  of  Trustees’  Items 


BLUE  SHIELD  PARTICIPATING  PHYSICIAN 
AGREEMENTS— RESOLUTION  ^5  (1984) 

(Reference  Committee  “C”) 

Resolution  ^5  was  adopted  as  amended  by  the  1984 
House  of  Delegates.  The  first  resolved  called  upon  the 
Society  to  demand  that  Blue  Shield  permit  patients  of 
participating  physicians  to  access  major  medical  cov- 
erage. It  also  requested  major  medical  carriers  to  rec- 
ognize compensability. 

That  issue  has  been  before  the  House  of  Delegates 
and  the  Board  of  Trustees  previously.  The  Society  has 
sent  requests  to  the  insurance  industry,  the  Depart- 
ment of  Insurance,  and  Blue  Shield  in  that  regard.  In 
response,  the  Society  has  been  advised  that  the  entire 
matter  is  a contractual  problem  between  participating 
physicians  and  Blue  Shield.  As  long  as  physicians  sign 
the  participating  physicians'  agreement  of  Blue  Shield, 
they  are  abrogating  their  rights  to  a complete  fee.  On 
the  other  hand,  physicians  receive  direct  payment 
from  Blue  Shield  when  the  patient  is  eligible  for  service 
benefits. 

The  second  resolved  called  upon  the  Board  of 
Trustees  to  take  appropriate  legal  action.  Legal  counsel 
advised  that  there  is  not  a reasonable  probability  for 
successful  litigation  of  this  issue.  It  is  estimated  that 
the  cost  of  litigation  would  be  between  $100,000  to 
$250,000. 

Based  upon  the  opinion  of  counsel,  the  Board  voted 
not  to  institute  expensive  and  futile  litigation.  The 
Board  is  fully  sympathetic  to  the  plight  of  the  partici- 
pating physician  and  believes  the  most  effective  action 
that  can  be  taken  is  for  participating  physicians  to 
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write  to  the  President  of  Blue  Shield  and  articulate 
their  opinion. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

COLLECTIVE  BARGAINING  AGENT  FOR 
PHYSICIANS’  SERVICES— 

RESOLUTION  ^*^25  (1984) 

(Reference  Committee  “C”) 

The  1984  House  of  Delegates  adopted  the  above  Res- 
olution which  called  for  the  Society,  or  an  organization 
it  sponsors,  to  act  as  a collective  bargaining  agent  for 
its  members.  The  Board  of  Trustees  directed  legal 
counsel  to  determine  whether  or  not  collective  bargain- 
ing is  permissible  under  the  laws  of  the  United  States 
and  New  Jersey.  The  following  report  was  presented  to 
the  Board  of  Trustees: 

Federal  Law 
I— The  Sherman  Act 

This  Act,  passed  in  1890,  has  seven  sections.  Two 
of  these  are  of  major  interest  to  associations.  Section 
1 of  the  Act  states  in  part:  “EVery  contract  combina- 
tion, in  the  form  of  trust  or  otherwise,  or  conspiracy 
in  restraint  of  trade  or  commeree  among  the  several 
states  or  with  foreign  nations,  is  hereby  declared  il- 
legal." (15  U.S.C.  §1)  Section  adds,  "EVery  person  who 
shall  monopolize  or  attempt  to  monopolize  etc.,"  and 
finishes  with  . . shall  be  deemed  guilty  of  a felony. . ." 
(15  U.S.C.  §2). 

Section  1 is  far  more  commonly  asserted  against 
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associations  than  Section  2,  although,  both  could  be 
charged  in  the  complaint  based  on  the  same  facts. 

There  is  no  question  the  Society  is  a combination 
within  the  meaning  of  Section  1.  The  words  “com- 
merce among  the  several  states”  have  been  read  out 
of  the  Aet  by  court  interpretations.  Only  activities 
which  are  purely  and  absolutely  local  would  escape 
scrutiny.  Therefore,  Sherman  Act  jurisdiction  is  as- 
sumed for  this  discussion. 

II —  The  Clayton  and  Federal  Trade  Commission  Acts 

The  Clayton  Act  governs  a number  of  activities,  in- 
cluding tying  arrangements,  exclusive  dealing,  price 
discrimination,  mergers,  acquisitions,  and  joint  ven- 
tures. The  Federal  Trade  Commission  Act  gives  the 
Commission  broad  responsibility  for  the  prevention  of 
“unfair  methods  of  competition  in  or  affecting  com- 
merce.” [Federal  Trade  Commission  v Cement  In- 
stitute, 333  U.S.  683,  694  (1948)].  The  FTC  Act  reaches 
activities  carried  out  by  a single  person  or  firm.  Joint 
action  also  is  covered.  FTC  jurisdiction  regarding  “un- 
fair” can  involve  matters  which  do  not  have  Sherman 
Act  dimensions  but  would  most  likely  evolve  into  such 
if  left  to  develop. 

III —  Enforcement  of  Antitrust  Laws 

The  United  States  Justice  Department  enforces  the 
Sherman  Act,  although  violations  of  a Sherman  Aet 
type  can  be  reached  by  the  FTC  under  the  provisions 
of  the  FTC  Act.  The  FTC  and  the  Justice  Department 
share  jurisdiction  in  the  Clayton  Act.  The  FTC  has 
exclusive  jurisdiction  over  the  FTC  Act. 

There  are  other  federal  statutes,  but  I have  de- 
termined that  they  do  not  bear  a reasonable  significant 
applicability  to  the  discussion  at  this  point. 

New  Jersey  Antitrust  Act 

Our  state  law  is  embodied  in  N.J.SA  56:9-1  et  seq. 
Essentially,  it  is  a reproduction  of  the  Sherman  and 
Clayton  Acts  with  vested  enforcement  authority  being 
granted  to  the  State  Attorney  General.  N.J.SA  56:9-3 
provides  every  contract  or  combination  in  restraint  of 
trade  or  commerce  in  this  state  is  unlawful.  N.J.SA 
56:9-4  provides  it  is  unlawful  for  any  person  or  entity 
to  monopolize,  combine,  conspire,  or  attempt  to  do  the 
same  regarding  any  relevant  market  within  the  state. 

Collective  Bargaining 

Collective  bargaining  for  recognized  labor  unions, 
under  federal  and  state  laws,  is  an  exempted  activity 
from  antitrust  enforcement  activities.  Absent  the  cloak 
of  “union”  exemption,  eollective  bargaining  is  a clear 
violation  of  federal  and  state  law.  In  both  instances 
only  “employees”  can  unionize. 

Are  physicians  “employees”  within  the  tenor  of  Res- 
olution ^25?  The  Resolution  does  not  speak  directly 
of  employment  and  its  overall  impression  appears  to 
be  directed  toward  governmental  and  other  third-party 
interference  with  physician  and  patient  relationships. 
The  physician  in  those  instances  is  an  independent 
contractor  and  not  an  employee.  Union  activity  and 
collective  bargaining  would  not  be  lawful  for  such  per- 
sons. 

Employed  physicians  with  common  employers  could 
unionize.  These  would  Include,  for  example,  employees 
in  staff-modeled  HMOs,  salaried  employees  in  hospi- 
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tals,  and  university  professors.  The  fact  that  a person 
is  a licensed  professional  does  not  mean  he  cannot 
become  a member  of  a union.  Professionals  employed 
by  a common  employer  could  unionize.  Following  rec- 
ognition by  the  National  Labor  Relations  Board,  that 
union  could  then  engage  in  collective  bargaining.  The 
Medical  Society  of  New  Jersey  could  be  instrumental 
in  the  formation  of  a union  for  employed  physieians 
which  would  then  have  to  petition  the  National  Labor 
Relations  Board  for  recognition. 

Exempt  Activities 

Since  the  Medical  Society  of  New  Jersey  is  subject 
to  the  authority  of  the  courts  of  New  Jersey,  it  is 
authorized  under  N.J.SA  56:9-5(9)  to  recommend 
schedules  of  suggested  fees  solely  as  guidelines  in  de- 
termining charges  for  professional  services. 

Conclusion 

Given  current  law  and  existing  circumstances,  col- 
lective bargaining  is  not  lawful  nor  practical  for  a 
substantial  identifiable  section  of  the  Medical  Society 
of  New  Jersey  membership.  The  Soeiety,  however,  may 
present  to  government  agencies  and  other  third-party 
payors  recommended  schedules  or  rates  to  be  used  as 
guidelines  under  the  state  statute  mentioned  above. 

For  the  reasons  outlined  by  legal  counsel,  the  Board 
of  Trustees  voted  not  to  implement  the  Resolution. 

The  New  Jersey  Delegation  brought  the  Resolution 
to  the  attention  of  the  AMA  House  of  Delegates  in  June. 

A substitute  Resolution  was  adopted  which  requested 
the  AMA  to  study  the  means  by  which  the  Association 
and  its  federation  may  assure  the  fair  representation 
of  physicians  in  matters  of  quality,  access,  and  reim- 
bursement of  medical  care.  At  the  Interim  Meeting  in 
December,  the  AMA  House  of  Delegates  was  provided  i 
with  a study  by  the  Committee  on  Medicolegal  Prob-  , 
lems  on  the  legal  risks  of  collective  negotiation  by  phy-  j 
siclans,  labor-antitrust  exemption,  and  alternative  | 
strategies  to  promote  fair  representation. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed.  : 

HOUSE  ACTION:  Filed. 


CONSTITUTIONALITY  OF  MANDATORY 
ASSIGNMENT  LEGISLATION- 
RESOLUTION  ^24 ( 1984) 

(Reference  Committee  “C”) 

New  Jersey  introduced  a Resolution  directing  AMA  i 
general  counsel  to  research  the  constitutionality  of  I 
mandatory  assignment  being  proposed  by  Congress  or 
any  other  congressional  proposal  to  force  physicians  ; 
to  accept  prestipulated  fees.  The  Resolution  also  called  j 
for  the  federation  to  be  advised  of,  and  supplied  with,  , 
the  written  opinion  of  general  counsel.  J 

At  the  reference  committee  hearing.  New  Jersey  Ij 
withdrew  the  Resolution,  since  AMA  counsel  advised  jlj 
that  it  would  prejudice  the  Association’s  tactical  posi-  I 
tion.  The  reference  committee  agreed  that  permission  i 
to  withdraw  should  be  granted.  1 j 

The  Reference  Committee  recommends  that  the  rej  j 
port  be  filed.  ■I 

HOUSE  ACTION:  Filed.  1 
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OPPOSITION  TO  MANDATORY  ASSIGNMENT 
UNDER  MEDICARE— RESOLUTION  ^16  (1984) 

(Reference  Committee  “C”) 

The  AMA  House  of  Delegates  adopted  a Reso- 
lution, introduced  by  New  Jersey,  which  called  upon 
the  AMA  to  continue  to  oppose  vigorously  any  attempt 
by  Congress  to  legislate  mandatory  assignment  under 
Medicare. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

NURSING  CARE— RESOLUTION  ^^23  (1984) 

(Reference  Committee  “C”) 

Last  year  the  House  of  Delegates  approved  a Reso- 
lution calling  upon  the  Department  of  Health  to  re- 
move administrative  hours  from  its  calculations  when 
determining  the  adequacy  of  nursing  staffs. 

The  Commissioner  of  Health  has  advised  that  the 
adequacy  of  nursing  personnel  is  based  upon  whether 
or  not  nursing  responsibilities  are  being  carried  out 
as  required  by  the  regulations.  Administrative  func- 
tions are  not  calculated  except  where  the  nurse,  by 
virtue  of  training  and  license,  is  required  to  perform 
these  functions.  The  regulations  do  authorize  ward 
clerks  to  perform  clerical  and  non-nursing  tasks  on  the 
units,  and  they  are  functioning  in  all  hospitals  to  vary- 
ing degrees. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

PREMIUM  DISCOUNT— PROFESSIONAL  LIABILITY 
INSURANCE— RESOLUTION  (1984) 

(Reference  Committee  “C”) 

This  Resolution  asked  for  MSNJ  and  MIIENJ,  in  con- 
junction with  other  carriers,  to  present  seminars  on 
basic  medical-legal  matters  and  to  provide  premium 
discounts  if  warranted. 

The  New  Jersey  State  Medical  Underwriters,  Inc.,  and 
MSNJ  present  at  least  one  seminar  annually  on  this 
issue.  In  addition,  the  Risk  Prevention  Committee  of 
the  New  Jersey  State  Medical  Underwriters,  Inc., 
provides  a medical-legal  correspondence  course  free  to 
insureds  of  the  Exchange,  and  at  modest  expense  to 
others.  Several  thousand  physicians  have  requested 
the  course.  Passage  of  the  course  provides  20  hours 
of  CME  Category  1 credit,  plus  two  points  credit  under 
the  High-P^sk  E)valuatlon  Program.  The  Risk  Prevent- 
ion Committee  cannot  document  a basis  for  discount- 
ing premiums  at  this  time. 

The  Committee  currently  is  implementing  an  audit 


program  and  will  be  developing  clinical  cor- 
respondence courses  which  are  specialty  specific. 

The  Risk  Prevention  Committee  has  not  been  able 
to  effect  cooperation  on  risk  prevention  activities  with 
other  carriers  in  the  state.  MSNJ  will  request  consider- 
ation by  those  carriers  within  their  own  organizations. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

PROMOTION  OF  HMO  BY  THE  UNITED  STATES 
DEPARTMENT  OF  HEALTH  AND  HUMAN 
SERVICES— RESOLUTION  *^26  (1984) 

(Reference  Committee  “C”) 

Following  the  close  of  the  1984  Annual  Meeting,  the 
Society  sent  a letter  to  the  Secretary  of  Health  and 
Human  Services  objecting  to  the  Department’s  promo- 
tion of  health  maintenance  organizations  (HMO)  by 
sending  circulars  to  Medicare  recipients.  This  action 
appears  to  imply  that  care  rendered  through  an  HMO 
is  superior  to  and  more  cost  effective  than  care 
rendered  by  private  practitioners. 

The  Director  of  the  Bureau  of  Program  Operations 
responded  as  follows:  “Under  Section  1876  of  the 
Social  Security  Act,  HMOs  can  contract  with  the  feder- 
al government  to  enroll  Medicare  beneficiaries  and 
provide  covered  services  to  them.  Following  an  HMO’s 
federal  qualification  and  subsequent  contract  with  the 
Health  Care  Financing  Administration,  and  at  the  re- 
quest of  the  HMO  itself,  notices  are  mailed  out  to  each 
beneficiary  residing  in  the  service  enrollment  area  of 
the  HMO. 

“It  is  not  our  intent  to  promote  one  health  care  de- 
livery system  over  another.  The  purpose  of  the  notice 
is  simply  to  inform  beneficiaries  of  the  existence  of  an 
alternative  to  the  traditional  fee-for-service  system.  Be- 
cause the  federal  government  has  an  obligation  to 
notify  beneficiaries  of  federal  programs  of  their  rights 
under  these  programs,  we  believe  that  such  mailings 
are  appropriate.  The  notice  was  developed  to  acquaint 
beneficiaries  with  an  alternative  system  with  which 
most  are  unfamiliar. 

“The  language  of  the  notice,  which  has  been  ap- 
proved by  the  American  Medlcgil  Association,  was  de- 
signed to  be  purely  informational  in  nature,  not  to 
encourage  the  use  of  HMOs  over  the  fee-for-service 
system.  The  notice  specifically  states  that  enrollment 
in  the  HMO  is  optional  and  that  Medicare  beneficiaries 
who  so  choose  may  continue  to  receive  health  care 
from  their  present  physicians  and  other  providers." 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Supplement  Report  ^ 1 : 
Board  Of  Trustees 

Frank  Y.  Watson,  m.d..  Chairman,  montclair 

(Reference  Committee  “C”) 

AD  HOC  COMMITTEE  ON  PRESENTATION  OF  MSNJ 
DRG  POSITION 

The  Ad  Hoc  Committee  on  Presentation  of  MSNJ 
DRG  Position  was  requested  by  the  Board  of  Trustees 
to  review  the  Society’s  position  on  DRGs  and  to  rec- 
ommend a revised  position  if  warranted  by  current 
circumstances. 

On  Sunday,  April  14,  a proposed  position  statement 
was  presented  to  the  Board  of  Trustees.  Following  dis- 
cussion and  revision,  the  following  position  statement 
was  adopted: 

POSITION  STATEMENT  1985  ON  CURRENT 
FEDERAL  AND  STATE  OF  NEW  JERSEY  DRG 
REIMBURSEMENT  PROGRAMS 

The  Medical  Society  of  New  Jersey  had  taken  a policy 
position  in  opposition  to  the  DRG  reimbursement  sys- 
tem because  of  a concern  over  the  widespread  and 
premature  implementation  of  a system  whose  impact 
upon  the  quality  of  care  and  cost  effectiveness  of 
health  care  had  not  been  appropriately  tested. 

A major  concern  to  this  Society  was  the  inherent 
potential  for  a reduction  in  services  and  inappropriate 
reductions  in  length  of  stay  in  an  effort  to  maximize 
profit  from  a fixed  prospective  payment  system.  This 
clearly  becomes  a quality  matter  and  should  continue 
to  be  monitored. 

The  Society  recognizes  that  New  Jersey,  as  a unioj^e' 
participant  in  the  system,  currently  enjoys  a p^yrfient 
mechanism  different  from  the  national  system,  partly 
as  a result  of  reimbursement  for  uncomp^sated  care, 
thereby  reducing  the  overall  potent!^ for  some  of  the 
earlier  concerns  on  quality  ofcare.  However,  this 
unique  status  in  all  likelfht5od  will  terminate  within 
three  years. 

Thus  the  Sociejyrwhile  recognizing  certain  potential 
cost-saving  attributes  of  the  DRG  system  and  the  value 
of  the  cijjTCnt  waiver  status  to  New  Jersey  hospitals, 
stilkHimntalns  reservations  on  the  overall  impact  this 
>y^em  has  on  quality  of  care  and  patient  well-being. 

The  Society  recognizes  that  the  Health  Department 
advanced  the  DRG  system  as  the  only  means  by  which 
to  implement  the  indigent  component  factor  cited  in 
Chapter  83  of  the  Laws  of  1978.  This  simply  is  not  true. 


Other  reimbursement  mechanisms  also  could  have 
achieved  this  result.  As  a matter  of  fact,  the  S.HARE. 
system  which  was  in  place  at  the  time  could  have  been 
corrected  to  satisfy  the  requirements  of  the  1978 
statute.  The  Department,  however,  for  reasons  which 
are  not  clear,  decided  to  abandon  the  S.HARE.  system 
and  to  advance  the  DRG  methodology. 

The  DRG  program  was  an  experimental  utilization 
review  mechanism.  Its  developers  at  Yale  University 
have  stated  it  is  being  improperly  used  as  a reimburse- 
ment system.  New  Jersey  hospitals  are  now  in  the 
process  of  reducing  nursing  staffs  and  curtailing  ser- 
vices. Further  reductions  are  forthcoming.  New  medi- 
cal technology  is  not  being  introduced  in  this  state. 
Patients  are  going  to  out-of-state  hospitals  to  receive 
the  advantages  of  current  diagnostic  and  treatment 
technologies. 

New  Jersey  physicians  will  continue  to  cooperate 
with  their  hospitals  regarding  DRG,  as  long  as  the 
quality  of  patient  care  is  not  compromised.  The  Medi- 
cal Society  of  New  Jersey  will  continue  to  monitor  the 
program  and  offer  constructive  recommendations,  in- 
cluding changes  in  the  prospective  payment  system, 
when  appropriate,  to  assure  the  quality  of  care  to  our 
patients. 

RECOMMENDATION 

That  the  House  of  Delegates  adopt  the  position  state- 
ment on  DRG  reimbursement  programs. 

BOARD  ACTIONS: 

The  Board  of  Trustees  also  adopted  the  following 
recommendations  submitted  by  the  Committee: 

1.  That  the  Ad  Hoc  Committee  on  Presentation  of 
MSNJ  DRG  Position  be  discharged. 

2.  That  an  Ad  Hoc  Committee  on  Health  Care  Reim- 
bursement Policies  be  created. 

The  Reference  Committee  recommends  that  the  rec- 
ommendation be  approved. 

HOUSE  ACTION:  Not  adopted.  The  amended  pos- 
ition statement  was  adopted  by  the  House. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  ^7 

Introduced  by:  Hospital  Medical  Staff  Section 

Subject:  Decision  for  the  Establishment  of  Facilities  To  Be  the  Prerogative 

of  the  Hospital  Board  of  Trustees 
Referred  to:  Reference  Committee  “C” 


Whereas,  by  definition  the  responsibility  of  a board 
of  trustees  of  a not-for-profit  hospital  is  to  manage  the 
affairs  of  the  hospital  for  the  benefit  of  the  community: 
and 

Whereas,  by  definition  the  board  of  trustees  of  a not- 
for-profit  hospital  is  the  primary  body  accountable  for 
the  fiscal  Integrity  of  the  Institution;  and 
Whereas,  the  Hospital  Medical  Staff  Section  of  the 
Medical  Society  of  New  Jersey  has  adopted  the  policy 
that  the  establishment  of  facilities  should  be  de- 
termined by  individual  institutions;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jer^i^ 
adopt  and  promote  the  position  that  in  noi^ferf^rofit 
hospitals  the  facilities  be  determined--b5^me  board  of 
trustees  in  concert  with  its  medtem  staff  via  mutually 
approved  projects;  and-^J^it  further 
Resolved.  tljaHlTe  decision  for  the  establishment  of 
hospit^b-fe^mties  then  is  the  sole  prerogative  of  the 
Jjeal^of  trustees  of  the  individual  institution. 


Resolution  ^8 

Introduced  by:  Hospital  Medical  Staff  Section 
Subject:  Quality  of  Medical  Records 

Referred  to:  Reference  Committee  “C” 

Whereas,  certain  fiscal  intermediaries  and  govern- 
ment agency  representatives  are  equating  physical 
findings  of  allied  health  personnel  to  physician  find- 
ings; and 

Whereas,  there  does  not  seem  to  be  a unified  exami- 
nation to  test  competence  for  allied  health  personnel; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
support  the  concept  that  only  allied  health  personnel 
who  have  been  successfully  examined  may  be  allowed 
to  write  notes  on  patient  charts;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
develop  the  criteria  and  standards  which  comprise  the 


The  Reference  Committee  recommends  that  the 
words  “not-for-profit”  be  deleted  from  lines  2,  5,  and 
14. 

HOUSE  ACTION:  Deleted.  The  words  “not-for- 
profit”  were  deleted  from  lines  2,  5,  and  14. 

The  Reference  Committee  recommends  that  the 
first  Resolved  be  amended  to  read: 

Resolved,  that  MSNJ  adopt  and  promote  the  po- 
sition that  facilities  in  hospitals  be  determined  by  its 
board  of  trustees  in  concert  with  its  medical  staff  via 
mutually  approved  projects,  acting  without  inter- 
ference from  regulatory  agencies  on  these  determina- 
tions. 

HOUSE  ACTION:  Adopted  Substitute  Resolved. 

The  Reference  Committee  recommends  that  the 
second  Resolved  be  deleted. 

HOUSE  ACTION:  Deleted  Second  Resolved. 

The  Reference  Committee  recommends  that  Reso- 
lution be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


examination  to  be  taken  by  allied  health  personnel 
who  would  be  authorized  to  write  notes  on  patient 
charts. 

The  Reference  Committee  feels  that  the  concepts 
embodied  in  Resolution  ^8  certainly  are  valid;  however, 
their  implementation  is  not  the  responsibility  of  the 
Medical  Society  of  New  Jersey. 

The  Reference  Committee  recommends  that  Reso- 
lution ^8  be  rejected. 

HOUSE  ACTION:  Not  adopted.  Resolution  was 
referred  back  to  the  Board  of  Trustees  for  report  back 
to  the  1986  House  of  Delegates. 
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Introduced  by:  Bergen  County  Medical  Society 
Subject:  Inappropriateness  of  DRG  Remuneration 

Referred  to:  Reference  Committee  “C” 


Whereas,  in  spite  of  the  fact  that  the  Medical  Society 
of  New  Jersey  has  declared  opposition  to  the  DRG  con- 
cept, it  must  be  noted  that  this  concept  has  been  im- 
plemented throughout  the  country;  and 

Whereas,  under  the  current  DRG  concept,  inap- 
propriate remuneration  occurs  in  certain  instances; 
and 

Whereas,  this  occurs  particularly  when  two  oper- 
ations are  performed  at  one  time  and  DRG  will  allow 
remuneration  for  only  one  procedure;  and 
Whereas,  such  payment  structure  places  undue 


Resolution  1 1 

Introduced  by; 

Subject; 

Referred  to; 

Whereas,  the  state  of  New  Jersey  again  has  been 
granted  a three-year  waiver  from  the  federal  DRG  sys- 
tem; and 

Whereas,  the  physicians  in  Morris  County  feel  that 
the  New  Jersey  DRG  all-payer  system  is  far  superior 
to  and  far  more  equitable  than  the  federal  system;  and 

Whereas,  the  Medical  Society  of  New  Jersey  and  its 
component  societies  will  continue  to  monitor  the  New 
Jersey  DRG  reimbursement  system;  and 

Whereas,  the  position  taken  by  the  House  of  Del- 
egates of  the  Medical  Society  of  New  Jersey  has  been 
one  of  opposition  to  the  New  Jersey  DRG  reimburse- 
ment system;  and 

Whereas,  this  opposing  position  creates  a feeling  of 
ill  will  between  the  Department  of  Health  and  or- 
ganized medicine;  and 

Whereas,  it  is  in  the  interest  of  the  physician  mem- 
bers of  the  Medical  Society  of  New  Jersey  to  cooperate. 


economic  pressures  on  hospitals;  now  therefore  be  it  i 

Resolved,  that  the  Medical  Society  of  New  Jersey 
study  the  entire  reimbursement  schedule  of  the  DRG  1 
concept  so  that  corrections  can  be  requested  when  i 
appropriate. 

The  general  feeling  of  those  in  attendance  was ) 
against  adoption  of  Resolution  ^9. 

The  Reference  Committee  recommends  that  Reso- 
lution ^9  be  rejected. 

HOUSE  ACTION:  Not  adopted.  Resolution  *9  was 
adopted. 


where  possible,  with  the  Commissioner  of  Health;  and  ■ 

Whereas,  according  to  the  Department  of  Health  and  ' 
the  New  Jersey  Hospital  Association,  New  Jersey  DRG  ' 
has  succeeded  in  a cost-effective  manner  without  com-  ■ 
promising  the  deliveiy  of  quality  health  care;  now  > 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey’s  < 
position  of  opposition  to  the  New  Jersey  DRG  reim-  i 
bursement  system  be  changed  to  one  of  active  support;  1 
and  be  it  further 

Resolved,  that  the  Ad  Hoc  Committee  on  Presen-  : 
tation  of  MSNJ  DRG  Position  be  discharged. 

The  general  feeling  of  those  in  attendance  was 
against  adoption  of  Resolution  ^11. 

The  Reference  Committee  recommends  that  Reso-  ) 
lution  ^11  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  «11  was  re- 1 
jected. 


Morris  County  Medical  Society 

Support  for  New  Jersey’s  DRG  Reimbursement  S3rstem 
Reference  Conunittee  “C” 
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Resolution 

Introduced  by:  Union  County  Medical  Society 

Subject:  Compensation  at  For-Profit  Hospital  Subsidiaries 

Referred  to:  Reference  Committee  “C” 


Whereas,  the  unbundling  of  hospital  corporations 
has  resulted  in  new  hospital  subsidiaries  that  are  “for- 
profit"  corporations:  and 

Whereas,  the  physician's  obligation  to  treat  the  sick 
does  not  include  providing  free  medical  services  on 
behalf  of  “for-profit”  corporations:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
believes  that  physicians  who  provide  services  to  “for- 
profit”  hospital  corporations,  either  in  an  ongoing  ad- 
visory or  consultative  manner,  should  be  compensated 


Resolution  *14 

Introduced  by:  Monmouth  Coimty  Medical  Society 
Subject.  Preadmission  Review/ Certification 

Referred  to:  Reference  Committee  “C” 

Whereas,  Preadmission  Review/Certification  in  ac- 
cordance with  Title  XVIIl  of  the  Social  Security  Act 
which  applies  to  Medicare  beneficiaries  represents  a 
direct  reduction  of  Medicare  benefits  to  citizens  in- 
sured by  Medicare,  and  since  Medicare  represents  the 
most  significant  medical  insurance  to  senior  citizens 
who  have  paid  for  these  benefits  over  many  years,  and 
has  resulted  in  a situation  in  which  Medicare  has 
replaced  most  other  forms  of  primary  health  Insurance 
for  senior  citizens:  and 

Whereas,  Preadmission  Review/Certification  is 
aimed  solely  at  reducing  the  cost  of  medical  care  re- 
gardless of  concern  for  the  quality  of  medical  care:  and 
Whereas,  Preadmission  Review/Certification  rep- 
resents an  overt  form  of  discrimination:  and 
Whereas,  in  the  event  the  desired  cost  savings  are 
not  achieved  through  the  presently  established  regu- 
lations, these  regulations  obviously  will  become  more 
encompassing  and  restrictive  in  the  future:  and 
Whereas,  Preadmission  Review/ Certification,  if  es- 
tablished over  a period  of  time,  will  become  adopted 
by  other  third-party  forces  eventually  to  require  Pread- 
mission Review/Certification  of  virtually  all  hospital 
admissions,  contributing  to  the  undermining  of  the 
doctor-patient  relationship  and  the  demise  of  the 
/American  system  of  health  care  deliveiy  resulting  in 
a nationwide  rationing  of  health  care,  such  reduction 
of  health  care  services  producing  a threat  to  the  well- 
being of  our  patients:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 


adequately  for  those  services,  should  have  the  right  to 
seek  adequate  compensation  for  those  services. 

The  Reference  Committee  recognized  the  validity  of 
Resolution  *12:  however,  they  felt  that  the  last  phrase 
in  the  Resolved  should  be  changed  to  “should  have  the 
right  to  seek  adequate  compensation  for  those  ser- 
vices.” 

The  Reference  Committee  recommends  that  Reso- 
lution ^12  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


institute  an  extensive  public  relations  campaign  to 
educate  the  public  as  to  the  dangers  inherent  in  Pread- 
mission Review/Certification:  and  be  it  further 
Resolved,  that  the  Medical  Society  «^f 
advise  its  membem__t(2_opp©ee--acTTveT>r'Preadmission 
Tiev^ewT^CPffTTTcation:  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
investigate,  through  its  legal  counsel,  the  advisability 
of  a legal  remedy  to  the  oppressive  regulations  of 
Preadmission  Review/Certification  and  institute  such 
a course  of  action  if  found  to  be  advisable  by  the  Board 
of  Trustees:  and  be  it  further 
Resolved,  that  the  Medical  Society  of  New  Jersey 
shall  notify  all  legislative  representatives  of  the  state 
of  New  Jersey,  both  on  a state  and  national  level,  of  the 
Society’s  strong  opposition  to  Preadmission  Re- 
view/Certification: and  be  it  further 
Resolved,  that  the  Medical  Society  of  New  Jersey 
shall  present  a similar  resolution  to  the  /Vmerican 
Medical  Association  House  of  Delegates. 

The  Reference  Committee  was  in  agreement  with 
Resolution  ^14  with  the  exception  that  they  felt  the 
second  Resolved  should  be  modified  to  read: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
advise  its  members  to  voice  opposition  to  Pread- 
mission Review/Certification:  and  be  it  further 

The  Reference  Committee  recommends  that  Reso- 
lution ^14  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 
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Resolution  ^21 

Introduced  by:  Essex  County  Medical  Society 
Subject:  Hospital  Medical  Staff  Credentialing 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  Guidelines  for  a Podiatry  Department 
or  Section  adopted  by  the  Board  of  Trustees  of  the 
Medical  Society  of  New  Jersey  are  an  invitation  for  all 
hospitals  fully  to  open  their  staffs  to  another  allied 
health  group,  regardless  of  the  need  of  the  individual 
medical  staff,  hospital,  or  the  community;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jcisw-irort 
endorse  the  GuiAelin£s~for-rr^d^^  or 

See<^t5Tr‘3s‘”an''ofTicial  policy  statement. 

There  was  considerable  discussion  on  Resolution 
^21.  The  final  conclusion  was  that  since  the  guidelines 
adopted  by  the  Board  of  Trustees  of  MSNJ  are  subject 
to  the  final  decision  of  each  hospital,  and  since  said 
guidelines  were  formulated  aftercareful  consideration. 


of  Podiatrists  | 

ji 

it  was  felt  that  Resolution  ’^21  should  not  be  adopted.  I 
Resolved,  that  the  Medical  Society  of  New  Jersey  : 
endorse  the  Ad  Hoc  Committee  of  MSNJ  and  the  Newijl 
Jersey  Podiatric  Medical  Society  for  resolution  of  con- ; 
flicts;  and  be  it  further  i 

Resolved,  that  at  the  request  of  any  member  of  | 
either  Society  the  Ad  Hoc  Committee  be  utilized  to  ; 
mediate  any  disagreement  in  the  matter  of  Level  3 ; 
surgery;  and  be  it  further  j 

Resolved,  that  the  Guidelines  for  a Podiatry  De- 
partment or  Section  be  filed.  i 

The  Reference  Committee  recommends  that  Reso- 
lution ^21  be  rejected.  j 

HOUSE  ACTION:  Not  adopted.  Substitute  Reso-i' 
lution  adopted. 


Resolution  ^22 

Introduced  by:  Richard  H.  McShane,  M.D.,  Delegate,  Essex  County 
Subject:  Expert  Medical  Opinion 

Referred  to:  Reference  Committee  “C” 


Whereas,  testimony  on  behalf  of  medical  plaintiffs, 
as  well  as  medical  defendants,  has  become  an  integral 
part  of  medical  life  and  is  an  inescapable  part  of  medi- 
cal care:  and 

Whereas,  no  adequate  ethical  or  legislative  guide- 
lines exist  with  regard  to  physician  conduct  when  giv- 
ing medicolegal  opinion  and/or  testimony;  and 
Whereas,  in  some  instances,  a medical  expert  is 
shielded  from  discovery  in  the  early  stages  of  a mal- 
practice action:  and 

Whereas,  the  overwhelming  majority  of  these  mal- 
practice cases  are  settled  and  therefore  the  expert  wit- 
nesses remain  unknown;  and 
Whereas,  expert  witnesses  often  are  given  partial  or 
incomplete  information  from  an  attorney  rather  than 
getting  all  the  information  on  the  case,  and  this  can 
result  in  a slanted  or  ambiguous  letter  in  exchange  for 
substantial  remuneration;  and 
Whereas,  the  fees  paid  to  a medical  expert  often  come 
from  a portion  of  the  award  to  the  plaintiff;  and 
Whereas,  without  guidelines  or  instmctions,  phy- 
sicians both  advertently  and  inadvertently  become  in- 
volved with  inappropriate  opinions  which  are  discredit 
to  themselves  and  their  colleagues:  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
advise  its  members  that  they  should  provide  expert 
medical  opinion  and/or  testimony  only  after  a com- 
plete and  thorough  evaluation  of  all  pre-  and  post- 
incident records  including,  but  not  necessarily  limited 
to,  physician  office  records,  hospital  records,  records 


of  nonphysicians  involved  in  diagnosis  or  treatment,  ( 
all  x-rays,  laboratory  data,  photographs,  and  any  other  i 
information  having  a bearing  on  the  case.  If  possible, 
the  physician  should  examine  the  patient,  pathology 
specimens,  prostheses,  and  any  other  medical  devices  ■ 
alleged  to  be  contributory  to  the  injury;  and  be  it 
further 

Resolved,  that  when  a medical  expert  submits  a ; 
report,  the  expert  should  submit  a list  of  documents, 
data,  and  items  examined  that  enabled  him  to  arrive  ' 
at  the  opinion:  and  be  it  further 

Resolved,  that  a no  conflict  of  interest  statemeijt-be » 
included  with  the  medical  expert  repprtr'and  be  it  l|j 
further 

Resolved,  that_,3.£eTTTrmttee  of  the  Society  be  formed 
to  drawjJrp''a"code  of  ethics  governing  physician  con- 
medical  experts. 

Resolved,  that  a no  conflict  of  interest  statement  be  ■ 
included  with  the  medical  expert  report,  i.e.  the  expert 
has  no  vested  interest  in  the  outcome  and  his  fee  is 
not  contingent  upon  a successful  conclusion  to  the 
case. 

The  Reference  Committee  felt  that  Resolution  ^22 
contained  implications  which  demanded  the  expertise  ■, 
of  Legal  Counsel. 

The  Reference  Committee  recommends  that  Reso- 
lution ^22  be  referred  to  the  Board  of  Trustees  foy| 
review  and  opinion  of  Legal  Council. 

HOUSE  ACTION:  Not  adopted.  Resolution  ^22  wai^ 
adopted  as  amended  by  the  House  of  Delegates.  E 
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Resolution  ^25 

Introduced  by;  Mercer  County  Medical  Society 
Subject:  Medicare  Reimbursement 

Referred  to:  Reference  Committee  “C” 

Whereas,  on  February  16,  1985,  the  Board  of 
Trustees  of  the  American  Medical  Association  issued 
a statement  on  Medicare  reimbursement,  fee  freeze, 
and  needs  of  low-income  Medicare  patients:  and 

Whereas,  the  Board  of  Trustees  voted:  1)  to  oppose 
the  freeze  on  hospital  reimbursement;  2)  to  oppose  the 
continuation  of  the  freeze  on  physicians’  fees;  3)  to 
oppose  the  freeze  on  clinical  laboratoiy  reimburse- 
ment; 4)  to  encourage  physicians  to  accept  Medicare 
“approved  amount”  for  payment  in  full  for  Medicare 
beneficiaries  in  financial  need;  5)  to  support  an  ap- 
propriate increase  for  hospital  and  physician  reim- 
bursement: and  the  participating  Medicare  physician! 
and 

Whereas,  these  positions  are  fair,  equitable,  and  in 
the  best  interest  of  patient  care;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
endorse  the  February  16,  1985,  statement  of  the  Board 
of  Trustees  of  the  AMA  as  representing  the  position 
of  the  Medical  Society  of  New  Jersey;  and  be  it  further 

Resolved,  that  these  positions  be  promulgated  wide- 
ly to  the  MSNJ  membership,  appropriate  media,  and 
public  officials. 

The  Reference  Committee  supported  the  concept  of 
Resolution  ^25  but  favored  the  deletion  of  the  words 
“and  the  participating  Medicare  physician”  (line  13) 
and  the  insertion  of  the  words  “and  physician”  after 
the  word  “hospital”  (line  12). 

The  Reference  Committee  recommends  that  Reso- 
lution ^25  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 


Resolution  *26 

Introduced  by:  Mercer  County  Medical  Society 
Subject:  New  Jersey  PRO  Criteria  Committee 

Referred  to:  Reference  Committee  “C” 


Whereas,  the  New  Jersey  PRO  has  promulgated 
preadmission  criteria  (nursing  guidelines)  for  patients 
with  diabetes,  elective  cholecystectomy,  elective  herni- 
orrhaphy, and  elective  single  and  double  coronary 
bypass  surgery;  and 

Whereas,  the  primary  purpose  of  these  criteria  is  to 
establish  fiduciary  responsibility  for  payment:  and 

Whereas,  the  Medical  Society  of  New  Jersey’s  Ad  Hoc 
Committee  on  PRO  Criteria  has  developed  criteria 
which  differ  from  the  published  criteria  of  the  New 
Jersey  PRO;  and 

Whereas,  despite  a liaison  to  the  New  Jersey  PRO 
there  likely  are  to  be  continuing  areas  of  differences 
related  to  further  criteria  as  they  develop;  now  there- 
fore be  it 

Resolved,  that  the  representatives  of  MSNJ’s  Ad  Hoc 
Committee  on  PRO  Criteria  have  input  into  the  New 
Jersey  PRO  criteria  before  they  are  released;  and  be  it 
further 

Resolved,  that  criteria  promulgated  hv  theJ^.wiJrr 
sey  PRO  be  appreciatejj-as--rrrTr??rng~'gi^^  for  es- 
tabhshtTTgTTnanOal  responsibility  and  not  intended  as 


standards  of  medical  practice  to  be  met  by  the,4ihy^ 
sician;  and  be  it  further  ^ 

Resolved,  that  MSNJ’s  A^J4ocT^ommittee  on  PRO 
Criteria  inform  allJJiHTFparty  carriers  of  the  Society’s 
positioryon-vSrious  admission  criteria  of  the  New  Jer- 
sejrPRO. 

The  Reference  Committee  felt  that  MSNJ’s  Ad  Hoc 
Committee  on  PRO  Criteria  does  not  have  the 
authority  to  transmit  MSNJ’s  position  on  the  subject 
to  outside  agencies,  but  would  inform  MSNJ’s  Board 
of  Trustees  of  its  findings.  They  were  of  the  opinion 
that  the  third  Resolved,  therefore,  should  be  deleted 
in  its  entirety. 

They  also  felt  that  the  second  Resolved  should  be 
amended  to  read: 

Resolved,  that  criteria  promulgated  by  the  New  Jer- 
sey PRO  be  correctly  labeled  as  a protocol  to  be  used 
by  nurse  reviewers  for  establishing  financial  responsi- 
bility, and  not  intended  as  standards  of  medical  prac- 
tice to  be  met  by  physicians. 

The  Reference  Committee  recommends  that  Reso- 
lution *26  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended. 
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Resolution  ^28 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean 
Subject:  Documentation  of  Medication  Errors 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  medical  chart  of  a hospitalized  patient 
constitutes  a legal  document;  and 
Whereas,  doctors’  orders  on  the  chart  constitute  the 
basis  of  reviewing  the  case  and  often  the  basis  of  liti- 
gation: and 

Whereas,  there  is  no  requirement  that  nurses  docu- 
ment on  the  chart  reasons  for  errors  in  the  adminis- 
tration of  medication,  i.e.,  wrong  medication,  wrong 
dosage,  or  failure  to  administer  medication;  and 
Whereas,  this  failure  can  invalidate  the  proper  re- 
construction of  the  medical  record  for  hospitalized  pa- 
tients; and 

Whereas,  the  State  Board  of  Nursing  steadfastly  re- 
fuses to  create  a rule  requiring  nurses  to  document  on 
the  chart  reasons  for  errors  in  the  administration  of 
medications;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  State  Board  of  Nursing  to  create  a rule 


Resolution  ^29E 

Introduced  by;  Union  County  Medical  Society 
Subject;  Scheduling  of  PRO  Appeals 

Referred  to;  Reference  Committee  “C” 

Whereas,  denials  under  the  PRO  mechanism  are  be- 
coming much  more  frequent;  and 

Whereas,  physician  opportunities  for  PRO  appeal 
hearings  are  restricted  by  the  apparent  inability  of  the 
PRO  to  give  sufficient  notice  of  the  appeal  date;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
prevail  upon  the  PRO  to  schedule  appeal  hearings  with 
the  convenience  of  the  appealing  physician  in  mind, 
and  that  the  date  for  such  hearing  be  discussed  with 
the  appealing  physician  in  the  first  week  of  the  30-day 
appeal  period  rather  than  the  last  week;  and  be  it 
further 

The  Reference  Committee,  recognizing  the  fact  that 


County 


requiring  nurses  to  document  on  medical  charts  of 
hospitalized  patients  errors  (of  omission  or  com- 
mission) in  the  administration  of  medication;  and  fail- 
ing that;  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
strongly  support  the  efforts  of  State  Senator  Leonard 
T.  Connors,  Jr,  to  introduce  such  legislation. 

There  was  no  strong  feeling  either  for  or  against 
Resolution  ^28  expressed  by  those  present.  The  Refer- 
ence Committee  concluded  that  the  author’s  intent 
was  not  clear,  and  that  such  documentation  basically 
is  each  hospital’s  responsibility.  The  Reference  Com- 
mittee favored  rejection  of  the  Resolution. 

The  Reference  Committee  recommends  that  Reso- 
lution ^28  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  «28  was  re- 
jected. 


coordination  of  events  leading  up  to  PRO  appeal  hear- 
ings is  necessary,  suggests  the  addition  of  a second 
Resolved  after  the  addition  to  last  line  of  the  words 
“;  and  be  it  further”; 

Resolved,  that  the  New  Jersey  Hospital  Association 
urge  its  members  to  forward  copies  of  hospital  records 
to  PRO  at  the  time  the  appeal  is  requested,  and  further; 
to  urge  the  PRO  not  to  start  the  appeal  process  until  ii 
all  records  have  been  received  by  that  organization.-  ■ 

The  Reference  Committee  recommends  that  Reso- 
lution ^29E  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House  of  Delegates. 


I; 


Tr  37J 


VOL.  82— NUMBER  7— JULY  TRANSACTIONS  1985 


Resolution  *^30E 

Introduced  by;  Union  Coimty  Medical  Society 

Subject:  Prior  Approval  for  Admission  and/or  Procedures  for  Patients 


Referred  to:  Reference  Committee  “C” 

Whereas,  General  Motors  has  adopted  an  insurance 
plan  through  their  various  state  Blue  Shield  carriers 
which  requires  prior  approval  for  hospital  admission 
and  for  certain  outpatient  procedures  (as  yet  un- 
known); and 

Whereas,  this  is  the  second  fee-for-service  carrier  to 
impose  prior  approval  restrictions  upon  the  medical 
profession:  and 

Whereas,  such  prior  approval  substitutes  gen- 
eralized diagnoses  for  the  selective  and  personal  medi- 
cal judgment  of  an  individual  physician  treating  an 
individual  patient:  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
formulate  a document  for  patients  to  sign  indicating 
that  if  permission  in  a “prior  approval  plan”  is  denied 


for  procedures  and/or  admissions,  the  physician  is  not 
responsible  for  any  untoward  results;  and  be  it  further 

Resolved,  that  Medical  Society  of  New  Jersey  mem- 
bers be  urged  to  make  a note  in  their  office  record  that 
they  are  not  in  agreement  with  the  position  of  the 
carrier  regarding  the  care  of  the  patient. 

The  Reference  Committee  recommends  that  Reso- 
lution ^30E  be  adopted  with  the  addition  of  a third 

Resolved: 

Resolved,  that  MSNJ  seek  to  have  legislation 
enacted  to  hold  the  attending  physician  blameless  for 
any  harm  to  a patient  occurring  as  a consequence  of 
the  PRO’S  refusal  to  authorize  hospitalization. 

HOUSE  ACTION:  Adopted  as  amended. 


J 
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Reference  Committee  “D” 


Reports:  COUNCIL  ON  LEGISLATION 

COUNCIL  IN  PUBUC  RELATIONS 
BOARD  OF  TRUSTEES’  ITEMS 
RESOLUTIONS  ^16,  18,  23,  24 


Members: 

Frank  R.  Romano,  Sr.,  M.D.,  Chairman,  Union 

David  J.  Blackman,  M.D.,  Passaic 

G.  Gerson  Grodberg,  M.D.,  Bergen 

Lindsay  L.  Pratt,  M.D.,  Camden 

Herman  M.  Robinson,  M.D.,  Essex 

Lawrence  Frieman,  M.D.,  Alternate,  Monmouth 


Legislation 

Irving  P.  Ratner.  m.d.,  chairman,  willingboro 

(Reference  Committee  “D”) 

This  report  presents  a summary  of  the  status  of 
legislative  measures  of  primary  concern  during  the 
First  Annual  Session  of  the  201st  Legislature.  The 
Council’s  operations,  together  with  a cumulative  re- 
port of  MSNJ’s  official  positions  on  current  legislation, 
are  reflected  regularly  in  the  official  bulletins  dis- 
patched to  state  legislative  keymen  and  to  component 
societies,  and  in  items  published  in  the  Membership 
Newsletter  and  The  Journal. 

The  Council  on  Legislation  continues  its  established 
policy  of  inviting  an  official  representative  from  each 
specialty  society  to  all  Council  meetings.  A notice  an- 
nouncing the  date  of  each  of  the  Council’s  meetings 
also  is  sent  to  all  MSNJ  official  intermediaries  with 
New  Jersey  specialty  societies. 

The  Council  urges  that  more  representatives  attend 
its  meetings  so  that  it  may  have  the  benefit  of  the 
timely  thinking  of  specialty  societies  concerning 
proposed  legislation  affecting  the  specialty  fields. 

The  Council  on  Legislation  agreed,  in  order  to  fortlly 
our  stand  on  legislative  bills  and  make  our  position 
known  throughout  the  Society,  that  it  be  a standing 
policy  to  invite  the  chairman  of  each  council  and 
standing  committee  to  attend  the  legislative  meetings 
and  to  give  them  the  right,  if  they  cannot  attend,  to 
select  a representative.  A recent  Bylaw  amendment 
makes  it  possible  for  one  Auxiliary  member  to  be  ap- 
pointed, by  the  President,  to  serve  on  the  adminis- 
trative councils  and  committees  for  a one-year  term  to 
be  full  voting  members  of  the  respective  councils  and 
committees. 

Of  the  bills  reported  to  the  House  from  the  First 
Session  of  the  201st  Legislature  the  following  were 
signed  in  law: 

APPROVED 

S-1044;  S-1100;  A-985 — Provides  that  nursing  homes 
may  be  compensated  by  Medicaid  for  reserving  beds  for  ten 
days  for  patients  who  have  been  transferred  to  acute  care 
facilities. 

A-551 — Allows  mobile  intensive  care  nurses  and  para- 
medics to  perform  advance  life-support  services  as  authorized 
by  the  Commissioner  of  Health  where  direct  communication 
from  a physician  or  a physician-directed  nurse  is  maintained. 


If  communication  is  lost,  provision  is  made  for  the  nurse  or 
paramedic  to  provide  procedures  approved  by  the  Com- 
missioner of  Health. 

A-820 — Prohibits  the  use  of  deductibles  and  copayments 
by  Medicaid  unless  required  by  the  federal  government. 


ACTIVE  SUPPORT 

A-2304 — To  require  that  the  driver  and  passengers  in  the 
front  seat  of  an  operating  passenger  automobile  wear  the 
safety  seat  belt  provided. 

DISAPPROVED 


A- 160 — Mandates  Medicaid  coverage  of  drug  abuse  treat- 
ment ordered  by  a physician  and  rendered  in  a state-approved 
facility. 

A- 1372 — Expands  hypertension  screening  and  control 
programs  being  conducted  in  New  Jersey. 

ACTIVE  OPPOSITION 


A-1471 — Requires  written  consent  for  breast  biopsy 
and/or  repair.  Physicians  that  do  not  secure  written  consent 
are  subject  to  discipline  by  the  SOME. 


The  following  bills  of  medical  interest  were  in- 
troduced in  the  1984  Legislature,  but  too  late  to  be 
reported  to  the  1984  House  of  Delegates: 


CURRENT  LEGISLATION  (1984) 


S-331 — Lynch — Medicaid.  Requires  Medicaid  to  provide! 
treatment  for  patients  that  are  drug  abusers.  The  treatment ; 
must  be  prescribed  by  a physician  and  provided  in  an  ap- 
proved facility.  Approved. 

S-629-Bassano — Immuno-Augmentative  Therapy  (IA.T.)  | 
and  S-1 127-Costa— Immuno-Augmentative  Therapy  | 
(IA..T.).  Permits  the  use  of  I AT.  when  prescribed  by  a ! 
licensed  physician.  No  institution  may  prohibit  its  use.  A^' 
statutory  form  of  Informed  (consent)  request  is  established  j 
and  must  be  filed  with  the  institution  and  the  Department  j 
of  Health.  The  Commissioner  of  Health  is  to  report  to  the| 
Governor  annually  about  the  number  of  cases  and  their^ 
status.  Disapproved— with  Active  Opposition  if  the  bill : 
moves.  There  is  no  documented  evidence  that  I AT.  is  effec-j| 
tlve  in  the  treatment  of  any  type  of  cancer  and  its  use  may|| 
cause  delay  in  receiving  the  appropriate,  proved  treatment  , 
methods.  f 

S-1177-Gagliano — Jury  Duty.  Revises  the  jury  selection  j| 
system  in  New  Jersey.  E>ery  citizen  of  the  United  States  over  J 
the  age  of  18  and  residing  in  New  Jersey  will  be  placed  on  a 
the  pool  list.  Existing  exemptions  for  police,  fire,  health  care  ij 
personnel,  etc.  are  repealed.  Disapproved,  because  inclusion], 
of  health  care  professionals  will  cause  unwarranted  disrupj' 
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tlon  In  the  provision  of  health  care  services  to  the  ill  and 
Injured  residents  of  New  Jersey. 

S-1287-Gagliano — Criminal  Responsibility.  Abolishes  in- 
sanity as  a defense.  Allows  mental  health  to  be  considered  a 
mitigating  factor  in  sentencing.  Action  Deferred,  pending 
further  information  from  the  Council  on  Mental  Health. 

S-1295-Lynch — Athletic  Trainers.  Licenses  athletic  train- 
ers through  the  State  Board  of  Medical  Examiners.  They  can 
provide  physical  treatment  modalities  ordered  by  a licensed 
physician.  They  must  be  employed  by  a school,  college,  univer- 
sity, or  professional  team.  No  Action. 

S-1342-Lesniak — Pesticides.  Regulates  the  manufacture, 
use,  and  disposal  of  pesticides.  Authorizes  and  directs  the 
Department  of  Environmental  Protection  to  prevent  the  con- 
tamination of  water  supplies.  Approved. 

S- 1504-Graves— Lead  Poisoning  (same  as  A- 1048).  Re- 
quires the  Department  of  Health  to  screen  high-risk  children 
between  the  ages  of  one  and  five  years  for  lead  poisoning.  A 
similar  bill  passed  the  legislature  last  year,  but  was  con- 
ditionally vetoed  by  the  Governor.  His  concerns  have  been 
addressed  In  8-1504.  Approved. 

8- 1513-Codey— Medicaid.  Prohibits  administrators  of 
nursing  homes  from  requiring  incoming  patients  or  their 
families  to  sign  agreements  to  stay  as  private  patients  when 
they  are  eligible  as  Medicaid  patients.  Also,  prohibits  the 
divesting  of  assets  within  24  months  of  an  application  for 
Medicaid  eligibility.  Disapproved.  Medicaid  payments  to  hos- 
pitals are  based  on  the  same  rates  as  those  paid  by  or,  on 
behalf  of,  all  other  patients.  Medicaid  payments  to  nursing 
homes  are  below  the  rates  fairly  charged  to  other  patients. 
As  a result  of  Medicaid  patients  not  paying  a fair  rate,  all  other 
patients  are  charged  more.  Medicaid  patients  and  families 
with  assets  should  make  a contribution  to  a fair  rate. 

8-1515-Codey — Nursing  Homes.  Prohibits  nursing  homes 
from  refusing  to  accept  Medicaid  recipients  If  their  occupan- 
cy level  Is  below  the  statewide  average  as  calculated  by  the 
Commissioner  of  Human  Services.  Exceptions  can  be  granted 
based  upon  bed  capacity  and  financial  status  of  the  institu- 
tion. No  Action. 

8-1534-Cowan — Antitrust  Immunity.  Expands  immunity 
from  antitrust  suits  to  licensing  boards  to  Include  their  ac- 
tions regarding  admittance  to  a profession,  suspension,  and 
revocation  of  licenses.  Disapproved,  because  members  of 
licensing  boards  should  continue  to  be  legally  responsible  for 
their  decisions  and  actions.  (Doctors  Lehr,  Allen,  Salerno,  and 
Sachs  voted  for  an  upgraded  position  of  Active  Opposition 
and  requested  to  be  so  recorded.) 

8-1557-Russo— Wrongful  Death  of  Mlnors-Damages.  Per- 
mits awarding  compensatoiy  damages  In  cases  of  wrongful 
death  of  minors.  There  would  be  a limitation  of  $100,000. 
(Current  law  limits  these  awards  to  pecuniary  loss,  together 
with  established  special  damages.)  Disapproved,  because 
only  damages  established  by  proof  should  be  subject  to  award. 
Supreme  Court  decisions  In  New  Jersey  have  established  a 
reasonable  and  workable  format  for  awarding  damages  in 
wrongful  death  actions.  This  bill  would  create  an  unwar- 
ranted expansion  and  escalate  the  cost  of  casualty  insurance 
without  any  benefit  to  the  public. 

8-1584-DiFrancesco— Abuse  of  Elderly  Disabled  or  In- 
capacitated Persons.  Requires  eveiy  person  who  has  reason- 
able cause  to  believe  an  elderly  or  disabled  person  is  the 
victim  of  abuse  or  exploitation  to  report  that  information  to 
the  Commissioner  of  Human  Services  or  his  designee.  Ap- 
proved. 

8- 1650-Ewing— Biotechnology  (same  as  A-1764).  This 
bill  establishes  the  Advanced  Technology  Center  in 
Biotechnology  on  the  adjoining  campuses  and  under  the  joint 
governance  of  Rutgers,  The  State  University,  and  UMDNJ.  The 
purpose  of  establishing  this  center  is  to  promote  the  develop- 
ment of  biotechnology  research,  and  to  stimulate  additional 
job  opportunities  and  new  business  in  this  state.  This  bill 
Implements  Recommendation  1 of  the  report  of  the  Gov- 
ernor’s Commission  on  Science  and  Technology.  Approved. 

8- 1654-Ewing— Science  and  Technology  (same  as 
A-1767).  This  bill  creates  a NJ  Commission  on  Science  and 
Technology  in  the  Department  of  Commerce  and  Economic 
Development.  This  bill  Implements  Recommendation  38  of 
the  report  of  the  Governor’s  Commission  on  Science  and 
Technology.  This  new  agency  will  have  the  responsibility  for 


formulating  long-range  plans  and  programs  for  science  and 
technology  in  New  Jersey.  Approved. 

8-1714-Bassano — Podiatric  X-Ray  Technicians.  Licenses 
podlatric  x-ray  technicians  and  allows  them  to  take  x-rays  of 
the  "leg*  and  foot  area”  Their  curriculum  and  examination 
will  be  established  and  conducted  by  the  Radiologic  Tech- 
nology Board  of  Examiners.  ‘Note:  Current  law  limits  the 
podiatrist  to  the  “lower  leg”  and  foot.  Active  Opposition.  This 
legislation  is  inferior  to  8-515  which,  adequately,  addresses 
the  issue. 

8-1717-Lynch — Education  Bond  Fund.  Creates  an  $80 
million  bond  fund  to  finance  the  construction  of  a network 
of  Advanced  Technology  Centers  at  private  and  public  institu- 
tions of  higher  education.  Approved. 

8- 1720-Bassano— Marriage  Certificates.  Requires  all 
female  marriage  license  applicants  under  age  45  to  undergo 
rubella  testing  in  addition  to  serological  testing.  Conditional 
Approval,  pending  amendment  "that  this  bill  will  expire  in 
ten  years.” 

8-1721-Bassano— Rh  Testing.  Requires  every  physician 
attending  a woman  at  the  time  of  delivery,  miscarriage, 
abortion,  or  during  the  prenatal  period  to  secure  an  Rh  test 
If  the  test  is  Rh  negative  the  physician  shall,  within  24  hours 
of  receipt  of  the  results,  advise  the  woman  of  Its  significance 
and  the  aveillablllty  of  preventive  treatment.  Disapproved,  as 
unnecessary  legislation  and  the  practice  of  medicine  by  legis- 
lation. This  procedure  already  is  being  done  In  physicians’ 
offices  and  should  remain  a matter  within  the  professional 
judgment  of  the  physician. 

8- 1756-McMaitimon— Acupuncture  (same  as  A-2025). 

Provides  that  acupuncturists  licensed  in  another  state  shall 
be  eligible  immediately  for  appointment  to  the  Acupuncture 
Examining  Board.  No  Action.  Law  c.76  (’84) 

8- 1775-Orechio— Chiropractic.  Allows  chiropractors  who 
are  licensed  to  practice  by  written  examination  In  any  state 
and  who  have  completed  4,300  classroom  hours  in  a 
chiropractic  school  to  become  licensed  to  practice  by  virtue 
of  a clinical  examination.  Active  Opposition.  Current  law 
(which  now  Is  within  the  purview  of  the  State  Board  of  Medi- 
cal Examiners)  is  preferable  to  this  legislation. 

8- 1828-O’Connor— Licensing  of  Dietitians  and  Dietetic 
Technicians  (same  as  A-2070).  Requires  the  licensing  of 
dietitians  and  dietetic  technicians  through  the  State  Board 
of  Dietetics.  Dietetics  is  defined  as  the  application  of  the 
principles  of  the  science  of  food  and  nutrition  for  the  develop- 
ment and  management  of  nutrition  services  to  attain  and 
maintain  health.  It  Includes  evaluation  and  consultation.  Ap- 
proved. 

8- 1839-Dalton— Guardianship.  Amends  existing  law  to 
aUow  a psychologist  to  supply  evidence  of  a need  for  guard- 
ianship of  a minor  who  is  in  the  custody  of  the  Division  of 
Mental  Retardation.  Active  Opposition.  Decisions  of  this 
nature  should  be  made  under  the  supervision  of  a psy- 
chiatrist not  a clinical  psychologist. 

8-1840-Cardinale — Certificate  of  Need.  Exempts  the  pri- 
vate practice  of  medicine  from  the  certificate  of  need  law. 
Active  8upport. 

8- 1 846-Garibaidi— Disability.  Provides  that  cancers 
caused  by  exposure  to  heat,  cold,  radiation,  or  a known 
carcinogen  which  manifest  themselves  in  active  police  and 
firemen  are  assumed  to  be  accidental  and  work-related  dis- 
abilities. Active  Opposition.  This  legislation  is  an  intrusion 
on  the  private  practice  of  medicine  and  improperly  and  incor- 
rectly produces  a diagnosis  by  legislation. 

8- 1854-Cardlnale— Dental  X-Rays.  Requires  any  person 
x-raylng  the  mouth  or  teeth  of  patients  to  shield  the  area 
from  the  upper  neck  to  mid-thigh,  with  a lead  apron  or  other 
protective  garment.  Approved. 

8- 1890-Rand— Education  and  Research..  Appropriates 
$6.2  million  to  move  the  Institute  for  Medical  Research  into 
UMDNJ-Camden.  No  Action  (pending  review  of  the  Report  of 
the  Special  Department  of  Higher  Education  Committee  ap- 
pointed to  evaluate  this  project). 

8- 1906-Graves — Motor  Vehicle  Vision  Examinations 
(same  as  A-2192).  Provides  that  a licensed  ophthalmic  dis- 
penser may  certily  successful  completion  of  the  required  vis- 
ual examination  for  an  operator’s  license.  Disapproved,  with 
Active  Opposition  if  the  bill  moves,  because  the  motorists 
may  feel  they  are  receiving  a quality  eye  examination  when. 
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in  fact,  the  examination  merely  consists  of  an  eye  chart  read- 
ing test  and  a test  for  peripheral  vision  and  depth  perception. 

S-1920-O’Connor— No-Fault  Medical  Expense.  Prohibits 
auto  insurers  from  Issuing  policies  to  an  insured  who  has 
elected  a medical  expense  benefit  deductible  unless  the  in- 
sured supplies  proof  to  the  Insurer  that  he  is  covered  for 
medical  expenses  under  an  alternative  health  Insurance  plan. 
No  Action. 

S-2005-Codey— Youth  Suicide.  Establishes  a youth 
suicide  prevention  demonstration  program  within  the  De- 
partment of  Education.  Guidelines  established  by  the  Depart- 
ment will  be  administered  by  local  boards  of  education  and 
community  mental  health  service  providers.  Conditional  Ap- 
proval, provided  the  bill  Is  amended  to  read  “In  cooperation 
with  local  psychiatric  and  mental  health  resources.” 

S-2018-Dorsey— Genetic  Engineering  of  Micro- 
organisms. Creates  a 24-month  ban  on  the  release  of  geneti- 
cally engineered  microorganisms  Into  the  environment.  Es- 
tablished a commission  to  study  the  problem  and  propose 
solutions.  Action  Deferred,  pending  further  information 
from  MSNJ’s  Council  on  Public  Health,  the  New  Jersey  Health 
Science  Group,  and  the  Department  of  Health’s  Division  of 
Epidemiology  and  Disease  Control. 

S-2019-L3mch— Dispensing  of  Contact  Lenses.  Creates 
the  profession  of  contact  lens  dispensing  and  fitting  for 
nonphysicians  and  nonoptometrists.  Licensure  and  regu- 
lation would  be  through  the  Board  of  Examiners  of 
Ophthalmic  Dispensers  and  Ophthalmic  Technicians.  A 
prescription  by  a licensed  optometrist  or  physician  would  be 
required.  Active  Opposition,  to  that  portion  of  the  bill  refer- 
ring to  the  fitting  of  contact  lenses,  because  MSNJ  does  not 
feel  it  would  be  beneficial  to  the  health  of  the  consumer. 
Contact  lenses  Improperly  used  or  fitted  may  cause  ir- 
reparable damage  to  the  cornea  The  fitting  of  contact  lenses 
should  be  done  by  the  prescribing  ophthalmologist  or  op- 
tometrist. 

S-2023-Cardinale — Automobile  Insurance.  Creates  a 
study  commission  to  ascertain  whether  no-fault  Insurance 
should  be  replaced  by  a system  of  compensation  patterned 
after  workmen’s  compensation.  No  Action. 

S-2044-Lesniak — Mandatory  Use  of  Seat  Belts.  To  require 
that  the  driver  and  passengers  in  the  front  seat  of  an  operat- 
ing passenger  automobile  wear  the  safety  seat  belt  provided. 
Active  Support. 

S-2051 -Feldman — Medical  Education.  Appropriates 
$9.45  million  to  design  an  osteopathic  medical  school  in 
Stratford.  Also,  provides  construction  monies  for  classrooms 
and  administrative  offices.  Active  Opposition,  because  there 
Is  no  need  for  the  development  of  a separate  osteopathic 
school  for  the  training  of  medical  students  in  the  state  of  New 
Jersey  and  New  Jersey  Is  facing  an  oversupply  of  physicians. 

S-2088-Cowan — Medical  Elducatlon.  Authorizes  the  State 
Board  of  Higher  Education  to  contract  with  an  out-of-state 
medical  school  to  accept  two  to  four  minority  students  per 
class.  Following  licensure,  the  students  must  serve  three 
years  In  a medically  underserved  area  of  New  Jersey.  Disap- 
proved. The  purpose  of  this  bill  can  best  be  resolved  by  utiliz- 
ing educational  facilities  within  the  state. 

A-524-Weldel— Life-Sustaining  Procedures.  Provides  that 
terminally  ill  patients  may  direct  their  physicians,  through 
a written  document  to  withhold  or  withdraw  mechanical  or 
artificial  means  to  sustain  or  supplant  vital  function  when 
those  acts  only  artificially  will  prolong  death.  The  directive 
shall  comply  with  statutory  form.  The  physician  relying  upon 
it  shall  determine  it  compiles  with  the  statute.  No  Action 
(refer  to  the  Committee  on  Biomedical  Ethics  for  report  back 
to  the  Council  on  Legislation  at  Its  October  meeting.) 

A-1048-Villane — Lead  Poisoning  (same  as  S-1504).  Re- 
quires the  Department  of  Health  to  screen  high-risk  children 
between  the  ages  of  one  and  five  years  for  lead  poisoning.  A 
similar  bill  passed  the  legislature  last  year,  but  was  con- 
ditionally vetoed  by  the  Governor.  Approved. 

A- 1438-SchwarfjE— Athletic  Trainers.  Same  as  S-1295 
with  minor  differences.  No  Action. 

A- 1539-Doyie— Acupuncture.  Creates  a separate 
Acupuncture  Examining  Board  with  regulatoiy  authority.  No 
Action. 

A-1559-Garvln — Bi  ^aat  Cancer-Informed  Consent.  Re- 
quires the  Department  of  Health  and  the  State  Board  of  Medi- 


cal Examiners  to  prepare  a booklet  on  all  aspects  of  the  treat- 
ment of  breast  cancer.  Attending  physicians  are  required  to 
distribute  the  book  to  appropriate  patients  and  to  discuss  It 
with  them.  Active  Opposition.  Physicians  have  the  medical- 
legal  obligation  to  secure  Informed  consent  from  all  their 
patients  regardless  of  the  condition  involved.  The  legislature 
should  not  become  Involved  In  specific  acts  of  medical  Judg- 
ment and  patient  Information.  These  must  be  developed  by 
science,  education,  and  standards  of  practice.  If  codification 
Is  necessary,  that  Is  a function  of  the  appropriate  regulatory 
agencies, 

A- 1677-Bryant— Medical  Education.  Provides  for  the 
Chancellor  of  Higher  Education  to  contract  with  Meharry 
Medical  College  and  School  of  Dentistry,  located  in  Nashville, 
Tennessee,  to  export  five  to  ten  medical  students  and  three 
to  five  dental  students  Into  each  Meharry  class.  Admission 
will  be  solely  on  academic  merit.  Students  shall  come  from 
a disadvantaged  or  minority  background.  Disapproved.  The 
purpose  of  this  bill  can  best  be  resolved  by  utilizing  educa- 
tional facilities  within  the  state. 

A- 1682-Muhler— Psychiatric  Review— Criminally  Insane. 
Creates  a seven-person  Board  within  the  Department  of 
Human  Services  vested  with  the  authority  to  release  or  con- 
tinue the  commitment  of  persons  who  were  found  incapable 
of  standing  trial  or  not  guilty  by  reasons  of  insanity.  A Su- 
perior Couri  judge  currently  makes  these  decisions.  Active 
Opposition.  This  authority  should  remain  within  the 
Jurisdiction  of  the  Superior  Couri  Judge.  The  Couri  is  more 
experienced  in  objectively  evaluating  the  evidence  presented 
and  the  needs  of  the  Individual  and  society  In  general. 

A- 1688-Shusted— Anatomical  Gifts.  Requires  hospitals  to 
ascertain,  whenever  possible,  whether  a patient  has  made  an 
anatomical  gift  and  to  make  that  information  a part  of  the 
record.  No  Action. 

A-1764-Gill — Biotechnology.  This  bill  establishes  the  Ad- 
vanced Technology  Center  In  Biotechnology  on  the  adjoining 
campuses  and  under  the  Joint  governance  of  Rutgers,  The 
State  University,  and  UMDNJ.  The  purpose  of  establishing 
this  center  is  to  promote  the  development  of  biotechnology ; 
research,  and  to  stimulate  additional  Job  opportunities  and  > 
new  business  In  this  state.  This  bill  Implements  Recommen-  i 
datlon  1 of  the  report  of  the  Governor’s  Commission  on  Sci- 1 
ence  and  Technology.  Approved.  | 

A- 1767-Gill — Science  and  Technology.  This  bill  creates  a 
New  Jersey  Commission  on  Science  and  Technology  in  the ; 
Department  of  Commerce  and  Economic  Development.  This  1 
bill  implements  Recommendation  38  of  the  report  of  the  Gov- 1 
emor’s  Commission  on  Science  and  Technology.  This  new 
agency  will  have  the  responsibility  for  formulating  long-range ) 
plans  and  programs  for  science  and  technology  in  New  Jersey. 
Approved. 

A-1768-Gallo — Hemophilia.  Requires  all  hospital  service 
contracts  to  Include  services  and  products  rendered  at  hornet 
under  the  supervision  of  a state-approved  hemophilia  treat-Jl 
ment  center.  Approved. 

A-1787-Gallo — Hemophilia.  Same  as  A-1786,  applies  to! 
group  health  insurance  contracts.  Approved. 

A- 1 788-Gallo— Hemophilia.  Same  as  A- 1787,  applies  to  1 
individual  health  Insurance  contracts.  Approved. 

A-1829-Otiowski — Medicaid.  Prohibits  families  from  en-1 
couraging  elderly  relatives  to  divest  assets  in  order  to  become) 
Medicaid  eligible.  Prohibits  hospitals,  nursing  homes,  and 
intermediate  care  facilities  from  receiving  contributions  from 
Medlcald-eliglble  individuals  or  their  families  at  any  time,  i 
Prohibits  a skilled  nursing  facility  (SNF)  or  Intermediate  care  i 
facility  (IGF)  from  denying  admission  on  the  basis  of  Medicald  j | 
coverage.  (The  Commissioner  of  Human  Services  may  make!]  | 
particular  exceptions  based  on  capacity  or  financial  condition; 
of  the  facility.)  Prohibits  the  SNF  and  ICF  from  leveraglngij , 
private  pay  status  via  contract  prior  to  acceptance  as  a Medi-  L 
cald  patient.  Action  Deferred.  Recent  amendments  to  the  bll!  j j 
were  not  available  for  Council  review.  This  bill,  therefore.  Is  i „ 
referred  directly  to  the  Board  of  Trustees,  In  amended  form,!:] 
for  their  consideration  and  action.  jn 

A- 1840-Kem— Wrongful  Death.  Requires  that  when  Su 
wrongful  death  settlement  Is  “structured,"  the  Court  will  de  jj 
termine  prior  to  the  settlement  who  will  receive  and  In  what] 
proportions.  No  Action.  u, 

A- 1854-Gallo— Alzheimer’s  Disease.  Increases  the  legisjj. 
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latlve  members  on  the  Alzheimer’s  Commission  to  give  them 
a majority.  No  Action. 

A-1870-Garvin — Motor  'Vehicles.  Amends  existing  stat- 
utes to  require  either  seat  belts  or  restraint  systems  for  all 
children  under  ten  traveling  in  a motor  vehicle.  Current  law 
applies  to  children  under  age  five.  Active  Support. 

A- 1 88 1-Perun— Insurance  Coverage  of  Organ  Trans- 
plants. Requires  medical  service  corporations  to  provide  cov- 
erage for  transplant  procedures  in  their  contracts.  No  Action. 

A-1882,  A-1883,  A-1884,  A-1885-Perun— Organ  Trans- 
plant. Requires  health  Insurers  and  HMOs  to  cover  organ 
transplants  in  their  contracts.  No  Action. 

A- 1921 -Miller — Professional  Liability-Statute  of  Liml- 
I tations.  Establishes  a 3-year  statute  of  limitations  in  tort 
actions  against  health  care  providers.  Children  would  have 
j until  age  1 1 to  bring  an  action  for  injuries  prior  to  age  8.  After 
I age  8 they  come  under  3-year  standard.  FYaud  concealment, 

I and  unintentional  foreign  bodies  “toll”  the  statute.  Active 
I Support. 

A- 1922-MlUer— Professional  Liability-AfiBdavit  of  Merit. 

Provides  that  within  60  days  of  filing  a medical  malpractice 
complaint,  the  plaintiff  must  supply  an  affidavit,  by  a quall- 
j fied  expert,  that  reasonable  cause  exists  to  believe  malpractice 
occurred.  Active  Support. 

A-1924-McEnroe — Nurse-Midwife.  Requires  the  Com- 
missioner of  Health  to  establish  a nurse-midwife  prenatal 
demonstration  project  at  East  Orange  General  Hospital  in 
accordance  with  guidelines  established  by  the  Commissioner. 
Action  Deferred,  pending  further  information  from  the  Essex 
County  Medical  Society. 

A-2070-Muhler— Licensing  of  Dietitians  and  Dietetic 
Technicians  (same  as  S-1828).  Requires  the  licensing  of 
dietitians  and  dietetic  technicians  through  the  State  Board 
of  Dietetics.  Dietetics  is  defined  as  the  application  of  prin- 
ciples of  the  science  of  food  and  nutrition  for  the  development 
and  management  of  nutrition  services  to  attain  and  maintain 
health.  It  Includes  evaluation  and  consultation.  Approved. 

A-21 15-Otiowski— Use  of  Drugs  by  Optometrists.  Permits 
optometrists  to  use  topical  drugs  for  treatment  and 
diagnostic  purposes.  Active  Opposition.  Optometrists  are 
I not  medical  doctors  and,  therefore,  should  not  be  given  the 
! mandate,  via  legislation,  to  administer  drugs.  If  the  wrong 
medication  is  prescribed,  what  could  appear  to  be  a simple 
I problem  could  develop  into  destructive  process  of  the  eye  in 
I a very  short  period  of  time.  The  bill  is  short-sighted  in  at- 
tempting to  provide  lesser  cost  care  to  the  general  public  at 
I the  expense  of  the  quality. 

i AR-25-Rocco— Nonviable  Human  Fetuses.  Requests  the 
: Department  of  Health  to  strictly  enforce  its  regulations  re- 
( gardlng  the  disposal  of  nonviable  human  fetuses.  No  Action, 
i AR-31-Herman — Smoking.  Requests  the  Commissioner  of 
' Health  to  vigorously  educate  the  public,  particularly  young 
people,  about  the  dangers  of  cigarette  smoking.  Active  Sup- 
port. 

AR-62 — Felice.  An  Assembly  Resolution  memorializing  the 
Congress  of  the  United  States  to  enact  legislation  to  extend 
to  January  1,  1986,  New  Jersey’s  Medicare  waiver  which  al- 
lows the  state  to  set  hospital  rates  for  the  Medicare  and 
Medicaid  programs.  No  Action. 

A- 19 18-MlUer— Damages  in  Personal  Injury  and  Wrong- 
ful Death.  Provides  that  collateral  sources  of  payment  shall 
be  used  to  offset  damages.  Further  provides  structured  pay- 
ments may  be  used  at  the  request  of  either  party  if  the  future 
damages  exceed  $100,000.  Active  Support. 

A- 1919-Miller— Limitation  of  Personal  Injury  Damages. 
Provides  a $100,000  cap  on  damages  for  pain  and  suffering 
to  personal  injury  actions.  Active  Support. 

A-1924-McEnroe — Nurse-Midwife.  Requires  the  Com- 
missioner of  Health  to  establish  a nurse-midwife  prenatal 
demonstration  project  at  East  Orange  General  Hospital  in 
accordance  with  the  guidelines  established  by  the  Com- 
missioner. No  Action. 

A-2001-Doria— Limited  X-Ray  Technologists.  Provides  for 
the  licensing  of  limited  x-ray  technologists  to  perform 
podlatrlc  studies.  Disapproved.  This  legislation  is  inferior  to 
S-515  which,  adequately,  addresses  the  issue.  Law  c.  242  (’84) 

I A-2106-Patemiti— Nm^ing  Homes.  Requires  nursing 
homes  with  100  beds  or  more  to  dedicate  10  percent  of  bed 
capacity  to  indigent,  10  percent  to  complex  care,  and  10  per- 


cent for  medical  day-care  services.  Active  Opposition.  This 
legislation  falls  to  recognize  the  responsibility  of  the  state  of 
New  Jersey  concerning  its  indigent  patients  and  further  dis- 
rupts the  management  of  institutions  by  creating  quotas  and 
rationing  beds  and  services. 

A-21 22-Cooper— Seat  Belts/School  Buses.  Establishes 
seating  restraint  and  emergency  exit  requirements  for  school 
buses.  Active  Support. 

A-2129-Walker — Infant  Mortality.  Creates  an  Infant  mor- 
tality prevention  program  in  the  Department  of  Health  to 
provide  obstetrical  and  prenatal  services  to  women  with  high- 
risk  pregnancies.  Also  provides  postpartum  followup  services. 
Seven  hospitals  are  designated  by  statute  with  three  to  be 
added  by  the  Commissioners.  Four  million  dollars  is  ap- 
propriated. Action  Deferred,  pending  further  information 
from  MSNJ’s  Committee  on  Maternal  and  Child  Care. 

A-2140-Rooney— Juvenile  Offenders.  Provides  that  a 
Judge  may  order  a Juvenile  offender  to  be  examined  by  a 
physician,  optometrist,  or  audiologist.  Action  Deferred,  pend- 
ing further  information  from  the  NJ  Chapter/ American 
Academy  of  Pediatrics,  the  NJ  Academy  of  Family  Physicians, 
and  the  NJ  Academy  of  Ophthalmology  and  Otolaryngology 
for  report  back  to  the  Council  at  its  next  scheduled  meeting. 

A-2184-Muhler — Good  Samaritan.  Requires  persons  at 
the  scene  of  accidents  or  emergencies  to  render  reasonable 
assistance.  No  Action. 

A-2192-Penn — Motor  'Vehicle  Vision  Examination  (same 
as  S-1906).  Provides  that  a licensed  ophthalmic  dispenser 
may  certify  successful  completion  of  the  required  visual 
examination  for  an  operator’s  license.  Disapproved — with  Ac- 
tive Opposition  if  the  bill  moves,  because  the  motorists  may 
feel  they  are  receiving  a quality  eye  examination  when,  in  fact, 
the  examination  merely  consists  of  an  eye  chart  reading  test 
and  a test  for  peripheral  vision  and  depth  perception. 

A'2214-Bryant — Medical  Research  (same  as  S-1890).  Ap- 
propriates $6.2  million  to  move  the  Institute  for  Medical  Re- 
search into  UMDNJ-Camden.  No  Action,  pending  review  of 
the  Report  of  the  Special  Legislative  Committee  appointed  to 
evaluate  this  project. 

A-2276-Penm— PMS/Premenstxual  Syndrome.  Estab- 
lishes a program  of  research  at  UMDNJ-New  Brunswick  to 
study  the  causes  of  premenstrual  syndrome  and  develop  effec- 
tive methods  for  treating  and  preventing  this  condition.  No 

Action. 

A-2286-Otiowski — Suicide  Prevention.  Establishes  an  Ad- 
visory Council  and  pilot  program  in  the  Department  of 
Human  Services  for  teenage  suicide  prevention.  Eighty 
thousand  dollars  has  been  appropriated.  There  is  no  require- 
ment of  physician  participation  on  the  Advisory  Council.  Dis- 
approved, in  favor  of  S-2005, 

A-2293-Kalik — Osteopathic  Education.  Appropriates 
$9.45  million  for  the  UMDNJ  Osteopathic  School  in  Stratford. 
Active  Opposition,  because  there  is  no  need  for  the  develop- 
ment of  a separate  osteopathic  school  in  the  state  of  New 
Jersey  and  New  Jersey  is  facing  an  oversupply  of  physicians. 
Law  C.4  (’85) 

A-2304-Brown — Mandatory  Use  of  Seat  Belts.  To  require 
that  the  driver  and  passengers  in  the  front  seat  of  an  operat- 
ing passenger  automobile  wear  the  safety  seat  belt  provided. 

Active  Support. 

A-2406-Shusted— Hemodialysis  Technician.  Hemo- 
dialysis technicians  would  work  under  the  supervision  of 
physicians.  This  legislation  would  establish  1)  guidelines  for 
training  and  education;  2)  guidelines  for  recognized  testing 
and  certification  procedures;  and  3)  guidelines  to  define  the 
role  and  responsibilities  of  the  hemodialysis  technician.  Ac- 
tion Deferred,  pending  further  information  from  John  P. 
Capelli,  M.D..  Chairman,  NJ  Renal  Physicians  Association, 
and  Richard  Goldstein,  M.D.,  Commissioner  of  Health,  for 
report  back  to  the  Council  at  its  next  meeting. 

At  12  o’clock  noon,  Tuesday,  Januaiy  8,  1985,  the 
Senate  and  General  Assembly  met  for  organization  of 
the  Second  Annual  Session  of  the  201st  New  Jersey 
State  Legislature.  As  the  Legislature  presently  is  con- 
stituted, the  Senate  has  a total  of  40  members  consist- 
ing of  17  Republicans  and  23  Democrats.  The  As- 
sembly has  a total  of  80  members  consisting  of  35 
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Republicans,  44  Democrats,  and  1 vacancy.  By  means 
of  official  legislative  bulletins,  the  Society’s  official 
legislative  positions  on  all  current  state  legislation  reg- 
ularly are  called  to  the  attention  of  legislators  as  well 
as  component  societies,  cooperating  agencies,  county 
keymen,  county  society  executive  directors  and  ex- 
ecutive secretaries. 

The  Society  has  adopted  the  following  regular  range 
of  official  positions  concerning  proposed  legislation: 

Watch  List — For  all  approved/disapproved  legis- 
lation. 

Active  Support — All-out  support  for  the  measure. 

Active  Opposition — All-out  opposition  for  the 
measure. 

Note  & File — For  all  No  Action  legislation. 

Conditional  Approval — To  Indicate  that  the  ap- 
proval of  the  Society  Is  conditional,  subject  to  elimina- 
tion of  the  unsatisfactory  elements  of  the  bill  that  are 
pointed  out. 

Action  Deferred — Pending  amendment  that  will 
have  substantial  Impact  on  Active  Support/ Active  Op- 
position legislation. 

CURRENT  LEGISLATION  (1985) 

S-201 1 -Ewing— Community  Mental  Health  Centers.  Ap- 
propriates $1.38  million  for  the  UMDNJ  community  health 
centers  at  Newark  and  New  Brunswick  No  Action. 

S-2098-Rand— Cancer  Research.  Extends  the  scope  of  re- 
search projects  that  may  be  conducted  by  the  State  Com- 
mission on  Cancer.  No  Action. 

S-2116-Bassano — Abortion.  Requires  physicians  to  In- 
form women  undergoing  abortions  of  the  availability  of  fetal 
anesthesia  whenever  the  fetus  to  be  aborted  Is  viable  (l.e.  able 
to  live  outside  the  womb  with  or  without  artificial  means  of 
support).  The  act  Is  not  applicable  during  an  emergency,  or 
If  the  anesthesia  decreases  the  possibility  of  survival  of  the 
fetus,  or  if  the  anesthesia  to  the  mother  also  will  abolish 
organic  pain  to  the  aborted  fetus.  Disapproved,  with  Active 
Opposition  if  the  bill  moves.  This  bill  encourages  abortion 
In  the  third  trimester,  which  Is  contrary  to  the  accepted 
standards  of  practice  and  presents  unacceptable  dangers  to 
patients. 

S-2 1 34-Garibaldi— Prader-WUli  Syndrome.  Requires  the 
state  to  conduct  an  exhaustive  study  of  Prader-Willi  syndrome 
including  an  assessment  of  available  services.  A report  with 
findings,  conclusions,  and  recommendations  Is  to  be  sub- 
mitted to  the  Ckvemor  and  legislature  within  two  years.  Dis- 
approved, because  there  has  been  no  evidence  submitted  to 
determine  the  frequency  of  this  disease.  Its  coverage  under 
current  insurances,  and  what  the  rating  Impact  of  mandated 
benefits  would  be. 

S-2 142-Hurley— Disposal  of  Hypodermic  Sjrrlnges.  Per- 
mits tbe  needle  or  syringe  to  be  discarded  as  a single  unit 
without  recapping.  The  container  shall  be  destroyed  by  grind- 
ing, crushing,  or  Incineration.  Present  law  requires  that  a 
needle  be  removed  from  the  hub  and  the  syringe  mangled  and 
melted.  Approved. 

S-2 150- Jackman— Petal  Tissue  {A-2584).  Requires  that 
the  remains  of  any  fetus  of  less  than  20  weeks  be  disposed 
of  by  Interment.  Action  Deferred,  pending  further  infor- 
mation from  the  New  Jersey  Obstetrical  and  Gynecological 
Society,  Pathology  Society  of  New  Jersey,  and  MSNJ’s  Com- 
mittee on  Maternal  and  Child  Care. 

S-2 159-Hagedom— Involuntary  Commitments.  Substan- 
tially alters  the  involuntary  commitment  law.  Significantly, 
certification  may  be  effected  by  psychologists,  nurses,  or 
social  workers  who  have  conducted  an  examination  of  the 
person  within  the  three  days  prior  to  certification.  Active 
Opposition,  because  this  legislation  would  not  Improve  the 
present  mechanism  and,  by  creating  another  level  of  service, 
would  tend  to  Increase  mental  health  delivery  costs  in  New 
Jersey. 

S-2 172-Connors— Fetal  Tissue  (A-2477).  Authorizes  the 
incineration  of  fetal  tissue  of  less  than  20  weeks’  gestation 


by  Individuals  licensed  through  the  State  Department  of 
Health.  Action  Deferred,  pending  further  information  from 
the  New  Jersey  Obstetrical  and  Gynecological  Society, 
Pathology  Society  of  New  Jersey,  and  MSNJ’s  Committee  on 
Maternal  and  Child  Care. 

S-2282-Ewlng— Professional  Licensing.  Creates  a com- 
mission to  advise  the  Governor  and  the  legislature  regarding 
any  proposals  to  regulate  or  license  new  professions.  Ap- 
proved. 

S-2330-Foran— Emergency  Services.  Would  allow  a para- 
medic or  registered  nurse  with  special  training,  to  ride  with 
an  EMT  unit  and  perform  advanced  life-support  services.  Ac- 
tion Deferred,  pending  further  Information  from  the  New 
Jersey  Nurses  Association  and  MSNJ’s  Committee  on  Emer- 
gency Medical  Care. 

S-2347-Lipman— Adolescent  Pregnancy.  Establishes  a 
Task  Force  on  Adolescent  Pregnancy  to  compile  and  study 
Information  on  current  programs  In  order  to  recommend 
statewide  programs  to  combat  adolescent  pregnancy.  Con- 
ditional Approval,  pending  the  inclusion  of  physician  rep- 
resentation from  the  New  Jersey  Obstetrical  and  G3me- 
cologlcal  Society,  the  New  Jersey  Chapter,  American  Academy 
of  Pediatrics,  and  the  New  Jersey  Academy  of  Family  Phy- 
sicians. 

S-2361 -Costa— Aides  in  Nursing  Homes.  Authorizes  the 
Department  of  Health  to  certify  aides  In  long-term  care  facili- 
ties pursuant  to  completion  of  an  approved  training  course 
and  passing  of  an  examination.  Disapproved,  with  Active 
Opposition  if  the  bill  moves.  There  Is  no  demonstrated  need 
for  the  certification  of  these  aides  and  such  a system  will 
produce  increased  costs. 

S-2365-Hagedom— Medicaid  Long-Term  Care.  Increases 
Medicaid  reimbursement  to  Intermediate  and  long-term  care 
facilities  based  upon  their  Medicaid  census.  Approved. 

S-2379-Costa — Consults.  Provides  that  consulting  phy- 
sicians are  not  to  be  reimbursed  unless  the  patient  has 
agreed,  In  writing,  prior  to  the  consultation.  Substantial  In- 
capacity of  the  patient  and  mandatory  consultations  as  a 
result  of  law,  hospital  rule,  or  Insurance  contract  are  excepted. 
Active  Opposition,  because  this  bill  presents  an  unworkable 
situation  in  acute  care  hospitals.  Written  consent  of  the  pa- 
tients cannot  always  be  secured.  This  bill  would  Increase 
delays  and  discourage  the  prompt  use  of  consultations  and 
the  efficient  management  of  he^th  care  services. 

S-2387-Feldman— Terminal  Illness.  Provides  a person 
may  execute  a document  withholding  or  withdrawing  life- 
sustaining  procedures  if  the  person  has  been  diagnosed  and 
certified  by  two  physicians  as  suffering  from  a terminal  Ill- 
ness. The  attending  physican  would  be  expected  to  honor  the 
request  of  the  patient.  There  also  is  a proviso  for  an  oral 
declaration.  Action  Deferred,  pending  further  information 
from  MSNJ’s  Committee  on  Biomedical  Ethics. 

S-2485-Bassano— Smoking/Public  Places.  Grants  owners 
of  buildings  and  businesses  open  to  the  public  the  ability  to 
regulate  smoking  within  their  premises.  Active  Support. 

S-2487-Dalton— Smoking/Workplace.  Requires  em- 
ployers to  establish  written  policies  to  control  smoking  in  the 
work  environment.  Active  Support. 

S-2488-Contillo— Smoking/Govemment.  Requires  gov- 
ernment supervisors  to  establish  written  policies  to  control 
smoking  In  government  buildings.  Active  Support. 

S-2489-Graves— Smoking/Public  Conveyances.  Prohibits 
smoking  in  public  conveyances.  Active  Support.  | 

A-27-Gill — Blood  Donations.  Provides  that  a person  who^ 
makes  a blood  donation  when  he  knows  he  Is  infected  with  ! 
a communicable  disease  shall  be  guilty  of  a fourth  degree 
crime.  No  Action.  j 

A-2 129-Walker— Infant  Mortality.  Creates  ein  Infant  mor-  ij 
tallty  prevention  program  in  the  Department  of  Health  to  , 
provide  obstetrical  and  prenatal  services  to  women  with  hlgh-*| 
risk  pregnancies.  Also  provides  postpartum  followup  services. 
Seven  hospitals  are  designated  by  statute  with  three  to  be,.' 
added  by  the  Commissioners.  Four  million  dollars  Is  ap-| 
propriated.  Approved.  ij 

A-2 140-Rooney— Juvenile  Offenders.  Provides  that  a | 

judge  may  order  a juvenile  offender  to  be  examined  by  a 
physician,  optometrist,  or  audiologist.  Active  Opposition,  be-  i. 
cause  there  is  no  accepted  scientific  correlation  between  vis- 
ual acuity  problems  and  juvenile  delinquency. 
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A-2406-Shusted — Hemodialysis  Technicians.  Hemo- 
dialysis technicians  would  work  under  the  supervision  of 
physicians.  This  legislation  would  establish  1)  guidelines  for 
training  and  education:  2)  guidelines  for  recognized  testing 
and  certification  procedures;  and  3)  guidelines  to  define  the 
role  and  responsibilities  of  the  hemodialysis  technician.  Ac- 
tion Deferred,  pending  further  information  from  other  ap- 
proved renal  dliysls  units  in  order  to  ascertain  their  staffing 
protocol  procedures. 

A-2426-Cooper — Health  Insurance.  Eliminates  the  ex- 
clusion from  health  insurance  of  second  surgical  opinion 
programs  and  pregnancy  related  sterilizations.  No  Action. 

A-2469-Miller— Child  Abuse  Prevention.  Creates  a 24- 
member  commission  to  study  the  problem  of  child  abuse  and 
to  recommend  methods  of  prevention.  Approved. 

A-2470-Fellce — Child  Abuse.  Requires  boards  of  educa- 
tion to  establish  public  education  programs  to  instruct 
parents,  teachers,  and  others  in  the  detection  of,  and 
response  to,  signs  of  child  abuse.  Approved. 

A-2471-Haytaian — Child  Abuse  Prevention  Registry. 
Creates  a registry  within  the  Division  of  Youth  and  Family 
Services  (DYFS)  of  persons  convicted  of,  or  charged  with,  child 
abuse.  The  DYFS  shall  develop  guidelines  for  obtaining  and 
releasing  the  information  collected.  Approved. 

A-2472-Haytaian — Child  Abuse  Parental  Assistance. 
Directs  the  Department  of  Human  Services  to  establish  treat- 
ment and  education  programs  for  parents  who  have  abused 
their  children.  Approved. 

A-2473-Haytaian— Child  Care  Employees.  Provides  that 
my  person  who  has  been  convicted  of  child  abuse  or  violent 
crimes  against  adults  shall  not  be  employed  in  a position 
vhlch  places  them  in  routine  contact  with  children.  Con- 
litional  Approval,  pending  amendment  to  Section  3 of  the 
Jill  re  termination  of  current  employees— allowing  the  em- 
iloyers  of  the  people  accused  to  ascertain  whether  or  not  they 
)resent  a danger  to  the  children. 

A-2474-Frelinghuysen— Child  Care  Employees.  Requires 
ill  new  and  present  employees  of  child  care  centers  to  under- 
go state  and  federal  criminal  background  checks.  Approved. 

A'2477'Hendrickson— Fetal  Tissue  (S-2172).  Authorizes 
he  incineration  of  fetal  tissue  of  less  than  20  weeks’  gesta- 
;ion  by  individuals  licensed  through  the  State  Department  of 
iealth.  Action  Deferred,  pending  further  information  from 
he  New  Jersey  Obstetrical  and  Gynecological  Society, 
Pathology  Society  of  New  Jersey,  and  MSNJ’s  Committee  on 
Vlatemal  and  Child  Care. 

A-2485,  A-2486,  A-2487,  A-2489,  and  A-2490- 

tosco— Health  Insurance.  Requires  the  various  classes  of 
lealth  Insurers  to  cover  nuclear  magnetic  resonance  (NMR) 
icans.  No  Action. 

A-2498-Perun— Vitiligo.  Creates  an  education  program 
vlthln  the  Department  of  Health  regarding  the  detection  and 
reatment  of  vitiligo.  Disapproved,  because  there  has  been  no 
ivldence  submitted  to  determine  the  frequency  of  this  dls- 
;ase,  its  coverage  under  current  Insurances,  and  what  the 
atlng  Impact  of  mandated  benefits  would  be. 


A-2554-Doria — Professional  Boards.  Creates  a Review 
Commission  within  the  Division  of  Professional  Boards  to 
study  and  comment  on  various  licensing  proposals.  Ap- 
proved. 

A-2557-Zlmmer — Emergency  Services.  Creates  an  inter- 
mediate EMT  unit  and  type  of  personnel  (companion  to 
A-2005  of  1984).  Action  Deferred,  pending  further  infor- 
mation from  MSNJ’s  Committee  on  Emergency  Medical  Care. 

A-2584-Rocco— Fetal  Tissue  (S-2150).  Requires  that  the 
remains  of  any  fetus  of  less  than  20  weeks  be  disposed  of  by 
Interment.  Action  Deferred,  pending  further  information 
from  the  New  Jersey  Obstetrical  and  Gynecological  Society, 
Pathology  Society  of  New  Jersey,  and  MSNJ’s  Committee  on 
Maternal  and  Child  Care. 

A-2757-Kem — Nurse  Midwives.  Empowers  the  State 
Board  of  Medical  Examiners  to  license  and  regulate  nurse- 
midwives.  Creates  a five-member  Nurse-Mldwlves  Examining 
Committee  which  would  have  the  power  to  license  and  regu- 
late nurse-midwlves.  The  Committee  would  have  stipulated, 
delegated  powers  from  the  Board  and  would  function  inde- 
pendent of  the  Board.  Active  Opposition,  because  this  situ- 
ation is  adequately  covered  under  existing  laws  and  a joint 
regulatory  committee  of  the  Nursing  Board  and  the  Medical 
Board.  Further,  the  New  Jersey  Board  of  Medical  Examiners 
may  not,  under  New  Jersey  law,  delegate  functions  to  a com- 
mittee which  then  acts  independently. 

A-2830-Otiowski — License  Suspensions.  Requires  certain 
licensing  boards  to  notify  the  Department  of  Health  whenever 
they  have  suspended  the  license  of  a practitioner.  The  Depart- 
ment of  Health  shall  notify  the  Board  of  Pharmacy  and  the 
Board  of  Pharmacy  shall  notify  the  pharmacists.  Approved. 

A-2872-Felice— Metiiadone  Registry.  Establishes  a cen- 
tral registry  within  the  Department  of  Health  of  patients  en- 
rolled in  methadone  maintenance  programs.  Action  De- 
ferred, pending  further  information  from  MSNJ’s  Committee 
on  Drug  and  Alcohol  Abuse. 

A-2889-Herman— Physician  Assistants.  Provides  for  a 
separate  licensing  board  to  register  physician  assistants  who 
would  function  under  the  supervision  of  a licensed  physician 
at  a 2:1  ratio.  Active  Opposition,  because  licensure  and/or 
registration  of  physician’s  assistants  neither  will  contribute 
to  the  quality  of  medical  care  nor  decrease  the  cost  of  medical 
care  (House  of  Delegates/December  10,  1979). 

MEDICAL  MALPRACTICE  LEGISLATIVE  UPDATE 

S- 1079— Three  Year  Limitation;  S-1 1 12— Cap  on  Damages; 
S-1 135— Elimination  of  Windfall  Benefits;  and  S-1 140— 
Impose  Certain  Requirements  on  Plaintiff  in  Medical 
Malpractice  Proceedings;  Active  Support  (Council  on  Legis- 
lation/April 5,  1984).  These  bills  presently  are  in  the  Senate 
Judiciary  Committee,  to  be  released  in  the  early  spring  prior 
to  the  Primary  Elections.  A public  hearing  is  to  be  scheduled 
to  discuss  these  bills — physician  representation  is  requested. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Supplemental  Report  ^ 1 : 
Legislation 


Irving  P.  Ratner,  m.d,.  Chairman,  willingboro 

(Reference  Committee  “D") 

CURRENT  STATE  LEGISLATION 

The  Council  offers  this  Supplemental  Report  cover- 
ing items  dealt  with  since  the  compilation  of  its  An- 
nual Report. 

S-1148-Orechlo— Group  Health  Insurance /Drug  Abuse 
Treatment.  Requires  Blue  Cross  to  cover  the  expense  of  treat- 
ment for  drug  abuse  as  for  any  other  illness.  Approved. 

S-1151-Orechlo— Individual  Health  Insurance  Cov- 
erage/Drug Abuse  Treatment.  Same  as  S-1148,  but  applies 
to  commercial  carriers.  Approved. 

S-1152-Orechlo— Medical  Service  Corporation /Drug 
Abuse  Treatment.  Same  as  S-1151,  but  applies  to  the  Blue 
Cross/Blue  Shield.  Approved. 

S-1  l53-Orechlo — Group  Health  Policies/Drug  Abuse 
Treatment.  Same  as  S-1151,  but  applies  to  group  coverage. 
Approved. 

S-1 154-Orechlo— HMO  Coverage /Drug  Abuse  Treatment. 
Same  as  S-1151,  but  applies  to  HMOs.  Approved. 

S-2330-Foran — Emergency  Service.  Would  allow  a para- 
medic or  RN.,  with  special  training,  to  ride  with  an  EMT  unit 
and  perform  advance  life-support  services.  Approved. 

S-2544-Bubba — Consent  to  Surgery.  Requires  express 
written  consent  to  surgeiy  except  in  cases  of  physical  or 
mental  incapacity  or  emergencies.  The  State  Board,  after  con- 
sultation with  the  Health  Department,  the  Medical  Society, 
and  the  Hospital  Association  shall  prescribe  the  consent 
forms  which  shall  be  used  by  physicians.  Active  Support. 

S-2554-Foran — Emergency  Medical  Services.  Provides 
for  the  establishment  of  at  least  two  hospital-based  EMS 
helicopter  response  units.  Action  Deferred,  pending  further 
information  from  MSNJ's  Committee  on  Emergency  Medical 
Care. 

S-2573-Pallone — Infant  Mortality  Prevention.  Establish- 
es an  infant  mortality  prevention  program  which  would  con- 
centrate on  high-risk  pregnancies.  Appropriates  S4  million  to 
implement  the  program.  Approved. 

S-2582-Van  Wagner — Child  Abuse  Detection.  Provides  for 
required  training  of  all  employees  of  child  care  centers  in  the 
detection  of  child  abuse.  Also  provides  for  instruction  to 
parents  in  detecting  symptoms  of  child  abuse.  Approved. 

S-2666-Gormley— Alcohol  Determinations.  Grants  im- 
munity to  physicians  and  other  health  personnel  who  test 
urine  or  blood  samples  at  the  request  of  the  patient  if  they 
use  medically  approved  techniques  and  skills.  Approved. 

S-2668-Rand — Peer  Review.  Grants  immunity  to  PRO 
agents  and  employees  when  the  organization  is  recognized 
by  the  Department  of  Health.  /Mso  provides  for  confidentiality 
of  materials  and  records  of  the  PRO.  Approved. 

S-2711-Hagedom— Termination  of  Pregnancy.  Requires 
a second  physician  to  be  present  at  any  termination  of  preg- 
nancy procedure  if  tbe  attending  physician  has  determined 
the  unborn  fetus  is  24  weeks  of  age  or  older.  The  second 
physician  is  to  provide  immediate  care  to  the  child  if  it  is  bom 
alive.  Action  Deferred,  pending  further  information  from  the 
New  Jersey  Obstetrical  and  Gynecological  Society,  New  Jersey 
Society  of  Pediatrics,  and  MSNJ’s  Committee  on  Maternal  and 
Child  Care. 

S-2712-Hagedom — Petal  Viability.  Requires  the  State 
Board  of  Medical  Examiners  to  conduct  a study  as  to  when 
fetal  viability  occurs  so  that  the  conduct  of  physicians  may 
be  governed  accordingly.  Having  conducted  such  a study,  the 
Board  is  to  promulgate  guidelines  regarding  the  termination 
of  pregnancy.  Action  Deferred,  pending  further  information 
from  the  New  Jersey  Obstetric^  and  Gynecological  Society, 
New  Jersey  Society  of  Pediatrics,  and  MSNJ’s  Committee  on 
Maternal  and  Child  Care. 

S-2717-O’Connor— Nutritionists.  Provides  for  the  licens- 
ing and  regulation  of  nutritionists  through  a Board  of  Nutri- 
tion within  the  Department  of  Law  and  Public  Safety.  Disap- 
proved, the  Society  does  not  believe  the  licensure  of  nutri- 


tionists would  serve  a valid  public  regulatory  purpose. 
S-2869-Healtb  Care  Facilities  Act/ Certificate  of  Need,  i 

Amends  the  Certificate  of  Need  to  include  physicians  when- 
ever a health  service  has  been  regionalized  by  regulation  of  1 
the  Department  of  Health.  Regulation  would  terminate  within  i 
three  years,  at  which  time,  the  Commissioner  could  readopt  : 
the  regulation.  Active  Opposition.  There  is  no  evidence  the 
certificate  of  need  concept  is  a valid  regulatory  item.  It  has 
proved  to  be  ineffective  in  containing  costs,  it  has  stifled  i 
initiative,  its  expansion  to  intmde  on  the  private  practice  of  : 
medicine  is  not  warranted.  Nationally  at  least  four  states  have 
repealed  certificate  of  need  legislation. 

A-2192-Penn— Motor  Vehicle  Vision  Examination,  i 
Provides  that  a licensed  ophthalmic  dispenser  may  certify 
successful  completion  of  the  required  visual  examination  for  ; 
an  operator’s  license.  Approved. 

A-2840-Walker — Criminal  Investigations.  Provides  that 
law  enforcement  officers  conducting  undercover  investiga- 
tions may  not  pose  as  an  attorney,  physician,  clergyman,  or  ' 
reporter  unless  they  have  received  a prior  court  author- 
ization. Conditional  Approval,  pending  removal  of  the  word 
“physician”  from  line  ^3.  The  Council  is  of  the  opinion  that, 
even  with  Court  authorization,  it  would  be  unethical  and 
improper  for  any  investigator  to  pose  as  a physician. 

A-2918-Naples— Major  Medical  Insurance.  Requires  com- 
mercial insurers  issuing  basic  health  policies  to  forward 
claims  payment  advices  to  the  insured’s  major  medical  car-  ^ 
tier.  Approved. 

A-2921 -Garvin — Adolescent  Pregnancy.  Establishes  a 
Task  Force  on  Adolescent  Pregnancy  to  develop  a report  to 
recommend  polleles  and  programs  which  might  be  im- 
plemented to  combat  adolescent  pregnancy.  Conditional  Ap- 1 
proval,  pending  the  inclusion  of  physician  representation 
from  the  New  Jersey  Obstetrical  and  Gynecological  Society,  I 
the  New  Jersey  Chapter,  /Vmerlcan  Academy  of  Pediatrics,  and 
the  New  Jersey  Academy  of  Family  Physicians.  | 

A-2948-Loveys — Uniform  Anatomical  Gift.  Requires  the  i| 
Division  of  Motor  Vehicles  to  place  Uniform  Anatomical  Gift  1 
information  on  the  driver’s  license  instead  of  a separate  card,  i 
Conditional  Approval,  pending  further  information  from  the  j 
New  Jersey  Academy  of  Ophthalmology  and  Otolaryngology;) 
concerning  a meeting  with  the  sponsor  of  the  bill  and  the  | 
director  of  the  Division  of  Motor  Vehicles.  I 

A-2983-Rocco — Birth  Certificates.  Prohibits  any  reference  j 
to  legitimacy  or  illegitimacy  on  birth  certificates  or  trans-  I 
mittal  notices.  Approved. 

A-3006-Villane— Infant  Mortality.  Creates  a Commission  •! 
to  study  infant  mortality,  determine  its  causes  and  devlse|i| 
methods  to  reduce  its  instance.  Approved.  j: 

A-3077-Doyle— Consent  to  Treatment.  Establishes  an 
order  of  consent  for  medical  treatment:  a)  Competent  adults  j; 
for  themselves:  b)  Parents  for  minors  or  their  adult  mentally  j 
disabled  child  (mother  of  an  illegitimate  child  has  veto  power):ijl 
c)  A married  person  for  a mentally  disabled  spouse;  d)  Guard- j 
Ians  for  their  wards;  e)  Adults  for  their  mentally  disabled  i 
parents;  f)  /Vny  pregnant  female  for  herself  in  connection  with  j; 
pregnancy  or  childbirth;  and  g)  Adult  siblings  for  minor  sibl-JI 
ings  or  mentally  disabled  adult  grandchildren.  ' 

’’Mental  disability”  means  not  capable  of  understanding  the  ijj 
nature  and  consequences  of  treatment  or  the  decision  pro- ; 
cess.  Approved.  I 

A-3110-Hardwick — Malpractice.  Provides  for  structured! 
payments  in  cases  exceeding  Si 00,000  liability  in  future  jj 
damages.  Prohibits  punitive  damages  in  medical  malpractice  j| 
cases.  Active  Support.  ! 

A-3111-Hardwick— Malpractice.  Requires  the  Court  tojj 
award  attorneys  fees  to  the  prevailing  party  if  the  other  side  i 
has  been  guilty  of  frivolous  actions.  Active  Support.  " 

A-3127-’Visotcky — Withholding  or  Withdrawing  Medical)^ 
Treatment.  Provides  that  if  artificial  means  of  support  are! 
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denied  or  withdrawn  from  an  incompetent  pa- 
tient-nourishment, tiydration,  and  medication  to  alleviate 
pciin  cannot  be  withheld  or  withdrawn.  Action  Deferred, 
pending  further  infonnatlon  from  MSNJ’s  Committee  on 
Biomedical  Ethics. 

A-3168-Naples — Payment  for  Health  Care  Services.  Re- 
quires courts  to  delay  collection  proceedings  for  60  days  if 
within  20  days  from  delivery  of  the  bill,  the  patient  has  sub- 
mitted it  to  an  Insurer  and  provides  the  billing  entity  infor- 
mation identllying  the  claim.  An  Insurer  who  falls  to  act  on 
ja  claim  within  45  days  (pay  or  decline)  becomes  liable  for  the 
jfull  amount.  Approved. 

I A-3169-Mazur — Certificate  of  Need.  Provides  for  the 
iwlthdrawal  of  a certificate  of  need  when  the  holder  has  not 
jmade  significant  progress  on  the  project  within  eighteen 
months  of  the  date  of  issue.  Approved. 

, A-3196-Cooper — Seatbelts.  Expands  the  reasons  for  ex- 
jemptlon  to  the  seatbelt  requirement.  Provides  certifying  phy- 
.siclans  with  good  faith  immunity.  No  Action. 

A-3225-Chinnici— Hazardous  Substances  in  the  Work- 
place. Provides  that  employers  without  reportable  substances 
lare  exempt  from  the  “Right  to  Know  Act."  Fees  paid  by  such 
jemployers  are  to  be  returned.  Approved. 

' A-3267-Pankok — Critical  Care  Specialty  Beds.  Bill  re- 
, quires  the  Commissioner  of  Health  to  establish  within  a hos- 
jpital  in  the  state  a central  critical  care  specialty  beds  infor- 
imatlon  and  referral  center  and  maintain  a 24-hour  toll  free 
[telephone  hotline  service  for  all  hospitals  in  the  state  to  dis- 
seminate Information  about  the  availability  of  specific  critical 
care  specialty  beds.  The  bill  requires  that  all  hospitals  with 
authorized  mobile  intensive  care  units  report  twice  a day  to 
the  information  and  referral  center  about  the  availability  of 
critical  care  specialty  beds  in  the  reporting  hospital’s  region. 
Critical  care  specialty  beds  include  beds  for  the  treatment  of 
bums,  spinal  cord  injuries,  intermediate  and  Intensive  peri- 
natal care,  and  microsurgery.  Hospitals  with  mobile  intensive 
care  units  presently  compile  information  about  the  avail- 


ability of  these  critical  care  beds  within  their  region,  for  their 
own  use;  however,  this  information  is  not  compiled  or  avail- 
able on  a statewide  basis.  As  a result,  hospitals  often  have  to 
make  numerous  telephone  calls  to  determine  where  and  if  an 
appropriate  critical  care  bed  is  available,  A centralized  infor- 
mation and  referral  center  will  insure  that  in  an  emer- 
gency, when  delays  in  obtaining  critical  care  may  mean  the 
difference  between  life  and  death,  hospitals  will  be  able  to 
obtain  all  the  necessary  information  efficiently  and  as  quickly 
as  possible.  Conditional  Approval,  pending  further  infor- 
mation, from  the  sponsor  of  the  bill,  on  the  availability  of  a 
centralized  Information  and  referral  center. 

The  Reference  Committee  considered  A-2192 — 
Motor  Vehicle  Vision  Examination,  It  feels  that  the 
present  method  of  judging  the  visual  acuity  of  pro- 
spective automobile  drivers  should  be  left  intact.  The 
Reference  Committee  believes  the  personnel  of  the 
Motor  Vehicle  Bureau  performs  this  minimal  duty  sat- 
isfactorily and  that  to  allow  licensed  ophthalmic  dis- 
pensers to  perform  this  duty  might  lead  the  public  to 
believe  they  are  receiving  a quality  eye  examination 
when,  in  fact,  the  examination  merely  consists  of  an 
eye  chart  reading  test  and  a test  for  peripheral  vision 
and  depth  perception,  and  this  might  delay  medical 
treatment  of  a significant  ophthalmological  disorder. 

The  Reference  Committee  recommends  that  the 
Council  on  Legislation’s  position  of  Approved  on 
A-2192  be  changed  to  Disapproved,  with  Active  Op- 
position if  the  bill  moves. 

HOUSE  ACTION:  Not  adopted. 

The  Reference  Committee  recommends  that  the 
Supplemental  Report  be  filed. 

HOUSE  ACTION:  Filed. 
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Council  on  Public  Relations 


Louis  J.  Bosco,  m.d.,  chairman,  clifton 

(Reference  Committee  “D”) 

The  Council  on  Public  Relations  maintains  the  con- 
tinuity of  our  coordinated  public  relations  program  in 
reaching  the  public,  the  membership,  and  the  media 
The  Council  studies  a variety  of  projects  and  Instituted 
those  falling  within  the  mandates  of  the  House  of  Del- 
egates, the  Board  of  Trustees,  and  the  available  re- 
sources. 

CONTINUING  PROJECTS 

A.  Publication  and  distribution  of: 

(1)  Membership  Newsletter 

(2)  Monthly  releases:  Has  Your  Doctor  Stopped 
Growing:  Give  Blood,  Give  Life;  MedlcineAVorld 
Model— Why  Is  Your  Health  Care  Costing  More;  Update 
of  Diagnostic  Related  Groups;  Rising  Cost  of  Medical 
Care;  Where  Does  Your  Health  Dollar  Go;  The  Best 
Medical  Care  Possible;  Driving  While  Drug  Impaired; 
Pollution  of  New  Jersey  Coastal  Beaches;  Smoking  in 
Public  Places;  You’ve  Come  a Long  Way,  Baby  and  anti- 
smoklng  releases;  development  of  new  recruitment 
booklet;  Personal  Message  To  My  Medicare  Patients; 
and  Buckle  Up,  a seat  belt  release. 

(3)  A series  of  posters  was  developed  and  distributed 
for  office  use.  These  were  extensions  of  some  of  the 
media  releases  on  cost  of  medical  care,  Medicaid, 
smoking,  and  giving  blood. 

B.  Preparation  and  publication  of  special  news  re- 
leases and  publicity  as  required  from  time  to  time  in 
furtherance  of  the  Society’s  business  interest  and  ac- 
tivities, including:  1)  The  Annual  Meeting:  2)  selected 
official  programs  and  activities;  and  3)  professional 
liability— through  newspaper  articles  explaining 
MSNJ’s  position  on  professional  liability. 

C.  The  Golden  Merit  Award  ceremony  continues  to 
be  an  important  function  at  which  our  senior  phy- 
sicians, who  have  been  in  practice  50  years,  receive 
special  recognition.  In  1984,  109  physicians  were  so 
recognized,  making  a total  of  1,647  since  the  awards 
began  in  1957.  The  recipients  and  their  families  re- 
ceive undivided  attention  from  the  state  and  county 
leaders  prior  to  the  formal  awards  ceremonies  and 
during  the  reception  that  follows. 

D.  Encouragement  of  increased  voluntary  blood 
donations  throughout  the  year  and  particularly  during 
vacation  time  in  the  summer  and  over  Thanksgiving 
and  Christmas  holidays. 

E.  Encouragement  of  the  continuance  or  establish- 
ment of  orientation  programs  for  new  members  by  the 
component  societies. 

F.  Encouragement  of  medical  television  programs 
of  informational  value  to  the  public. 

G.  Placement  services  in  The  Journal. 

H.  Coordinate  efforts  of  the  Council  on  Public  Rela- 
tions with  the  Committee  on  Drug  and  Alcohol  Abuse 
for  future  MSNJ  involvement  in  drug  abuse  education 
and  prevention. 
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NEWSPAPERS 

During  the  past  year,  we  publicized  health  topics 
such  as  the  cost  of  medical  care,  choosing  your  own 
doctor,  hypertension,  donating  blood,  professional 
liability,  drunken  driving,  driving  while  drug  impaired, 
pollution  of  the  beaches,  smoking  in  public  places,  and 
new  trends  in  medical  care  ineluding  DRGs. 

DIRECT  MAIL 

Each  member  received  two  mailings  this  year.  Thd 
members  were  mailed  posters  entitled:  “Give  Blood’ 
and  “Some  Would  Have  You  Think  DRGs  Were  Handed: 
Down  from  the  Mountain.” 

TELEVISION 

During  1984,  public  service  announcements  airec 
out  of  New  York  and  Philadelphia  reached  over  threri 
million  viewers.  This  is  our  most  effective  method  o 
reaching  the  population  of  New  Jersey.  Cooperatiorc 
from  the  1 1 television  stations  and  several  radio  sta ; 
tions  running  our  material  continued  to  be  excellent; 

SPECIAL  PROGRAMMING 

A.  Preparation  of  Media  Techniques  Seminar. 

B.  Preparation  of  Women  Physicians  Membershlj 
Drive  Promotion. 

C.  Promotion  of  Roving  Seminar  on  Substanc; 
Abuse. 

D.  Preparation  and  distribution  of  material  relate  l 
to  Medicare  and  PRO  changes  and  controls. 

DRUG  ABUSE 

The  Council  on  Public  Relations  in  cooperation  wlt'i 
the  Committee  on  Drug  and  Alcohol  Abuse  continueii 
to  make  public  service  promotions  on  the  hazards  d; 
the  misuse  of  drugs.  | 

MEMBERSHIP 

A special  promotion  in  cooperation  with  the  Amer ' 
can  Medical  Association  was  launched  to  increase  tf  :| 
membership  of  physicians  in  MSNJ  and  the  AMA ' | 
The  Reference  Committee  feels  that  the  Medical  S i\ 
ciety  of  New  Jersey  should  recognize  that  the  pti  '[ 
sician-patient  relationship  is  the  most  effective  vehicij 
for  improving  public  relations.  • 

; j 

The  Reference  Committee  recommends  that  a dire'! 
tive  be  approved  that  allots  sufficient  funds  to  1' 
provided  for  the  Medical  Society  of  New  Jersey  to  i ) 
stitute  appropriate  educational  programs  to  supper; 
the  physician-patient  relationship.  j 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  f( 
port  be  filed.  | 

HOUSE  ACTION:  Filed.  j 


Tr 


Board  of  Trustees’  Items 


IXPAND  LEGISLATIVE  SERVICE— 

RESOLUTION  ^14  (1984) 

Reference  Committee  "D”) 

In  1984,  the  House  of  Delegates  adopted  the  above 
Resolution  calling  for  MSNJ  to  allocate  Increased  re- 
iources  to  Inform  county  societies,  specialty  societies, 
lospital  medical  staffs,  and  individual  practitioners 
ibout  upcoming  legislative  issues  and  regulatory 
j)roposals. 

Currently,  all  specialty  societies  and  county  societies 
ire  Invited  to  the  meetings  of  the  Council  on  Legis- 
lation and  the  Board  of  Trustees.  Minutes  are  pub- 
lished in  The  Journal. 

I The  Medical  Society  of  New  Jersey  staff  has  in- 
|;tltuted  the  following  procedures  to  effect  the  intent 
)f  the  Resolution: 

1)  The  Council  on  Legislation  wlU  meet  quarterly 
vlth  county  and  specialty  society  representatives, 
i 2)  Regulatory  proposals  brought  before  the  Board 
vlU  become  the  subject  of  special  memoranda  to  the 
iresldents  of  county  societies,  specialty  societies,  and 
lospital  medical  staffs. 

I 

I 

i 
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I 

I 
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3)  EVery  other  month,  there  will  be  a special  section 
in  The  Journal  dealing  with  a legislative  and  regu- 
latory update.  The  status  of  all  active  matters  will  be 
detailed. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 

NEW  JERSEY  STATE  BOARD  OF  MEDICAL 
EXAMINERS’  PRONOUNCEMENT  OF  DEATH 
REGULATION— RESOLUTION  *29E  (1984) 

(Reference  Committee  “D”) 

The  above  Resolution  was  referred  to  the  State  Board 
of  Medical  Examiners  following  the  close  of  the  1984 
Annual  Meeting.  A committee,  appointed  by  the  State 
Board  of  Medical  Examiners,  is  reviewing  the  Reso- 
lution and  the  issue  of  pronouncement  of  death.  The 
State  Board  has  not  yet  filed  a status  report. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  ^^16 

Introduced  by:  Essex  County  Medical  Society 
Subject;  Oceanic  Ecology 

Referred  to.  Reference  Committee  “D” 

Whereas,  attempts  to  disrupt  the  natural  ecology  of 
our  nearby  ocean  waters  could  lead  to  decreased  tour- 
ism, less  edible  seafood,  and  public  health  problems; 
and 

Whereas,  State  Senator  Richard  Van  Wagner’s  Bill, 
S-2346,  would  allow  trawlers  within  880  yards  of  the 
beach;  and 

Whereas,  when  this  was  permitted  in  Massachu- 
setts, the  immediate  offshore  waters  were  denuded  of 
vital  marine  life;  and 

Whereas,  loss  of  species  may  limit  sources  of  phar- 
maceuticals and  marine  products,  and  vital  compo- 
nents of  medical  research;  and 

Whereas,  a denuded  ocean  would  discourage  rec- 
reational swimming,  boating,  and  fishing,  and  cost 
billions  in  tourism  losses;  and 

Whereas,  all  sea  life  is  interconnected,  and  if  trawlers 
are  permitted  to  scrape  the  bottom  within  880  yards 


Resolution  ^18 

Introduced  by;  Essex  County  Medical  Society 

Subject:  Media  Seminar 

Referred  to:  Reference  Committee  “D” 

Whereas,  Mort  Enright  (Mort  Enright  Associates, 
Inc.)  has  taught  thousands  of  physicians  the  art  of 
public  speaking;  meeting  the  press,  including  radio 
and  television,  and  political  interviews;  and 
Whereas,  this  firm  is  expert  in  preparing  pro- 
fessionals for  the  public  arena;  and 
Whereas,  Mr.  Enright  now  is  available  to  teach 
classes  of  physicians;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  nf  New  .Icrnry 
sponsor  a one  and  one  hnlf-davnTiass~me(^  seminar 
coHdttrtTd'"5y'^l^t  Enright  Associates,  Inc.,  immedi- 


! 

of  the  beach,  our  priceless  heritage  of  sea  life  woull 
be  reduced  to  barren  waste,  sticl^  globs  of  oil,  plastij 
refuse,  and  unseen  clouds  of  poisonous  effluents;  nof 
therefore  be  it  { 

Resolved,  that  the  Medical  Society  of  New  Jerse' 
immediately  take  active  opposition  to  State  Senate! 
Richard  Van  Wagner’s  Bill,  S-2346.  and  any  similgt 
legislation  proposed  in  either  the  House  or  Senate;  ani 
be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey'!' 
position  on  ocean  ecology  be  made  known  by  indivic; 
ualized  letters  to  the  Governor,  the  New  Jersey  Depar.; 
ment  of  Environmental  Protection,  the  United  State] 
Environmental  Protection  Agency,  and  all  senator 
and  representatives  from  New  Jersey. 

The  Reference  Committee  recommends  that  Resc 
lution  ^16  be  adopted. 

HOUSE  ACTION:  Adopted. 


ately  prior  to  or  following  the  nex*^  Mnptinr>"- 

a coot  to  pai  tlcipating  physicians  of  $100. 

The  Reference  Committee  recommends  that  the  fo 
lowing  Substitute  Resolution  for  Resolution  ^18  b 
adopted: 

Resolved,  that  the  Medical  Society  of  New  Jerse 
conduct  ongoing  seminars  to  educate  physicians  i 
the  art  of  public  speaking  and  negotiation,  and  to  mee 
this  end,  that  the  resources  of  the  AMA  and  othe 
approved  sources  be  utilized. 

HOUSE  ACTION:  Adopted  Substitute  Resolution 
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Resolution  *23 

Introduced  by;  William  I.  Weiss,  M.D.,  Delegate,  Essex  County 

Subject:  Medical  Assistants,  Subcutaneous  Injections,  Venipuncture,  and  Performance  of  Skin  Tests 

Referred  to;  Reference  Committee  “D” 


I Wliereas,  in  keeping  with  current  regulations,  giving 
isubcutaneous  injections  and  performing  venipunc- 
ture are  prohibited  in  a physician’s  office  by  any 
nonphysician  other  than  a RN.;  and 
I Whereas,  performance  of  skin  tests  is  limited  to 
physicians;  and 

} Whereas,  the  decision  to  give  subcutaneous  injec- 
hions  and  the  dosage  are  determined  by  the  physician 
alone:  and 

Whereas,  the  performance  of  giving  subcutaneous 
linjections,  venipuncture,  and  skin  tests  are  mechan- 
'ical  acts  to  assist  the  physician  and  do  not  involve  any 
'medical  decisions  or  interpretations;  and 
' Whereas,  formally  trained  allied  medical  personnel 
are  capable  of  giving  subcutaneous  injections,  per- 
forming venipuncture,  and  administering  skin  tests 


with  equal  skill  as  RN.s;  and 

Whereas,  limiting  these  procedures  to  RN.s  alone 
Increases  the  cost  of  office  operations  and  thereby 
raises  the  cost  to  the  patient;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
seek  the  passage  of  regulations  or  legislation  to 
authorize  formally  trained  allied  medical  personnel,  in 
addition  to  RN.s,  to  perform  venipuncture  and  all  be 
allowed  to  administer  subcutaneous  injections  and 
perform  skin  tests  under  the  immediate  supervision 
of  a physician. 

The  Reference  Committee  recommends  that  Reso- 
lution *23  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  *23  is  re- 
jected. 


Resolution  *24 

Introduced  by;  Mercer  County  Medical  Society 

Subject;  Publicizing  Costs  of  Nonpatient  Health  Care 

Referred  to;  Reference  Committee  “D” 


Whereas,  one  of  the  principal  concerns  of  the  Ameri- 
can people  now  is  the  escalating  costs  of  health  care 
in  the  United  States;  and 
Whereas,  references  are  being  made  to  figures  of  1 1 
percent  of  gross  national  product  and  one  billion 
dollars  a day  as  documentation  of  this  staggering  and 
inappropriate  cost;  and 

Whereas,  physicians  and  hospitals  receive  in  large 
measure  the  blame  for  these  rising  health  care  costs; 
and 

Whereas,  a significant  percentage  of  these  costs  is 
due  to  government  requirements  and  mandated  ser- 
vices of  one  type  or  another  (utilization  review  person- 
nel, increased  record  room  personnel,  PRO  reviewers, 
vice  presidents  of  finance,  and  so  on)  as  opposed  to 
dollars  for  direct  patient  care;  and 
Whereas,  figures  on  the  dollar  amount  spent  for 


these  nonpatient  directed  costs  are  not  current  and 
need  research  and  publicity;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  American  Medical  Association  to 

search  out  an  organization  or  agency  to  undertake  a 
study  of  the  costs  of  medical  health  care  that  relate  to 
government  mandates  as  opposed  to  actual  patient 
care;  and  be  it  further 

Resolved,  that  the  result  of  such  studies  be  publi- 
cized widely  to  physicians,  the  media,  and  the  ap- 
propriate politicians. 

The  Reference  Committee  recommends  that  Reso- 
lution *24  be  adopted,  with  the  following  editorial 
change  to  the  first  line  of  the  first  Resolved: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  American 

HOUSE  ACTION:  Adopted  as  amended. 
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Reference  Committee  “E” 


Reports:  COUNCIL  ON  MENTAL  HEIALTH  Members: 

COUNCIL  ON  PUBLIC  HEALTH  Angelo  J.  Lopano,  M.D.,  Acting  Chairman, 

RESOLUTIONS  ^4,  17  Monmouth 

James  B.  Massengill,  M.D.,  Morris 
Bernard  A.  Pekala,  M.D.,  Camden 
Philip  J.  Jasper,  M.D.,  Alternate,  Passaic 
Lawrence  J.  Macatee,  M.D.,  Chairman, 
(absent).  Cape  May 

Roland  E.  Johnson,  M.D.,  (absent),  Sussex 


Council  On  Mental  Health 

George  L.  Triebenbacher.  m.d.,  chairman,  beach  haven 

(Reference  Committee  “E”) 


1.  Mental  Health  Services  Booklet.  The  Mental 
Health  Services  Booklet  is  being  updated.  The  Council 
on  Mental  Health  expects  the  final  version  to  be  issued 
in  the  fall  of  1985. 

2.  Ad  Hoc  Committee  on  New  Jersey  State  Psy- 
chiatric Institutions.  The  Council  recommended  and 
the  Board  of  Trustees  approved  the  appointment  of  an 
ad  hoc  committee  to  investigate  patient  care  and  man- 
agement in  state  psychiatric  institutions  and  com- 
munity mental  health  centers  in  New  Jersey.  The  Ad 
Hoc  Committee  had  two  meetings  and  has  not  com- 
pleted its  findings  at  the  present  time. 

3.  Equitable  Insurance  Treatment  for  Mental  Ill- 
ness. The  Council  on  Mental  Health  recommended  to 
thf  Council  on  Legislation  that  the  Health  Insurance 
Code  be  amended,  which  was  concurred  with  by  the 


Board  of  Trustees.  This  bill  would  amend  the  in-' 
surance  laws  to  provide  that  care  for  mental  and  emo-; 
tional  disorders  shall  be  reimbursed  just  as  any  other, 
medical  or  surgical  treatment  for  other  conditions.  The 
Council  also  is  discussing  other  avenues  to  guarantee 
equitable  coverage  regarding  mental  health  services.* 

There  was  discussion  on  the  Ad  Hoc  Committee  oni 
New  Jersey  State  Psychiatric  Institutions,  and  it  wasi 
the  feeling  of  the  Reference  Committee  that  the  Ad  Hoc 
Committee  on  New  Jersey  State  Psychiatric  Institu-, 
tions  should  investigate  the  conditions  in  our  institu- 
tions vis-a-vis  the  enormous  amount  of  publicity  re-i 
cently  in  the  press. 

The  Reference  Committee  recommends  that  the  re-i 
port  be  filed. 

HOUSE  ACTION:  Filed. 


II 
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Council  on  Public  Health 


Charles  J.  Moloney,  m.d.,  chairman,  moorestown 

(Reference  Committee  "E") 

The  Council  on  Public  Health  had  its  reorganization 
meeting  on  September  26,  1984. 

Childhood  Immunizations.  The  Council  rec- 
ommended, and  the  Board  of  Trustees  approved,  that 
MSNJ  urge  the  Governor  to  find  a solution  to  the  prob- 
lem of  Insufficient  Medicaid  reimbursement  for 
pertussis  and  polio  immunizations,  inasmuch  as  the 
present  situation  will  result  in  children  not  receiving 
the  benefit  of  immunization. 

Statewide  Eye  Screening  Coordinating  Coimcil. 

The  Committee  on  Conservation  of  Vision  recommend- 


ed, through  the  Council  on  Public  Health,  and  the 
Board  of  Trustees  approved,  the  formation  of  a State- 
wide E^e  Screening  Coordinating  Council  by  the  New 
Jersey  State  Commission  for  the  Blind  and  Visually 
Impaired.  A representative  of  the  Committee  on  Con- 
servation of  Vision  will  be  appointed  to  serve  on  the 
Statewide  Council. 

The  Reference  Committee  recommends  that  the  re- 
port be  filed. 

HOUSE  ACTION:  Filed. 


Supplement  Report 
Council  On  Public  Health 

Charles  J.  Moloney,  m.d..  Chairman,  moorestown 

(Reference  Committee  “E") 


The  following  items  reported  from  the  Council  on 
Public  Health  meeting  on  February  6,  1985,  were  acted 
upon  by  the  Board  of  Trustees,  as  noted,  at  its  meeting 
on  March  17,  1985. 

National  Commission  on  Correctional  Health  Care. 

The  Council  reviewed  correspondence  from  Bernard  P. 
Harrison,  President  of  the  National  Commission  on 
Correctional  Health  Care,  which  described  the  Com- 
mission's work. 

The  Board  approved  the  Council's  recommendation 
that  the  National  Commission  on  Correctional  Health 
Care  be  asked  to  submit  a brief  description  of  its  ser- 
vices for  possible  publication  in  The  Journal  along 
with  a copy  of  the  proposed  letter  it  would  like  the 
Society  to  endorse  and  send  to  the  sheriffs  of  New 
Jersey. 

Laetrile  in  New  Jersey.  The  Committee  on  Cancer 
Control,  at  its  meeting  on  December  7,  1984,  felt  that 
the  role  of  that  Committee  should  be  the  dissemina- 
tion of  knowledge  and  understanding  to  the  public 
regarding  worthless  or  unproved  remedies  and  treat- 
ments rather  than  focusing  on  whether  or  not  they  are 
legal.  It  also  was  felt  that  the  Committee  regularly 
should  go  on  record  against  the  use  of  laetrile,  and  that 
the  Committee  and  the  Society  should  not  relax  its 
position  for  fear  that  its  use  may  increase  gradually. 

The  Council  on  Public  Health  approved  and  for- 
warded to  the  Board  of  Trustees  the  Committee’s  rec- 
ommendation that  the  State  Legislature  be  requested 
to  revoke  the  legalization  of  laetrile  since  the  drug  has 
proved  ineffective  in  the  treatment  of  cancer  and  its 
use  may  be  harmful  to  the  welfare  of  patients  either 


by  delaying  appropriate  treatment  or  by  causing 
cyanide  toxicity. 

The  Board  of  Trustees  approved  the  recommen- 
dation and  noted  that  the  Medical  Society  has  drafted 
legislation  to  repeal  the  legalization  of  laetrile,  and  the 
State  Board  of  Medical  Examiners  has  indicated  that 
it  will  support  the  Society’s  position  when  the  bill  is 
introduced. 

Oncology  Society  of  New  Jersey.  Because  of  the 
need  for  a more  comprehensive  system  of  referral  to 
physicians  who  treat  cancer  patients,  the  Committee 
on  Cancer  Control  recommended  that  physicians  in 
the  state  who  are  involved  in  tumor  work  be  identified 
and  urged  to  join  the  Oncology  Society  of  New  Jersey. 
The  American  Cancer  Society  is  reluctant  to  refer  pa- 
tients to  specific  physicians  and  the  Oncology  Society 
of  New  Jersey  needs  a more  comprehensive  list  of  phy- 
sicians from  which  to  make  referrals.  The  Council  on 
Public  Health  approved  the  Committee’s  recommen- 
dation and  referred  it  to  the  Board  of  Trustees. 

Because  the  Board  felt  it  inappropriate  for  the  Medi- 
cal Society  of  New  Jersey  to  solicit  physicians  to  Join 
a specialty  society,  the  Committee’s  recommendation 
was  disapproved.  However,  the  Board  instructed  the 
staff  to  identify  from  the  membership  masterfile  those 
physicians  who  list  themselves  as  oncologists  and  to 
make  this  information  available  to  the  Oncology  So- 
ciety of  New  Jersey  so  that  they  may  solicit  those  phy- 
sicians for  membership. 

The  Reference  Committee  recommends  that  the 
supplemental  report  be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  ^4 

Introduced  by;  Burlington  County  Medical  Society 

Subject:  Mammography 

Referred  to:  Reference  Committee  “E” 


Wliereas,  breast  cancer  will  afflict  1 out  of  every  1 1 
women  during  their  lifetime,  causing  35,000  deaths 
annually;  and 

Wliereas,  over  30  years  of  efforts  to  improve  survival 
in  breast  cancer  through  improvements  in  surgery, 
chemotherapy,  and  radiation  therapy  have  met  with 
only  modest  success;  and 

Whereas,  the  best  hope  of  attaining  better  survival 
rates  in  this  disease  lies  with  early  detection;  and 
Whereas,  the  only  method  for  detecting  breast  cancer 
before  it  is  palpable  or  metastatic  is  mammography; 
and 

Whereas,  mammography  carries  a high  sensitivity 
(circa  90  percent)  for  detection  of  minimal,  occult,  and 
early  breast  cancer  lesions;  and 

Whereas,  survival  in  breast  cancer  detected  early  is 
on  the  order  of  95  percent;  and 

Whereas,  guidelines  put  forth  by  the  American  Col- 
lege of  Radiology  have  been  endorsed  either  wholly  or 
in  similar  form  by  the  American  Cancer  Society,  the 
American  College  of  Surgeons,  the  American  College  of 
Obstetricians  and  Gynecologists,  and  the  National  In- 
stitutes of  Health;  now  therefore  be  it 
Reeolyed,  that  the  Modiool  Society  of  New  Jeracy 
adopt  and  endorse  the  guidelines  advocated  by  the 


Resolution  ^17 

Introduced  by;  E^sex  County  Medical  Society 
Subject;  School  Bus  Safety 

Referred  to;  Reference  Committee  “E” 

Whereas,  it  now  is  law  that  seat  belts  be  used  by  New 
Jersey  motorists;  and 

Whereas,  such  devices  are  one  of  the  best  ways  to 
prevent  serious  injuiy  and  death,  and  to  practice  good 
preventive  medicine;  and 

Whereas,  children  must  be  taught  to  wear  seat  belts 
at  all  times  when  they  are  in  motor  vehicles;  and 

Whereas,  most  school  buses  presently^  are  not 
equipped  with  seat  belts;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
strongly  petition  the  legislature, -teeth- the  Governor, 


American  College  of  Radiology  and  others  as  follow^*' 

(a)  Women  between  the  ages  of  35  and  40  y^ai^of 
age  should  have  a baseline  mammogranr^^^ 

(b)  Between  ages  40  and  50,  fremjcf^y  of  mam- 
mography should  be  eveiy  two  ypscfs.  Clinical  or  risk 
factors  evaluated  by  the  patiprffs  physician  may  alter 
this  frequency. 

(c)  After  age  SiVyearly  mammography  is  rec- 
ommended; apdoe  it  further 

Resolv^dTthat  mammograms  following  from  these 
recopMtiendations  should  be  made  with  equipment 
.^i^icated  to  this  procedure. 

Resolved,  that  the  Medical  Society  of  New  Jersey  i 
endorse  the  concept  of  mammography. 

The  Resolution  was  reviewed  by  the  Committee  and  i 
it  was  agreed  that  the  general  sense  of  the  first  Re-  j 
solved  was  acceptable  but  that  the  time  intervals  of  i 
the  particulars  should  be  discussed.  I 

The  Reference  Committee  recommends  that  the 
second  Resolved  be  deleted. 

HOUSE  ACTION:  Not  adopted. 

The  Reference  Committee  recommends  that  Reso- 
lution ^4  be  adopted  as  amended.  j 

HOUSE  ACTION:  Not  adopted.  Substitute  Reso- 
lution was  adopted. 


and  the  Commissioner  of  Education  to  require  the  ii 
installation  and  use  of  seat  belts  in  all  school  buses  jl 
as  expeditiously  as  possible,  since  this  is  both  an  | 
educational  awareness  program  for  school  children,  as  i 
well  as  an  excellent  program  to  avoid  the  possibility  of  j 
injuiy  or  death.  |; 

The  Reference  Committee  recommends  that  Reso-  c 
lution  ^17  be  adopted.  Ii 

HOUSE  ACTION:  Not  adopted.  Resolution  ^17  was  ii 
adopted  as  amended  by  the  House.  I 


ji 
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Reference  Committee  on 
Constitution  AND  Bnj^ws 


Report:  COMMITTEE  ON  REVISION  OF  Members: 

CONSTITUTION  AND  BYLAWS  Matis  A.  Fermaglich,  M.D.,  Chairman 

Anthony  T.  Cherico,  M.D.,  Burlington 
Joseph  P.  Cillo,  M.D.,  Union 
Francis  A.  Deitmaring,  M.D.,  Hudson 
John  E.  Durst,  M.D.,  Monmouth 
L.  Ame  Skilbred,  M.D.,  Alternate,  Essex 


Committee  on  Revision  of 
Constitution  and  Bylaws 

John  H.  Lifland,  m.d..  chairman,  Somerville 

(Reference  Committee  on  Constitution  and  Bylaws) 

PROPOSED  AMENDMENTS  TO  THE  BYLAWS 

1 . Election  Session  of  the  House  of  Delegates.  The 

Board  of  Trustees,  upon  the  request  of  the  Committee 
on  Annual  Meeting,  directed  the  Committee  to  develop 
Bylaw  language,  which  would  transfer  the  election 
from  the  second  to  the  third  session  of  the  House  of 
Delegates. 

The  election  session  always  has  had  the  largest 
number  of  delegates  in  attendance,  and  following  that 
session  attendance  dwindles.  Since  the  election  is  an 
attractive  component  of  the  Annual  Meeting,  it  is 
hoped  that  this  change  will  increase  attendance  at  the 
last  session. 


Chapter  II — Meetings 
Section  2 — House  of 
Delegates— Meetings 


Chapter  II— Meetings 
Section  2 — House  of 
Delegates — Meetings 


Current 

(c)  Sessions 

The  House  of  Delegates  shall 
meet  on  the  first  day  of  the 
Annual  Meeting  of  this  So- 
ciety, but  may  meet  in  ad- 
vance of,  or  after  adjournment 
of,  the  Annual  Meeting.  The 
schedule  of  sessions  and  all 
functions  shall  be  determined 
by  the  President. 

The  Annual  Meeting  of  the 
House  of  Delegates  shall  con- 
sist ordinarily  of  three  (3) 
sessions.  Except  as  otherwise 
provided,  the  principal  busi- 
ness of  these  sessions  shall 
be:  first  session:  presentation 
of  annual  reports,  introduc- 
tion of  resolutions,  introduc- 
tion of  new  business,  and  as- 
signment of  same  to  reference 
committees:  second  session: 
report  of  Nominating  Com- 
mittee and  election:  third 
session:  presentation  of  and 
action  upon  reports  of  refer- 
ence committees,  unfinished 
business,  and  inauguration 
of  newly  elected  officers. 


Proposed 

(c)  Sessions 

Same 


The  Annual  Meeting  of  the 
House  of  Delegates  shall  con- 
sist ordinarily  of  three  (3) 
sessions.  Except  as  otherwise 
provided,  the  principal  busi- 
ness of  these  sessions  shall 
be:  first  session:  presentation 
of  annual  reports,  introduc- 
tion of  resolutions,  introduc- 
tion of  new  business,  and  as- 
signment of  same  to  reference 
committees;  second  session: 
presentation  of  and  action 
upon  reference  committee  re- 
ports and  other  buslrress; 
third  session:  consideration 
of  Nominating  Committee  re- 
port and  elections,  reference 
committee  reports,  un- 
finished business,  and  in- 
auguration of  newly  elected 
officers. 


Chapter  V— Officers 
Section  2 — Election 

Current 

The  officers  shall  be  elected  by 
ballot  at  the  second  session  of 
the  House  of  Delegates  at  the 
Annual  Meeting.  No  member 
shall  be  eligible  for  more  than 
one  (1)  office  at  the  same 
time,  except  the  President,  the 
President-Elect,  the  First  and 
Second  Vice-Presidents,  the 
Secretary,  and  the  Treasurer, 
who  by  virtue  of  such  offices 
are  at  the  same  time  members 
of  the  Board  of  Trustees.  A 
vacancy  in  office,  except  that 
of  President-Elect,  occurring 
between  Annual  Meetings 
may  be  filled  by  the  Board  of 
Trustees  until  the  next  reg- 
ular election  for  the  term  and 
office  being  filled. 

Chapter  VIII— Procedure  of 
Election 

Section  3 — Report  and 
Election 

Current 


Chapter  V— Officers 
Section  2— Election 

Proposed 

The  officers  shall  be  elected  by 
ballot  at  the  third  session  of 
the  House  of  Delegates  at  the 
Annual  Meeting.  No  member 
shall  be  eligible  for  more  than 
one  ( 1 ) office  at  the  same 
time,  except  the  President,  the 
President-Elect,  the  First  and 
Second  Vice-Presidents,  the 
Secretary,  and  the  Treasurer, 
who  by  virtue  of  such  offices 
are  at  the  same  time  members 
of  the  Board  of  Trustees.  A 
vacancy  in  office,  except  that 
of  President-Elect,  occurring 
between  Annual  Meetings 
may  be  filled  by  the  Board  of 
Trustees  until  the  next  reg- 
ular election  for  the  term  and 
office  being  filled. 

Chapter  VIII — Procedure 
of  Election 

Section  3 — Report  and 
Election 

Proposed 


(a)  The  report  of  the  Nomi- 
nating Committee,  the  con- 
sideration of  nominations 
from  the  floor,  and  the  elec- 
tion shall  be  conducted  at  the 
third  session  of  the  House  of 
Delegates. 


(a)  The  report  of  the  Nomi- 
nating Committee,  the  sub- 
mission of  nominations  from 
the  floor  by  members  of  the 
House  of  Delegates — if  any— 
and  the  election  shall  con- 
stitute the  principal  business 
of  the  second  session  of  the 
House  of  Delegates. 

The  Committee  on  Revision  of  Constitution  and 
Bylaws  recommends  adoption  of  the  Bylaw  proposals. 

The  Reference  Committee  felt  that  transferring  the 
election  from  the  second  to  the  third  session  of  the 
House  of  Delegates  would  not  necessarily  increase  at- 
tendance at  the  last  session.  The  principal  concern  is 
whether  the  reference  committee  hearings  would  be 
completed  and  the  reports  available  for  timely  partici- 
pation and  consideration  by  the  delegates.  It  was  felt 
that  the  Committee  on  Annual  Meeting  should  be  com- 
missioned to  produce  a schedule  of  reference  commit- 
tee meetings  and  reports  supporting  their  recommen- 
dation mid  its  practicality. 
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The  Reference  Committee  recommends  that  the 
proposed  amendment  to  the  Bylaws  be  referred  back 
to  the  Committee  on  Annual  Meeting  for  development 
of  appropriate  schedules. 

HOUSE  ACTION:  Adopted,  and  referred  back  to  the 
Committee  on  Annual  Meeting  for  development  of 
appropriate  schedules. 

2.  Executive  Committee.  Under  the  present 
Bylaws,  the  Secretaiy  and  Treasurer  of  the  Society  are 
not  listed  as  voting  members  of  the  Executive  Commit- 
tee. They  have  been  serving,  however,  as  consultants 
since  1977.  The  Committee  believes  it  is  desirable  to 
amend  the  Bylaws  to  include  these  two  officers  as  reg- 
ular members  of  the  Executive  Committee. 


Chapter  III — Board  of 
Trustees 

Current 

(c)  Executive  Committee 

The  President,  President- 
Elect,  First  and  Second  Vice- 
Presidents,  and  the  Immedi- 
ate Past-President  shall  com- 
pose the  Executive  Commit- 
tee. It  shall  act  on  emergency 
measures  when  time  does  not 
permit  a meeting  of  the  Board 
of  Trustees.  Any  action  thus 
taken  shall  be  subject  to  for- 
mal action  of  the  Board  of 
Trustees  at  Its  next  meeting. 


Chapter  IX — Administrative 
Councils  and  Committees 
Section  1 — Classification 

Current 

There  shall  be  Administrative 
Councils,  Standing  Commit- 
tees, Reference  Committees, 
and  Special  Committees. 


Chapter  III— Board  of 
Trustees 

Proposed 

(c)  Executive  Committee 

The  President,  President- 
Elect,  First  and  Second  Vice- 
Presidents,  Secretaiy,  Trea- 
surer, and  the  Immediate 
Past-President  shall  compose 
the  Executive  Committee.  It 
shall  act  on  emergency  mea- 
sures when  time  does  not  per- 
mit a meeting  of  the  Board  of 
Trustees.  Any  action  thus 
taken  shall  be  subject  to  for- 
mal action  of  the  Board  of 
Trustees  at  Its  next  meeting. 


Chapter  IX— Administrative 
Councils  and  Committees 
Section  1 — Classification 

Proposed 

Same 


Section  2— Qualifications, 

Selections  and  Terms  of 
Members 

(a)  Only  regular  members  of 
the  Medical  Society  of  New 
Jersey  may  serve  on  an  ad- 
ministrative council  or  com- 
mittee, except  that  one  mem- 
ber of  the  Auxiliary  may  be 
appointed  by  the  President  to 
serve  on  each  of  the  adminis- 
trative councils  and  commit- 
tees for  a one-year  term. 

(b)  Reference  committee 
members  shall  be  appointed 
by  the  President  and  must  be 
members  of  the  House  of  Del- 
egates elected  by  their  respec- 
tive component  societies. 

(c)  The  President  shall  desig- 
nate the  chairman  and  vlce- 
chalrmem  of  each  adminis- 
trative council  and  the  vari- 
ous committees.  The  Presi- 
dent shall  be  an  ex-offlcIo 
member  of  all  administrative 
councils  and  committees  ex- 
cept the  Nominating  Commit- 
tee and  the  Judicial  Council. 

(d)  Unless  otherwise  stipu- 
lated In  these  Bylaws  or  In  the 
action  creating  a special  com- 
mittee, the  term  of  service 
thereon  shall  be  limited  to 
three  (3),  three-year  terms.  In- 
terim appointments  and  un- 
explred  terms  are  not  to  be 
computed  In  determining  the 
tenure  of  any  member. 

(e)  Members  of  councils  and 
committees  who  have  failed  to 
discharge  their  duties  In  a 
satisfactory  fashion  may  be 
removed  by  the  Board  of 
Trustees  and  the  President 
may  fill  the  resulting  vacancy. 

Section  3— Administrative 
Councils,  Standing 

Committees  and  Special 
Committees 

The  administrative  councils 
and  standing  committees 
shall  be  listed  below.  In  ad- 
dition to  projects  of  their  own 
Initiation,  they  shall  perform 
such  functions  and  duties  as 
are  assigned  to  them  by  the 
Board  of  Trustees  and  the 
House  of  Delegates.  Their  rec- 
ommendations shall  be  sub- 
ject to  the  approval  of  the 
Board  of  Trustees. 


Section  2—Qualifcations, 
Selections  and  Terms  of 
Members 

(a)  Same 


(b)  Same 


(c)  Same 


Delete 


(d)  Same  as 

current  (e) 


Section  3 — Administrative 
Councils  and  Standing 
Committees 

The  administrative  councils 
and  standing  committees  i 
shall  be  listed  below.  Mem-  ■ 
bers  elected  by  the  House  j 
shall  serve  two-year  terms.  1 
ThQ^  may  serve  no  more  than  ; 
three  such  terms.  Members  ' 
appointed  by  the  President 
shall  serve  one-year  terms 
with  no  limitations  on  their  ' 
reappointment.  The  number 
of  appointed  members  on 
each  council  and  committee 
shall  be  at  the  discretion  of 
the  President. 

i 

Councils  and  committees  I 
may  Initiate  projects  of  their 
own  choosing.  Th^  also  shall 
perform  such  functions  and 
duties  as  are  assigned  to 
them  by  the  Board  of  Trustees  ' 
and  the  House  of  Delegates. 
Their  actions  and  recommen- 


The  Committee  on  Revision  of  Constitution  and 
Bylaws  recommends  adoption  of  the  Bylaw  proposal. 

The  Reference  Committee  was  unanimous  in  its 
opinion  that  the  Secretary  and  the  Treasurer  of  the 
Society  should  be  included  as  regular  voting  members 
of  the  Executive  Committee,  and  the  Bylaws  should  be 
amended  accordingly. 

The  Reference  Committee  recommends  that  the 
proposed  amendment  to  the  Bylaws  be  adopted. 

HOUSE  ACTION:  Adopted. 

3.  Administrative  Councils  and  Standing  Commit- 
tees. For  the  last  two  years,  the  Committee  on  Long- 
Range  Planning  and  Development  has  been  conduct- 
ing a thorough  review  of  the  Society’s  council  and 
committee  structure.  Their  review  determined  that  the 
number  of  members  serving  on  the  organization’s  ad- 
ministrative councils  and  standing  committees  should 
be  expanded,  but  their  tenure  altered  to  provide  mem- 
bers elected  by  the  House  of  Delegates  to  serve  no  more 
than  three,  two-year  terms.  Members  appointed  by  the 
President  would  serve  a one-year  term,  but  would  be 
able  to  be  reappointed  In  the  judgment  of  the  Presi- 
dent. Council  and  committee  lists  would  not  be  fixed 
and,  therefore,  could  be  expanded  by  the  President  to 
meet  any  need. 
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1.  Council  on  Legislation 

The  Council  on  Legislation 
shall  consist  of  12  members, 
6 of  whom  shall  be  elected  by 
the  House  of  Delegates,  and  6 
appointed  by  the  President. 
There  shall  be  at  least  1 
elected  and  1 appointed  mem- 
ber from  each  judicial  district. 

2.  Council  on  Medical 
Services 

The  Council  on  Medical  Ser- 
vices shall  consist  of  12  mem- 
bers, 6 of  whom  shall  be 
elected  by  the  House  of  Del- 
egates, and  6 appointed  by 
the  President.  There  shall  be 
at  least  1 elected  and  1 ap- 
pointed member  from  each 
judicial  district.  The  Presi- 
dent-Elect shall  serve  as  an 
ex-offlclo  member  of  the 
Council  on  Medical  Services. 

3.  Council  on  Mental  Health 

The  Council  on  Mental  Health 
shall  consist  of  12  members, 
6 of  whom  shall  be  elected  by 
the  House  of  Delegates,  and  6 
appointed  by  the  President. 
There  shall  be  at  least  1 
elected  and  1 appointed  mem- 
ber from  each  judicial  district. 
The  Immediate  Past-Presi- 
dent shall  be  an  ex-offlclo 
member  of  the  Council  on 
Mental  Health. 

4.  Council  on  Public  Health 

The  Council  on  Public  Health 
shall  consist  of  12  members, 
6 of  whom  shall  be  elected  by 
the  House  of  Delegates,  and  6 
appointed  by  the  President. 
There  shall  be  at  least  1 
elected  and  1 appointed  mem- 
ber from  each  judicial  district. 
The  First  Vice-President  shall 
be  an  ex-offlclo  member  of  the 
Council  on  Public  Health. 

5.  Council  on  Public 
Relations 

The  Council  on  Public  Rela- 
tions shall  consist  of  12  mem- 
bers, 6 of  whom  shall  be 
elected  by  the  House  of  Del- 
egates, and  6 appointed  by 
the  President.  There  shall  be 
at  least  1 elected  and  1 ap- 
pointed member  from  each 
judicial  district.  The  Second 
Vice-President  shall  be  an  ex- 
offlclo  member  of  the  Council 
on  Public  Relations. 

6.  Committee  on  Annual 
Meeting 

The  Committee  on  Annual 
Meeting  shall  consist  of  six 


datlons  shall  be  subject  to  the 
approval  of  the  Board  of 
Trustees. 

1.  Council  on  Legislation 

The  Council  on  Legislation 
shall  consist  of  six  members 
elected  by  the  House  of  Del- 
egates, and  a discretionary 
number  appointed  by  the 
President.  There  shall  be  at 
least  one  elected  member 
from  each  judicial  district. 

2.  Council  on  Medical 
Services 

The  Council  on  Medical  Ser- 
vices shall  consist  of  six  mem- 
bers elected  by  the  House  of 
Delegates,  and  a discretionary 
number  appointed  by  the 
President.  There  shall  be  at 
least  one  elected  member 
from  each  judicial  district. 
The  President-Elect  shall 
serve  as  an  ex-offlclo  member 
of  the  Council. 


3.  Council  on  Mental  Health 

The  Council  on  Mental  Health 
shall  consist  of  six  members 
elected  by  the  House  of  Del- 
egates, and  a discretionary 
number  appointed  by  the 
President.  There  shall  be  at 
least  one  elected  member 
from  each  judicial  district. 
The  Immediate  Past-Presi- 
dent shall  be  an  ex-offlclo 
member  of  the  Council. 


4.  Council  on  Public  Health 

The  Council  on  Public  Health 
shall  consist  of  six  members 
elected  by  the  House  of  Del- 
egates, and  a discretionary 
number  appointed  by  the 
President.  There  shall  be  at 
least  one  elected  from  each  ju- 
dicial district.  The  First  Vice- 
President  shall  be  an  ex-of- 
flclo member  of  the  Council. 


5.  Council  on  Public 
Relations 

The  Council  on  Public  Rela- 
tions shall  consist  of  six 
members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President.  There  shall 
be  at  least  one  elected  mem- 
ber from  each  judicial  district. 
The  Second  Vice-President 
shall  be  an  ex-offlclo  member 
of  the  Council. 


6.  Committee  on  Annual 
Meeting 

The  Committee  on  Annual 
Meeting  shall  consist  of  three 


members,  three  of  whom  shall 
be  elected  by  the  House  of  Del- 
egates, and  three  appointed 
by  the  President.  The  Sec- 
retary shall  be  an  ex-offlclo 
member  of  this  Committee. 

7.  Committee  on  Credentials 

The  Committee  on  Creden- 
tials shall  consist  of  seven 
members,  six  of  whom  shall 
be  appointed  by  the  Presi- 
dent. The  seventh  member 
shall  be  the  Secretary  of  the 
Society  who  also  shall  serve  as 
chairman  of  this  Committee. 

8.  Committee  on  Finance 

and  Budget 

The  Committee  on  Finance 
and  Budget  shall  consist  of 
six  members,  three  elected  by 
and  from  the  House  of  Del- 
egates, and  three  elected  by 
and  from  the  Board  of 
Trustees.  The  Committee 
shall  control  the  expenditure 
of  funds  and  the  development 
of  the  annual  budget  for  sub- 
mission to  the  House  of  Del- 
egates. The  Treasurer  shall  be 
an  ex-offlclo  member  of  this 
Committee. 

9.  Committee  on  Medical 
Defense  and  Insurance 

The  Committee  on  Medical 
Defense  and  Insurance  shall 
consist  of  six  members,  three 
of  whom  shall  be  elected  by 
the  House  of  Delegates,  and 
three  appointed  by  the  Presi- 
dent. The  Secretary  shall 
serve  as  an  ex-offlclo  member 
of  this  Committee. 

10.  Committee  on  Medical 

Education 

The  Committee  on  Medical 
Education  shall  consist  of  six 
members,  three  of  whom  shall 
be  elected  by  the  House  of  Del- 
egates, and  three  appointed 
by  the  President. 

11.  Committee  on 
Medical  Student  Loan  Fund 

The  Committee  on  Medical 
Student  Loan  Fund  shall  con- 
sist of  five  members  ap- 
pointed by  the  President. 

12.  Committee  on 

Publication 

The  Committee  on  Publi- 
cation shall  consist  of  six 
members,  three  of  whom  shall 
be  elected  by  the  House  of  Del- 
egates and  three  members  ap- 
pointed by  the  President.  The 
President-Elect,  the  Secretary, 
and  the  Editor  of  The  Journal 
shall  be  ex-offlclo  members  of 
the  Committee  on  Publi- 
cation. 


members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President.  The  Sec- 
retary shall  be  an  ex-offlclo 
member  of  this  committee. 

7.  Committee  on  Credentials 

The  Committee  on  Creden- 
tials shall  consist  of  the  Sec- 
retary of  the  Society,  and  a 
discretionary  number  ap- 
pointed by  the  President.  The 
Secretary  shall  serve  as  chair- 
man of  this  Committee. 


8.  Committee  on  Finance 
and  Budget 

The  Committee  on  Finance 
and  Budget  shaU  consist  of 
three  members  elected  by  and 
from  the  House  of  Delegates, 
and  a discretionary  number 
appointed  by  the  President 
from  the  Board  of  Trustees. 
The  Committee  shall  control 
the  expenditure  of  funds  and 
the  development  of  the  an- 
nual budget  for  submission 
to  the  House  of  Delegates.  The 
Treasurer  shall  be  an  ex-of- 
flclo member  of  this  Commit- 
tee. 

9.  Committee  on 
Membership  Services 

The  Committee  on  Member- 
ship Services  shall  consist  of 
three  members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President.  The  Sec- 
retary shall  serve  as  an  ex-of- 
flclo member  of  this  Commit- 
tee. 

10.  Committee  on  Medical 
Education 

The  Committee  on  Medical 
Education  shall  consist  of 
three  members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President. 

1 1 . Committee  on 
Medical  Student  Loan  Fund 

The  Committee  on  Medical 
Student  Loan  Fund  shall  con- 
sist of  at  least  five  members 
appointed  by  the  President. 

12.  Committee  on 
Publication 

The  Committee  on  Publi- 
cation shall  consist  of  three 
members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President.  The  Presi- 
dent-Elect, the  Secretary,  and 
the  Editor  of  The  Journal 
shall  be  ex-offlclo  members  of 
the  Committee. 
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The  Reference  Committee  discussed  at  length  the 
proposed  restructuring  of  the  Administrative  Councils 
and  Standing  Committees,  which  would  permit  the 
President  to  appoint  a discretionary  number  of  mem- 
bers to  the  various  councils  and  committees.  The  Com- 
mittee was  concerned  that  such  a procedure  might 
produce  an  unstable  environment  and  administrative 
difficulties.  It  is,  therefore,  felt  that  this  matter  should 
be  referred  back  to  the  Committee  on  Long-Range 
Planning  and  Development  for  review  of  these  points 
and  consideration  of  whether  or  not  a fixed  number 
and  tenure  might  be  used. 

The  Reference  Committee  recommends  that  the 
proposed  amendment  to  the  Bylaws  be  referred  back 
to  the  Committee  on  Long-Range  Planning  and  De- 
velopment for  clarification. 

HOUSE  ACTION:  Not  adopted.  The  proposed 
amendment  to  the  Bylaws  was  adopted. 


4.  Provisional  Membership  for  Resident  Physi- 
cians. The  Committee  on  Long-Range  Planning  and 
Development  addressed  the  length  of  time  It  takes  for 
a resident  to  become  a member  of  the  county  and  state 
societies  after  making  application  locally.  A delay  of  six 
months  to  one  year  is  not  uncommon.  The  Board  of 
Trustees  and  the  Committee  on  Long-Range  Planning 
and  Development  believe  that  a resident  physician 
should  be  able  to  apply  simultaneously  to  the  state  and 
county  societies.  If  the  physician’s  credentials  are 
found  to  be  in  order,  the  State  Society  then  may  grant 
provisional  membership  for  six  months.  During  this 
time,  the  physician  then  would  complete  the  county 
application  process. 


13.  Committee  on  Revision  of 

Constitution  and  Bylaws 

The  Committee  on  Revision  of 
Constitution  and  Bylaws 
shall  consist  of  stx  members 
appointed  by  the  President. 
The  Secretary  shall  be  an  ex- 
officio  member  of  the  Com- 
mittee. 

14.  Advisory  Committee  to 
the  Auxiliary 

The  Advisory  Committee  to 
the  Auxiliary  shall  consist  of 
six  members,  three  of  whom 
shall  be  elected  by  the  House 
of  Delegates,  and  three  ap- 
pointed by  the  President. 

15.  Committee  on  Medicaid 

The  Committee  on  Medicaid 
shall  consist  of  members  ap- 
pointed by  the  Board  of 
Trustees.  The  number  to  be 
appointed  shall  be  de- 
termined by  the  Board  of 
Trustees.  The  Committee 
shall  be  responsible  for  rep- 
resenting the  viewpoint  of  the 
members  of  the  Medical  So- 
ciety of  New  JersQ/^,  and  to  act 
as  liaison  with  the  Division  of 
Medical  Assistance  and 
Health  Services,  Department 
of  Human  Services. 

16.  Special  Committees 

Special  committees  may  be 
created  by  the  House  of  Del- 
egates or  the  Board  of 
Trustees.  They  shall  be  ap- 
pointed by  the  President. 
Their  function  and  duration 
shall  be  clearly  defined. 

17.  Reference  Committees 

Such  reference  committees  as 
are  deemed  necessary  by  the 
President  shall  be  appointed 
by  him.  All  business  coming 
before  the  consideration  of 
the  House  of  Delegates  must 
first  be  considered  by  the  ap- 
propriate reference  commit- 
tee unless  the  House  of  Del- 
egates constitutes  Itself  as  a 
committee  of  the  whole. 

Reference  committees  shall 
have  plenary  jurisdiction  on 
the  Items  referred  to  them. 
Their  reports  are  subject  to 
the  fln^  approval  of  the 
House  of  Delegates.  They  may 
not.  however,  make  amend- 
ments or  alterations  to  re- 
ports that  are  solely  informa- 
tive In  nature  and  do  not  call 
for  specific  approval  of  the 
House. 


13.  Committee  on  Revision  of 
Constitution  and  Bylaws 

The  Committee  on  Revision  of 
Constitution  and  Bylaws 
shall  consist  of  at  least  stx 
members  appointed  by  the 
President.  The  Secretary  shall 
be  an  ex-offlcio  member  of  the 
Commltte. 

14.  Advisory  Committee  to 

the  Auxiliary 

The  Advisory  Committee  to 
the  Auxiliary  shall  consist  of 
three  members  elected  by  the 
House  of  Delegates,  and  a dis- 
cretionary number  appointed 
by  the  President. 

15.  Committee  on  Medicaid 

The  Committee  on  Medicaid 
shall  consist  of  at  least  ten 
members  appointed  by  the 
President.  The  Committee 
shall  be  responsible  for  rep- 
resenting the  viewpoint  of  the 
members  of  the  Medical  So- 
ciety of  New  Jers^,  and  to  act 
as  liaison  with  the  Division  of 
Medical  Assistance  and 
Health  Services,  Department 
of  Human  Services. 


Section  4— Special 
Committees 
Same 


Section  5 — Rejerence 
Committees 
Same 


Same 


Chapter  XI — Component 
Societies 

Section  2—QualiJlcations  of 
Members 

Current 

(a)  Component  societies 
shall  have  the  responsibility 
to  judge  the  qualifications  of 
an  applicant  for  any  type  of 
membership  and  alone  shall 
have  the  power  to  elect  him, 
but  election  thereto  shall  be 
contingent  upon  clearance  of 
each  eligible  applicant’s  for- 
mal credentials  as  satisfac- 
tory by  the  Committee  on 
Credentials  of  this  Society. 


Chapter  XI— Component 

Societies 

Section  2— Qualifications  of 

Members 

Proposed 

(a)  Component  societies 
shall  have  the  responsibility 
to  judge  the  qualifications  of 
an  applicant  for  any  type  of 
membership  and  alone  shall 
have  the  power  to  elect  him, 
but  election  thereto  shall  be 
contingent  upon  clearance  of 
each  eligible  applicant’s  for- 
mal credentials  as  satisfac- 
tory by  the  Committee  on 
Credentials  of  this  Society. 
Resident  physicians  shadl 
apply  simultaneously  to  the 
Society  and  a component  so- 
ciety. If  the  credentials  are  in 
order,  the  State  Society  may 
grant  a provisional  member- 
ship for  six  months.  During 
that  time,  the  physician  shall 
complete  the  county  appli- 
cation process. 


The  Committee  on  Revision  of  Constitution  and 
Bylaws  believes  such  an  expansion  and  format  will 
benefit  the  Society  and  recommends  adoption  of  the 
Bylaw  proposal. 


The  Committee  on  Revision  of  Constitution  and 
Bylaws  agrees  that  a more  expeditious  procedure  is 
needed  and  recommends  adoption  of  the  Bylaw 
proposal. 
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Although  the  Reference  Committee  recognized  the 
reasons  for  the  Bylaw  amendment  to  create  a six- 
month  provisional  membership  for  resident  physi- 
cians in  MSNJ  while  their  membership  in  a compo- 
nent society  is  being  developed,  they  were  at  odds  con- 
cerning its  real  value  to  the  Society.  It  was  the  general 
feeling  of  the  Committee  that  this  is  a question  con- 
cerning the  basic  structure  of  the  Medical  Society,  and 
the  potential  of  creating  an  autonomous  state  society. 
The  Committee  therefore  urges  that  the  proposed 
amendment  to  the  Bylaws  be  referred  back  to  the  Com- 


mittee on  IvOng-Range  Planning  and  Development  for 
further  study  and  recommendation.  The  Committee 
believes  the  appropriate  solution  to  this  problem  is 
prompt  processing  of  resident  physician  applications 
by  the  component  societies. 

The  Reference  Committee  recommends  that  the 
proposed  Bylaw  amendment  be  referred  back  to  the 
Committee  on  Long-Range  Planning  and  Development 
for  further  study  and  development. 

HOUSE  ACTION:  Not  adopted.  The  proposed 
amendment  to  the  Bylaws  was  adopted. 
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Report  Of  Nominating  Committee 


OfBce 

Term 

Nominee  and  County 

President-Elect 

1 year 

Edward  A Schauer,  M.D.,  Monmouth 

1st  Vice-President 

1 year 

Harry  M.  Carnes,  M.D.,  Camden 

2nd  Vice-President 

1 year 

Palma  E.  Formica.  M.D..  Middlesex 

Trustees; 

1st  District 

3 years 

Fred  M.  Palace,  M.D.,  Morris 

4th  District 

3 years 

Louis  L.  Keeler,  M.D.,  Camden 

4th  District 

3 years 

Edwin  W.  Messey,  M.D.,  Burlington 

5th  District 

3 years 

Hany  W.  Fullerton,  Jr.,  M.D.,  Salem 

3rd  District 

2 years 

Joseph  P.  Zawadsky,  M.D.,  Middlesex* 

Judicial  Councilor 

3rd  District 

3 years 

Louis  G.  Fares,  M.D.,  Mercer 

AMA  Delegates: 

2 years 

William  J.  D’Elia,  M.D.,  Monmouth 

2 years 

Myles  C.  Morrison,  Jr.,  M.D.,  Morris 

2 years 

Frank  Y.  Watson,  M.D.,  Essex 

AMA  Alternate  Delegates: 

2 years 

L.  Ames  Skilbred,  M.D.,  Essex 

2 years 

S.  Thomas  Carter,  Jr.,  M.D.,  Camden 

2 years 

Armando  F.  Goracci,  M.D.,  Gloucester 

2 years 

William  E.  I^an,  M.D.,  Mercer 

2 years 

Edward  A.  Schauer,  M.D.,  Monmouth 

Administrative  Councils; 
Legislation: 

2nd  District 

3 years 

Thomas  J.  Connolly,  Jr„  M.D.,  Hudson 

3rd  District 

3 years 

Gabriel  F.  Sciallis,  M.D.,  Mercer 

Medical  Services: 

2nd  District 

3 years 

Joseph  W.  Fleisher,  M.D.,  Hudson 

3rd  District 

3 years 

B.  Ralph  Wayman,  Jr.,  M.D.,  Mereer 

Mental  Health; 

4th  District 

3 years 

Kenneth  J.  Rubin.  M.D.,  Monmouth 

5th  District 

3 years 

N.J.  George,  M.D.,  Cumberland 

1st  District 

1 year 

Rita  R Newman,  M.D.,  Essex+ 

Public  Health: 

2nd  District 

3 years 

Albert  Ehrlich,  M.D.,  Hudson 

3rd  District 

3 years 

Thomas  E.  Desmond,  M.D.,  Middlesex 

Public  Relations: 

3rd  District 

3 years 

O.  Andrei  Kaczala,  M.D.,  Middlesex 

6th  Member 

3 years 

Hainy  H.  Bmnt,  Jr„  M.D.,  Monmouth 

Standing  Committees; 

Annual  Meeting 

3 years 

Frank  R Romano,  Sr„  M.D.,  Union 

Auxiliary  Advisory 

3 years 

Frank  R Romano,  Sr,  M.D.,  Union 

Finance  and  Budget 

3 years 

George  L.  Triebenbacher,  M.D.,  Ocean 

Medical  Defense  & 

Insurance 

3 years 

John  E.  Bocker,  M.D.,  Monmouth 

Medical  Education 

3 years 

Sanford  H.  Vemick,  M.D.,  Ph.D.,  Monmouth 

Publication 

3 years 

Robert  J.  Gorrell,  Jr,  M.D.,  Ocean 

2 years 

Clement  H.  Kreider,  Jr,  M.D.,  Monmouth® 

’Elected  to  the  unexpired  term  of  Palma  E.  Formica.  M.D.  Doctor  Formica  was  elected  Second  Vice-President. 
tVacancy  created  by  resignation  of  Alvin  Friedland,  M.D. 

“Vacancy  created  by  resignation  of  Dirck  L.  Brendlinger.  M.D. 

This  report  was  adopted  as  amended  by  the  House  of  Delegates. 
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Official  Attendance  Report 


County Delegates 

Atlantic  5 

Bergen  36 

Burlington  13 

Camden  21 

Cape  May  — 

Cumberland  5 

Essex  49 

Gloucester  1 

Hudson  16 

Hunterdon  2 

Mercer  1 5 

Middlesex  20 

Monmouth  22 

Morris  12 

Oeean  4 

Passaic  24 

Salem  2 

Somerset  4 

Sussex  2 

Union  35 

Warren  3 

Fellows  and  Officers  15 

306 

Delegates  Specialty 

Societies  4 


Delegate  MSNJ  Student 

Association  — 

310 


Members  Total 

3 8 

1 1 47 

3 16 

5 26 


3 8 

21  70 

2 3 

7 23 

— 2 

8 23 

4 24 

5 27 

7 19 

2 6 

9 33 

4 6 

3 7 

1 3 

12  47 

— 3 

— 15 

no  416 


4 


Physician  Guests  12 

Physician  Exhibitors  

Total  Ph3Tsician  Registration  432 

Auxiliary  186 

Medical  Students  7 

Visitors  149 

Exhibitors  101 

Total  Registration  875 


Three-Year  Comparative  Registration  Figures 


Year 

Physicians 

Others 

Total 

1985 

432 

443 

875 

1984 

707 

460 

1,167 

1983 

814 

454 

1,268 
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It’s  A Major  Medical  Explosion 

OFFICE  SPACE  TO  SHARE 

Physician  wanted  to  share  office  space  in  Bergen 
County  with  family  practitioner.  Sub  specialty 
preferred.  Attractive  office,  completely  furnished, 
available  immediately.  For  additional  information, 
contact: 

Mary  Ann  Hamburger 
Mary  Ann  Hamburger  Associates 
74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 
or  call 

(201)  763-7394 

The  Lakewood,  Toms  River  and  Point  Pleasant  hospitals 
have  completed  major  expansion  programs  . . . 

Bricktown  opens  new  facility 

Barrymor  Professional  Center 

600  to  1,800  Square  Feet 

Two  Months  Free  Rent 

• $13-14  per  square  foot  minutes  to  all  five  major 

• Graduated  rent  schedules  hospitals 

• Ownership  options  available  • Private  entrances  and  all 

• On  Highway  9 services  included 

• Centrally  located  and  20  • Financial  assistance  available 

eMWYAIOl?  ENTiRPRIiEJ)  p?^"c,e<i 

1200  River  Avenue  (Route  9),  Laketwood,  NJ  08701  • (201)  367-2226 

PROFESSIONAL  OFFICE  SPACE 
FOR  LEASE 

16  Mountain  Blvd. 

Warren,  New  Jersey 

12,800  sq.  ft.  building  in  final  phases  of  construc- 
tion. Suites  may  be  customized  for  your  needs. 
Available  for  occupancy  in  August  1985.  As- 
sociated Radiologists,  P.A.  will  occupy  half  the 
building  with  the  Warren  Imaging  Center  featur- 
ing magnetic  resonance  imaging  as  well  as  com- 
plete radiologic  diagnostic  facilities. 

Please  contact.  Dr.  Steven  Gross,  201-725-1291. 

COMING  SOON 

NEW  MODERN  OFFICE  BUILDING 
MAIN  STREET  HACKENSACK  AREA 
(NEAR  ROUTE  4) 

1500-6200  SQUARE  FEET  AVAILABLE 
AMPLE  ILLUMINATED  PARKING 

IF  INTERESTED  CALL 
201-488-2666 

INTERNIST,  FAMILY  PRACTITIONER 

Board  certified  internist  or  family  practitioner  wanted 
to  establish  solo  practice  in  attractive  growing 
suburban  community  35  minutes  north  of  Manhatten. 
Good  back  up  available.  For  additional  information, 
contact: 

Mary  Ann  Hamburger 
Mary  Ann  Hamburger  Associates 
74  Hudson  Avenue 
Maplewood,  New  Jersey  07040 
or  call 

(201)  763-7394 

H P 

B H H HEALTH  CARE  PLAN  OF  NEW  JERSEY.  INC. 

(A  FEDERALLY  QUALIFIED  HEALTH  MAINTENANCE  ORGANIZATION) 

GROUP  PRACTICE 
OPPORTUNITIES 

BC/BE  Family  Practitioners  for  expanding 
federally  qualified  HMO,  service  40,000 
members  from  three  delivery  sites  in  Cos- 
mopolitan South  Jersey  area.  Congenial  staff 
of  40  full-time/part-time  physicians.  Excellent 
hospital  facilities  with  medical  school  affilia- 
tions. Easy  access  to  major  metropolitan 
cities. 

Send  curriculum  vitae  to: 

Personnel  Department 

Health  Care  Plan  of  New  Jersey,  Inc. 

165  Old  Marlton  Pike  and  Route  70 
Medford,  NJ  08055 

COUNTRY  ESTATE  RETREAT 

For  gracious  living  or  weekend  retreat.  Catskills, 
90  miles  from  Northern  New  Jersey.  9 room 
ranch,  large  living  room  with  fireplace,  dining 
room,  4 bedrooms,  3 baths.  Superb  kitchen  with 
Jen-air  stove  and  microwave,  family  room.  Large 
storage  cellar,  separate  4 room  guest  house,  4 car 
garage,  large  barn,  trout  pond,  bass  pond,  skiing, 
snowmobiling,  deer,  wild  turkey.  Magnificent 
view.  $239,500.  Call  201-391-4801  or  914- 
351-2346. 
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CLASSIFIED  ADVERTISEMENTS 


BUYING  OR  SELLING  A PRACTICE? 
JOINING  OR  HIRING  AN  ASSOCI- 
ATE*?—An  experienced  practicing  physi- 
cian can  help  you  negotiate  a fair  and 
secure  position.  I know  the  questions  to 
ask,  and  the  conditions  you  need  that 
only  a physician  would  know.  Write  Box 
No.  128,  JMSNJ. 


FAMILY  PRACTITIONER— Seeking  vl 
able  practlce/cllnic  for  purchase/part- 
nership. Write  Box  No.  136,  JMSNJ. 


INTERNIST/MEDICAL  ONCOLOGIST— 

Board  Eligible,  U.S.  citizen.  University 
trained  (McGill),  Hahnemann  1974. 
Seeks  solo,  group,  partnership,  HMO. 
Prefers  Northern  New  Jersey.  Write:  Rob- 
ert Sunenbllck,  M.D.,  3355  Queen  Mary 
Road,  Apt.  427,  Montreal,  Que.  H3V  1A5, 
Canada. 


OB/GYN — Board  Eligible,  licensed  in 
New  Jersey,  good  American  experience 
and  training  background  in  OB/Gyn. 
Seeks  position  as  attending  staff  physi- 
cian in  a multispecialty  group  or  as  a 
staff  house  physician  in  OB/Gyn  prac- 
tice. Interested,  please  send  request  letter 
or  application  form  to  Box  140,  JMSNJ, 
2 Princess  Road,  Lawrenceville,  NJ 
08648. 


PHYSICIAN  COUPLE— Seeking  practice 
or  staff  position.  Husband,  Board 
Certified  Pediatrician:  Wife,  Board  Eligi- 
ble in  Physical  Medicine  or  Rehabili- 
tation with  extensive  EMR  training.  Both 
university  trained,  FLEX,  age  34,  licensed 
in  New  Jersey.  Available  immediately. 
Call  Dr.  Vora  at  212-299-5446  (10  am.  to 
5 p.m.)  or  201-667-6534  after  7 p.m.,  or 
write  to  41  E.  White  Terrace,  Nutley,  NJ 
07110. 


RADIOLOGIST — Will  cover  your  prac- 
tice, part-time,  weekdays  and  weekends. 
Write  to  Box  No.  130,  JMSNJ. 


RHEUMATOLOGIST— Board  Eligible, 
bom  and  raised  in  Clifton,  NJ.  Looking 
for  partnership,  group,  or  multispecialty 
group  practice  in  New  Jersey.  University 
trained  at  Rutgers  Medical  School. 
Rheumatology  training  at  Hahnemann 
University.  Eligible  July  1986.  Write  Box 
No.  137,  JMSNJ. 


EMERGENCY  ROOM  PHYSICIANS— 

New  York,  Schenectady/ Albany.  Two 
emergency  room  physicians  needed  for 
facility.  Seven  full  time  physicians, 
38,000  visits.  Salary  and  benefits.  Con- 
tact Tom  Campbell,  609-596-0661. 


NEEDED  MDs — Wlllingboro  Family 
Practitioner  needs  part-time  MDs  to 
work  Family  Practice  Office  in  Wlll- 
ingboro, NJ.  Write  Box  No.  141,  JMSNJ. 


NEEDED  PATHOLOGIST— Full  or  part 
time.  Board  Certified.  To  direct  outpa- 
tient, physician  owned,  private  labora- 
tory in  Monmouth  County.  Option  to  be 
a partner.  For  details  write  Box  No.  135, 
JMSNJ. 


NEEDED  PHYSICIANS— For  successful 
well  known  walk-in  medical  office  center. 
Central  NJ.  Full  and  part-time.  Skilled 
and  personable  American  trained  MDs 
send  CV  to  E.V.  McGinley,  M.D.,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812. 


NEEDED  PHYSICIANS— For  walk-in, 
minor  emergency  clinic  located  in 
Bordentown.  Full  and  part-time,  ER  ex- 
perience necessary.  Send  CV  to:  N. 
Rossos,  M.D.,  619  Farnsworth  Avenue, 
Bordentown,  NJ  08505. 


NEEDED  PSYCHIATRIST— Board  Certi 
fled  or  Eligible.  Full-time  position.  Full 
services  mental  health  organization.  Up 
to  859,000  plus  full  benefits.  Scenic 
Bucks  County  PA  near  Philadelphia  Call 
Ms.  Clfelll,  215-822-7510. 


PRACTICE  WANTED— General  Internist 
is  Interested  in  buying  a practice  in 
Camden.  Burlington  or  Gloucester  Coun- 
ty. Write  Box  No.  1 17,  JMSNJ. 


EQUIPMENT  FOR  SALE — Ritter  Univer- 
sal 75  Table.  Ideal  for  rectal  examina- 
tions, gynecological  work.  Patient  can  be 
placed  in  almost  any  position.  Like  new. 
Call  201-356-6263. 


GENERAL  PRACTICE — Association 
with  established  General  Practitioner 
with  opportunity  to  assume  sole  own- 
ership upon  retirement.  Excellent  facili- 
ties and  financial  arrangements.  Ocean 
area.  Reply  Box  464,  Irland  Heights,  NJ 
08732-0464. 

PULMONARY  PRACTICE  FOR  SALE— 

In  desirable  suburban  area  of  North-Cen- 
tral New  Jersey.  Excellent  opportunity  for 
solo  or  group.  Apply  Box  No.  139,  JMSNJ. 


PRACTICE  «t  BUILDING  FOR  SALE— 

SLx-room  office  in  income  producing 
building  in  Union  City.  Active  Internal 
Medicine  Practice  for  sale  plus  building. 
Main  thoroughfare,  access  to  all  trans- 
portation. Please  contact  201-863-2442. 


HOUSE/OFFICE  fit  MEDICAL  PRAC- 
TICE FOR  SALE — Near  hospital.  Write 
Box  No.  138,  JMSNJ. 


HOME/OFFICE  FOR  RENT— INTER- 
NAL MEDICINE  PRACTICE  FOR 
SALE — In  Fort  Lee,  highly  desirable  lo- 
cation. For  further  Information  call 
201-567-4609  after  5 p.m. 


OFFICE  SPACE  TO  SHARE— Share  of 
flee  space  with  Podiatrist.  Located  on 
Route  206  in  Montgomery  Township,  5 
minutes  from  Princeton  Hospital.  Good 
for  second  office.  Call  609-924-1555. 


OFFICE  SPACE  AVAILABLE— Approx 
imately  1000  square  feet,  newly  reno- 
vated, excellent  location  and  exposure. 
Approximately  600  square  feet,  two 
examination  rooms,  x-ray,  $8,  square 
foot.  Excellent  for  professional.  Call 
201-546-6844. 


OFFICE  SPACE — Central  Bergen  Coun- 
ty, available,  share  expenses.  Call  Dr. 
Rhine,  201-836-7722. 


OFFICE  SPACE — Ground  floor,  1 ,000  up 
to  4,000  square  feet,  best  location  near 
Path  Journal  Square  and  all  transpor- 
tation. Includes  all  services  except  elec- 
tricity, 46  Bentley  on  comer  of  Kennedy 
Blvd.,  Jersey  City.  Call  201-434-4977. 


OFFICE  SPACE— Long  Branch,  670 
square  feet  finished  space  available  for 
rent.  Beautiful  new  professional  office 
building  opposite  Monmouth  Medical 
Center.  Ample  parking.  201-870-2222. 


PROFESSIONAL  OFFICE— 700  square 
feet.  New  building,  ample  parking,  good 
location  in  Manahawkin.  $500  per 
month  includes  utilities.  Call  609- 
597-6800. 


OFFICE  SPACE — North  Bmnswlck, 
1750  square  feet  in  a professional  build- 
ing. Fully  set  up  for  physical  therapy  but 
will  modify  for  any  other  specialty. 
201-297-5908. 


OFFICE  SPACE— Princeton,  1800 
square  feet.  Building  with  other  M.D.s,  x- 
ray,  ample  parking,  convenient  busline 
location,  211  North  Harrison  Street,  8-4 
p.m.  Call  609-921-7872. 


PROFESSIONAL  OFFICES— For  Rent, 
Suburban  Union  County,  full  service, 
ample  parking.  Phone  201-382-6070  or 
201-388-5400. 


OFFICE  SPACE — For  Rent  in  newly 
renovated  professional  building.  jAmple 
parking.  Prime  location.  Bloomfield  Av- 
enue, West  Caldwell.  Call  201-226-5081. 


OFFICE  SPACE— West  New  York.  Space 
for  rent  in  newly  renovated  professional 
building.  /Vuple  parking,  prime  location 
on  60th  Street.  Telephone  201-278-1000. 


OFFICE  CONDOMINIUM  SALE— Own 

your  office  space.  Ideal  for  doctor’s  office 
in  excellent  suburban  community  of 
Montvllle,  Morris  County  within  reach  of 
few  hospitals.  Be  a part  of  a 100,000 
square  foot  office  condominium  complex 
with  independent  entrance  and  bath- 
room for  your  unit.  Will  divide  to  suit. 
Free  partitioning  and  carpeting.  Contact 
George  at  212-556-3407  or  201- 
666-5631  evenings  and  weekends. 


COUNTRY  ESTATE  RETREAT— For  gra 

clous  living  or  weekend  retreat.  Catskills, 
90  miles  from  Northern  New  Jersey.  9 
room  ranch,  large  living  room  with  fire- 
place, dining  room,  4 bedrooms,  3 baths. 
Superb  kitchen  with  Jen-air  stove  and 
microwave,  family  room.  Large  storage 
cellar,  separate  4 room  guest  house,  4 car 
garage,  large  bam,  trout  pond,  bass  pond, 
skiing,  snowmobillng,  deer,  wild  turkey. 
Magnificent  view.  $239,500.  Call  201- 
391-4801  01-914-351-2346. 
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Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps  working! 
Lease  CompHealth  physicians  for  your  vacations,  CME’s 
or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412-741-3310 

jgjj  CompHealth 

A Physician  Group 


WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


PRACTICE  OPPORTUNITIES 

ALLERGY  — Suburban  Philadelphia— fully 
equipped,  excellent  staff,  and  favorable 
lease. 

PEDIATRICS — New  Jersey  near  NYC— very  suc- 
cessful practice  with  excellent  growth  record. 

ENT— Pennsylvania— large,  fast-growing  prac- 
tice. All  new  equipment. 

IM/RHEUMATOLOGY— Arizona— well-equipped 
practice  in  large  city. 

OB/GYN— Washington  State— Seller  moving, 
needs  Buyer  ASAP. 

DERMATOLOGY— High  Income  Connecticut 
practice. 

For  more  information  on  these  or  other  practice 

sales  or  position  opportunities,  call  (215) 

667-8630  or  send  your  Curriculum  Vitae  to: 

HEALTH  CARE 
PERSONNEL  CONSULTING 

403  GSB  Building 
Bala  Cynwyd,  PA  19004 


y/MKmmy  rvu/mAe^ 


Our  Human  Resource  Division  Can: 

• Enables  you  to  have  your  own  Profit  Sharing  Plan  and  Medical  Reimbursement  Plan  in 
accordance  with  TEFRA  requirements. 

• Provide  Immediate  Vesting  in  Our  Pension  Plan  and  Extensive  benefits  to  your  employees 
per  TEFRA  Act  of  1982. 

• Provide  field  representatives  to  handle  all  personnel  paperwork  such  as  weekly  payroll, 
payroll  deductions,  employee  manuals,  insurance  paperwork,  government  forms,  unemploy- 
ment paperwork  and  hearings,  disability  forms  and  employee  counseling  related  to  all  of 
these. 

• Save  You  Valuable  Time  and  Money 


Call  Mary  Pomerantz  at  (201)  246-7100 
for  a free  consultation  and  cost  projection. 


2 0 3 6 -3 
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